
OrthoCarolina 
Patient Information Form 

 
Patient’s Full Name: _______________________________________________________________________  
  
Street Address: ___________________________________________________________________________  
 
City: _____________________________________     State: ________________ Zip Code: ______________  
 
Home Phone: ______________________________    Cell Phone: ___________________________________  
 
Email Address: ____________________________________________________________________________ 
 
Date of Birth: _____________________           Social Security Number: ________________________  
 
Sex:     M     F  Marital Status:     Single     Married     Divorced     Widowed  
 
Race:     African American     Asian     Caucasian     Hispanic     Native American     Unknown  
               Other: ____________________________________  
 
Patient’s Employer: _____________________________________  Phone Number: __________________  
Referring Physician: ____________________________________ Phone Number: __________________  
Primary Care Physician: _________________________________  Phone Number: __________________  
Emergency Contact Name: _______________________________  Phone Number: __________________  
Emergency Contact Relationship: _________________________ 
 
Is this injury work related?     Yes     No           Auto Accident:     Yes     No  
Date of injury: __________________  
 
Insurance Policy Holder Information     Self     Spouse     Parent  
 
Policy Holder’s Full Name: _________________________________________________________________  
 
Street Address: ___________________________________________________________________________ 
 
City: _____________________________________       State: _____________ Zip Code: ________________  
 
Date of Birth: _____________________            Social Security Number: _______________________  
 
Employer Name: ____________________________    Phone Number: ______________________________ 
  
Reason for today’s visit:  
 
    Right       Left         Both  
    Knee       Leg         Foot       Ankle       Shoulder       Hip       Arm       Elbow  
    Wrist       Hand        Heel       Clavicle       Finger  
 
    Pelvis      Back        Neck  
    Other __________________________________________________________________________________  
 
If patient is under the age of 18 who is the legal guardian: ________________________________________  
 
Name: __________________________________________         Phone Number: _______________________  
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