
Union Orthotics & Prosthetics
PATIENT INFORMATION FORM

Please Print all Information

Section 1 – Patient Information

Patient Name (Last, First, MI):____________________________________________________ SS#:______________ 
Home Address:________________________________ City:__________________ State:________ Zip:____________ 
Home Tel #:______________________   Cell #:_______________________   Work Tel #:______________________ 
Date of Birth________________________ Sex:     Male     Female    Marital Status:     Single      Married     Other 
Patient’s Employer:________________________________________________________________________________ 
Employer’s Address:___________________________ City:__________________ State:________ Zip:____________ 
Spouse’s Name:___________________________________ Work/Cell Tel #:_________________________________ 
Emergency Contact Name:                                                             Tel#:                               Relationship:

Section 2 – Parent / Guardian / Responsible Party

Name (Last, First, MI):__________________________________________________________ SSN:______________ 
Relationship to Patient:    Spouse    Parent    Guardian    Other (Explain) ________________ DOB:______________ 
Employer:__________________________________________________________________ Tel #: _______________ 
Employer’s Address:___________________________ City:__________________ State:________ Zip:____________

Section 3 – Medical Information

Diagnosis:____________________________________________________ Height:__________Weight:____________ 
Primary Care Physician:______________________________________________ Tel #:_________________________ 
Referring Physician:_________________________________________________ Tel #:_________________________ 
Referral Source (if other than Referring Physician):________________________ Tel #:_________________________ 
Are You Diabetic?     Y     N   Physician Managing Diabetes:_______________ Tel #:_________________________ 
If Amputation, Amputation Date:_______________ Level of Amputation:____________Amputation Side:   R   L   BIL

Section 4 – Insurance Information

Is this a Worker’s Comp Claim?     Y      N    DOI:_______________ Employer:___________________________
Is this due to an Auto/Home accident?    Y    N  Date of Injury:________ State that Accident Occurred in:_________

Auto/Home Insurance Carrier:______________________________________ Policy #:_________________________ 
Adjustor/Contact Person:____________________________________________ Tel 

#:_________________________Primary Insurance: __________________________ Secondary Insurance: ____________________________
Policyholder: ________________________________ Policyholder: ____________________________________
Policyholder DOB: ____________________________ Policyholder DOB: _______________________________
Policyholder SSN: ____________________________ Policyholder SSN: ________________________________
ID #: ________________Group #: ______________  ID #: __________________ Group #: ________________ 
Case Mgr: _______________  Tel #: _____________ Case Mgr: _________________  Tel #: _______________
Patient’s Relationship to Policyholder: ____________ Patient’s Relationship to Policyholder: ________________

If you have MEDICARE, please answer the two questions below:
Has the patient received a like or similar device within the last 3 years from either POG or any other provider?     Yes     No   Initial:  
Received Medicare Supplier Standards:     Yes      No    Initial:         

I, the undersigned, agree that the information provided above is accurate to the best of my knowledge.

Signature: Date:

Email Address: 
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