ERPRESS
ORTHOTICS & PROSTHETICS
Shane Wakefield, CPO/LPO
Licensed Prosthetist/ Orthotist # POR249

PATIENT INFORMATION

Date: I
Section 1 — Patient’s Information:
Patient’s Name: (Last, First, MI):
SSN: / / DOB: [/ / Age:
Sex: M/F Marital Status: S/IM/W/D
Home Address: APT #:
City: State: Zip:
Cell #: ( ) - Home #: ( ) -

Email Address:

Patient's Employer:
Employer Address:
City: State: Zip:
Work#: ( ) - Fax #: ( ) -

Section 2- Prescribing Physician:

Doctor:

Street:

City: State: Zip:

Phone #: ( ) - Fax#: ( ) -

Section 3- Referral Source:

Section 4 — Spouse/Parent/ Guardian/Responsible Party/Emergency Contact
Name: (Last, First, MI):

SSN: / / DOB: / / Age:
Relationship to Patient:

Street: APTH#

City: State: Zip:
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Section 5 - Insurance
Primary Insurance:
Address: Suite #:
City: State: Zip:
Phone#: ( ) -

Policyholder: Relationship:
Policyholder DOB: / / SS#: / /
ID #: Group #

Case Manager: Phone#: ( ) -

Secondary Insurance:
Address: Suite:
City: State: Zip:
Phone#: ( ) -

Policyholder: Relationship:

Policyholder DOB: / / SS#: / /
ID #: Group #
Case Manager: Phone#: ( ) -

Workman’s Compensation: Y / N

Date of Injury / / Is this due to an auto/home accident? Y / N
Location of accident:

Insurance: Policy #:

Address:

City: State: Zip:

Phone#: ( ) - Fax#: ( ) -

Contact Person:

I hereby request Express Orthotics & Prosthetics, Inc. to provide any
prosthetic/ orthotic services necessary, per my physician's prescription.

Patient/Responsible Party:
Signature: Date:
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