
Ithaca Orthopaedic Group, PC 
Due to allergies and in respect to our staff and other patients,  
 please limit your use of colognes, after shaves, perfumes, etc. 

 

Patient Information Sheet 
(Please Complete in Full/ Co-pay due at time of visit) 

 
Patient Name: __________________________________________ Age ______ Sex _____ Date of Birth ________ 
         Last  First   MI 
Address: _________________________________________________ City___________ State ______ Zip_______ 
 
Home Phone # - (______)_______________Alternate #- (______)_____________ Marital Status: S  M  D  W 
 
Social Security # ____________________________ Drivers License # _________________________State ______ 
 
Employer __________________________Job Description __________________ Work # - (_____)_____________ 
 
Employer Address _____________________________ City _____________ State ________ Zip_______________ 
 
Referred By___________________________________ Family Physician _________________________________ 
================================================================================== 
Spouse or Parent Name (circle one) _________________________________ DOB ______ SS#________________ 
 
Address: _____________________________________ City ____________ State ________ Zip _______________ 
 
Spouse or Parent Employer __________________________________________ Work # _____________________ 
 
Address: _____________________________________ City ____________ State ________ Zip _______________ 
================================================================================== 

INSURANCE INFORMATION 
 

Primary Insurance Co: ________________________________________ Phone # - (______)__________________ 
 
Policyholder Name: __________________________________ I.D. #__________________ Group _____________ 
 
Policyholder Date of Birth: ____________________________ SS# ________________________ 
 
Secondary Insurance Co: ______________________________________ Phone # - (______)__________________ 
 
Policyholder Name: ___________________________________ I.D. # _________________ Group ____________ 
 
Policyholder Date of Birth: _____________________________ SS# _______________________ 
================================================================================== 
Are you a student? Yes____ No ____ If yes, are you? Fulltime ____ Part-time ____ 
 
Was injury sustained on the Job? Yes ____ No ____  
If yes, will you be filing a Workers’ Compensation case? Yes ____ No ____  
If yes, what is the Adjusters Name: ____________________________ Phone # (___)_________ 
Workers Comp Insurance __________________________________________________ Claim #_______________ 
Workers Comp Insurance Address _________________________________________________________________ 
    Street    City  State Zip 
 
Primary Emergency Contact: ____________________________________ Phone # -(_____)__________________ 
Secondary Emergency Contact: __________________________________ Phone # -(_____)__________________ 
 
Patient Signature: ____________________________________________________ Date: ____________________ 
 
Legal Guardian, if minor: ______________________________________________ Date: ____________________ 


