
WELCOME TO ORTHOPEDIC CARE CONSULTANTS- CARLOS ARROYO, PT 
We hope your visit is helpful and pleasant. Please let us know if you have any questions or 

concerns. 
Demographic Information 

 
Name: (last, first, middle) ______________________, _____________________, ________________ 
 
Home address: ___________________________________________Apt: ____________________ 
 
City:_______________________ State: ____________Zip Code: ____________ Sex: Male  Female 
 
Home tel: __________________ mobile: __________________  Work tel: _____________________ 
 
Date of Birth: ____________   Social Sec.#:__________________ Marital Status: _________ 
 
Email: ____________________ May we email you our newsletter/ general health info?  __________ 
 
Occupation: ________________________  Employer: ______________________________________ 
 
How did you hear about us? __________________________________________________________ 

 
Primary Care Doctor: ________________________  Primary Care Dr. Phone: _________________ 
 
Emergency Contact Name: ___________________________ Emerg. Contact Phone: _______________ 
 
Primary Insurance: _______________________ ID #: _________________ Group:_____________ 
 
Insured Name: ___________________________  Relationship to insured: ____________________ 
 
Secondary Insurance: _____________________ ID #: _________________ Group: 
____________ 
 
Insured Name: ___________________________  Relationship to insured: ____________________ 
 
To provide better service and avoid unnecessary out of pocket expenses, please answer the following. 
 
Do you have a copayment? If so, what is the amount? ______________________________________ 
 
Do you have a deductible? If so, what is the amount? _______________________________________ 
INSURANCE AUTHORIZATION AND ASSIGNMENT: 
I HEREBY AUTHORIZE CARLOS ARROYO, PT  TO FURNISH INFORMATION TO MY INSURANCE CARRIER 
CONCERNING MY ILLNESS AND TREATMENTS AND I HEREBY ASSIGN TO THE PRACTICE (C/O THE 
OSMENT GROUP, LLC) ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO ME OR MY 
DEPENDENTS. I AGREE THAT THIS AUTHORIZATION WILL COVER ALL MEDICAL SERVICES RENDERED 
UNTIL SUCH AUTHORIZATION IS REVOKED BY ME. I AGREE THAT ALL PHOTOCOPIES OF THIS FORM 
MAY BE USED IN LIEU OF THE ORIGINAL. I AGREE TO PAY ALL CHARGES NOT COVERED BY MY 
HEALTH INSURANCE WHICH MAY INCLUDE BUT ARE NOT LIMITED TO: DEDUCTIBLE, COPAYMENTS 
AND/ OR CO-INSURANCE. I UNDERSTAND THAT I WILL BE RESPONSIBLE FOR ALL COLLECTION FEES 
AND I AM RESPONSIBLE TO NOTIFY THE OFFICE IF I HAVE A CHANGE IN INSURANCE OR LAPSE IN 
COVERAGE. 
 
 
Signature: _________________________________________________ Date: _________________________ 
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