
Los Gatos Orthopedic Sports Therapy

PATIENT INFORMATION
Last Name: _________________________     First Name: ___________________ Middle Initial: ______ 
Social Security #: ____________________ Marital Status: S / M / Other  Sex: M / F
Date of Birth: ________________ Phone Number: _________________ Cell #: ____________________
Email: __________________________________Would you like confirmation by?  Email / Phone / None
Address: ________________________________City: ________________State: _________Zip: _______
Where is your injury? _______________________ Date Injured: ___________________________
Accident related injury: Yes / No   Employment related injury: Yes / No 
Account Type:  Private / Worker’s Compensation / Auto

Occupation: ________________________________________
Employer: ______________________________________________Work Phone #: _________________
Address: _______________________________ City: _________________State: _________ Zip: ______

Payor Name: Who is responsible for bill: Self / Spouse / Parent / Employer / Attorney 
If different from above, Name: ___________________________ Phone#: _________________________
Address: _______________________________ City: _________________State: __________Zip: _____

Primary Insurance: ______________________________________  Adjuster: ____________________
Group #: ______________________      Insured ID # / SSN#: ______________________ 
If different from yourself, Insured Name: ______________________________________
Your relation to insured: Spouse / Child / Other
Insured Birthdate: _______________      Insured sex: Male / Female
Insured Address: _________________________ City: _________________State: _________Zip: ______
Insured phone number: ______________________ Insured employer: ____________________________

Secondary Insurance: ____________________________________  Adjuster: _____________________
Group #: ______________________      Insured ID # / SSN#: ______________________ 
If different from yourself, Insured Name: _____________________________________
Your relation to insured: Spouse / Child / Other
Insured Birthdate: _______________      Insured sex: Male / Female
Insured Address: _________________________ City: _________________State: ________  Zip: ______
Insured phone number: ______________________ Insured employer: ____________________________

DOCTOR INFORMATION
Referral Doctor: _______________________________ Date returning to referring doctor: ____________
Primary Doctor: __________________________________________________________



Recent regulations require us to present you with the Notice of Privacy Practices.  I have been 
presented with this notice. _______________________________________  Date: _________________
                                                        (Signature)


