
PATIENT DEMOGRAPHIC INFORMATION 
The Center for Orthopedic Care 

Thomas J Nordstrom, MD 
David A Abrutyn, MD 

 
 
 
 
 
 
 
 
 
 
 

     
PATIENT       INSURED 

 
 Employer #1_____________________________________  Employer #2___________________________________ 
 
 Occupation/Job Title______________________________  Occupation/Job Title_____________________________ 
 
 Street Address___________________________________  Street Address__________________________________ 
 
 City, State, Zip___________________________________  City, State, Zip__________________________________ 
 
 Telephone______________________________________  Telephone______________________________________ 
 
 PRIMARY INSURANCE COMPANY NAME___________________________________Is this:____Employer #1 OR ____Employer #2 
            ____Neither 
  

ID#_________________________________________Group#______________________________Plan#_________________________ 
 
 

 SECONDARY INSURANCE COMPANY NAME____________________________________ Is this:____Employer #1 OR ____Employer #2 
            ____Neither 
 
 ID#_____________________________________________Group#_______________________________Plan#_________________________ 
 
 Insured Person’s Name__________________________________Date of Birth_____/_____/_____Sex_____M_____F SS#______/______/______ 
 
   Insured Person is:____Husband____Wife____Guardian____Father____Mother____Son____Daughter____Other 
 
 Referring Physician (REQUIRED)__________________________________________________Telephone#_______________________________ 
 
 Primary Doctor _________________________________________________________________Telephone#_______________________________ 
 
 How did you hear of our office?  _____Friend_____Internet_____Ins Co._____Yellow Pages   or   Other: _________________________________ 
 
 Allergies___None Known OR:_____________________________________________________________________________________________ 
 
 Name of Pharmacy___________________________________________________ Pharmacy Telephone#_________________________________ 

 
 

CONSENT FOR TREATMENT, RELEASE OF INFORMATION AND ASSIGNMENT OF BENEFITS AUTHORIZATION 
 

I CONSENT TO THE TREATMENT NECESSARY FOR THE CARE OF THE PATIENT INDICATED ON THIS FORM.  AUTHORIZATION IS 
HEREBY GRANTED TO RELEASE INFORMATION AS MAY BE NECESSARY TO PROCESS AND COMPLETE MY CLAIM. 

I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO BE MADE DIRECTLY TO THE ATTENDING PHYSICIAN FOR SERVICES RENDERED. 
 

SIGNATURE OF PATIENT OR GUARDIAN ____________________________________________________________DATE_______________________ 

 
Today’s Date:__/__/__Patient’s Last Name__________________________________First_____________________________MI_____ 
 
Street Address_______________________________________City___________________________State____________Zip_________ 
 
Telephone#(____)__________________Is this HOME or MESSAGE number? Work Telephone(____)__________________Ext._____ 
 
Date of Birth ____/____/____Sex___MALE___FEMALE  Marital  Status __MAR__SNG__WID__DIV__SEP  SSN_____-____-_____
 
Is Patient Full or Part time college student? ___YES___NO If YES: School’s Name, City, State_________________________________


