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	1. NAME (Last Name, First Name, Middle Initial)
	2. NICKNAME                                          
                            
	3. DATE OF BIRTH                                          
                                   

	4. ADDRESS (Number, Street)

	5. CITY, STATE, ZIP CODE

	6. HOME PHONE
(             )
	7. WORK PHONE
(              )                                                                      EXT:

	8. CELL PHONE
(             )
	9. DO YOU PREFER TO RECEIVE CALLS AT: (Circle)
      HOME                       WORK                        CELL                        EITHER     

	10. E-MAIL ADDRESS

	11. SEX (Circle)   
                            M                  F          

	12. SOCIAL SECURITY NUMBER

	13. MARITAL STATUS: (Circle)
      SINGLE                  MARRIED                 DIVORCED            WIDOW

	14. PRESCRIBING PHYSICIAN

	15. PRIMARY CARE PHYSICIAN 

	16. PRIMARY INSURANCE SUBSCRIBER: (Circle)
SELF                         SPOUSE                         PARENT
IF NOT ‘SELF’ PLEASE PRINT NAME OF SUBSCRIBER AND DOB: 

	17. HOW DID YOU HEAR ABOUT US?  (Circle)                
      DOCTOR             INTERNET               YELLOW PAGES          FRIEND
      VA                        PREVIOUS PATIENT           OTHER:_______________

	IS YOUR CLAIM WORK OR AUTO RELATED:

	
ARE YOU CURRENTLY IN:   NURSING HOME     HOSPITAL    SKILLED NURSING FACILITY    ASSISTED LIVING FACILITY                                 INCARCERATED
IF CHECK ANY OF THE ABOVE, HOW LONG HAVE YOU BEEN THERE? ___________________________________________________  

	ARE YOU CURRENTLY SEEN BY HOME HEALTH AGENCY? 

	ARE YOU CURRENTLY UNDER HOSPICE CARE?

	HAVE YOU EVER RECEIVED THIS ITEM OR ANY SIMILAR TYPE OF ITEM BEFORE:        YES       NO
IF YES, WHAT DATE DID YOU RECEIVE THE ITEM(S):_________________________________________________

	 HEIGHT:                                         WEIGHT:           

	SHOE SIZE:



	FOR MINOR CHILDREN, PLEASE PRINT NAME OF PARENT/GUARDIAN


I hereby authorize Durrett’s Orthotics and Prosthetics to furnish any protected health information to any insurance carriers and state agencies concerning my (or dependent’s) illness, treatments and services rendered.  I request and authorize payment directly to Durrett’s from any carrier or agency, less any co-payments, deductibles or non covered services which I am responsible for paying.     I also understand that I am ultimately responsible for payment of the services rendered to me or my dependents.
Payment is expected when services are rendered unless other arrangements have been made in advance.Orthosis/Prosthesis will not be released without proper authorization or payment.Durrett’s is not responsible for devices left for more than 30 days.

														
Signed by Patient (parent or guardian if patient is a minor)					Date
Acknowledgement of Receipt of 
Notice of Privacy Practices

I certify that I have been offered/am aware of Durrett’s Notice of Privacy Practices. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that might occur in my treatment, payment of my bills or in the performance of Durrett’s health care operations.  The Notice of Privacy Practices also describes my rights and Durrett’s duties with respect to my protected health information. The Notice of Privacy Practices is posted in the waiting area and on Durrett's website at www.DurrettsOandP.com.  
Durrett’s reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised Notice of Privacy Practices by calling the office and requesting a revised copy be sent in the mail, asking for one at the time of my next appointment, or accessing Durrett's website.  
______________________________________	 I refuse to sign this form
Signature of Patient or Personal Representative 		
___________________________
Date 
__________________________________________
If other than patient/Description of Personal Representative’s Authority
The following individuals may have access to my Account/Private Health Information:
 Spouse        Child/Children        Parent(s)        Guardian(s)        Other
 Name(s):_________________________________________________________
		
Medical Education / Marketing Release
I hereby give Durrett’s Orthotics and Prosthetics the right to use photographs, videos, etc. taken of me for the purpose of medical education, documentation and marketing.  I understand that Durrett’s will retain the ownership rights to these photographs, video, but will be allowed to retain a copy.  

      Yes	 No	

Medical Information Release
I understand and authorize any holder of medical information about me to be released to Durrett’s Orthotics and Prosthetics or its agents any information needed to determine benefits or the benefits payable for the related services.  I understand that the below signatures(s) authorizes release of medical information necessary to pay the claim.
______________________________________			___________________
Signature of Patient or Personal Representative				      Date
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