
 
 
ERIC R. DRINGMAN, M.D., F.A.C.S. 
KATHRYN F. HATCH, M.D., F.A.C.S. 
BARRY A. McKENZIE, M.D., F.A.C.S. 

RACHEL L. OTT, M.D., F.A.C.S. 
 

PATIENT 
Patient Information: 
Patient Name________________________________________________________________________________
  (First)                                                             (M.I.)
 
Mailing Address___________________________________________________________________________________
 (Street)                                                                            (C
 
Home Phone(  )__________________Cell Phone(   
 
Birthdate:________________  Sex(circle one):
 
Employer__________________________Address________________
 
Primary Care Provider__________________________________
 
Emergency Contact____________________________
 

Responsible Party/Billing Information:(complete only 
 
Name________________________________________________________________________________
(First)                                                             (M.I.)                                                   
 
Mailing Address_______________________________________________________________________________
 (Street)                                                                            (City)                                    
 
Home Phone(  )____________________Cell Phone(   
 
Employer__________________________Address________________
 

Insurance Information: (bring cards to appointment)
 
Primary Insurance_______________________
 
Name of Insured__________________________________ Relationship t
 
Secondary Insurance_____________________
 
Name of Insured___________________________________ Relationship to Patient
Worker’s Compensation: 
WCCompany______________________________________Employer_________________________Phone
 
Mailing Address__________________________________________________________________________________
 (Street)                                                                            
 
Accident Claim#________________________ Date of Injury___________________Date Last Worked_______________
 

ASSIGNMENT AND RELEASE: I HEARBY AUTHORIZE BENEFITS BE PAIDDIRECTLY TO THE PHYSICIAN, AND I AM FINANCIALLY 
RESPONSIBLE FOR NON-COVERED SERVICES.  I ALSO AUTHORIZE THE PHYSICIAN TO RELEASE INFORMATION REQUIRED.

 
Patient/Responsible Party Signature:_______________________

 

 

 
GEORGE K. BENTZEL, M.D., F.A.C.S

JEFFREY J. RENTZ, M.D., F.A.C.S.
MICHAEL G. WILCOX, M.D., F.A.C.S.

PATIENT REGISTRATION 

Patient Name________________________________________________________________________________
(First)                                                             (M.I.)                                                       (Last) 

Address___________________________________________________________________________________
Street)                                                                            (City)                                    (State)                       (Zip)

Phone(       )____________________Email_______________

(circle one):M F  TMarital Status(circle one):  M  S  D  W  P SSN:

Employer__________________________Address______________________________Work Phone

_________________Referring Provider____________________________________

Emergency Contact____________________________Phone(  )__________________ Relationship_____________________

complete only if different from above) 

Name________________________________________________________________________________
(First)                                                             (M.I.)                                                       (Last) 

_______________________________________________________________________________
Street)                                                                            (City)                                    (State)                       (Zip)

Phone(       )____________________Birthdate:________

Employer__________________________Address______________________________Work Phone

(bring cards to appointment) 

_______________________Policy#_________________________Group#_____________________________

Name of Insured__________________________________ Relationship to Patient______________________

_____Policy#__________________________Group#____________________________

Name of Insured___________________________________ Relationship to Patient_____________________DOB_____

_______________________Employer_________________________Phone

Address__________________________________________________________________________________
                            (City)                                    (State)                       (Zip)

_____________________ Date of Injury___________________Date Last Worked_______________

 
RELEASE: I HEARBY AUTHORIZE BENEFITS BE PAIDDIRECTLY TO THE PHYSICIAN, AND I AM FINANCIALLY 

COVERED SERVICES.  I ALSO AUTHORIZE THE PHYSICIAN TO RELEASE INFORMATION REQUIRED.

___________________________________________________Date:

 

GEORGE K. BENTZEL, M.D., F.A.C.S. 
JEFFREY J. RENTZ, M.D., F.A.C.S. 

MICHAEL G. WILCOX, M.D., F.A.C.S. 
 

Patient Name_____________________________________________________________________________________________ 

Address__________________________________________________________________________________________ 
ity)                                    (State)                       (Zip) 

______________________ 

P SSN:__________________ 

____Work Phone()___________________ 

_______________________________ 

Relationship_____________________ 

Name___________________________________________________________________________________________________ 

__________________________________________________________________________________________ 
(State)                       (Zip) 

__________________________ 

____Work Phone()___________________ 

___________________________ 

o Patient______________________DOB___________ 

__________________________ 

_____________________DOB___________ 

_______________________Employer_________________________Phone( )____________ 

Address__________________________________________________________________________________________ 
(City)                                    (State)                       (Zip) 

_____________________ Date of Injury___________________Date Last Worked____________________ 

RELEASE: I HEARBY AUTHORIZE BENEFITS BE PAIDDIRECTLY TO THE PHYSICIAN, AND I AM FINANCIALLY 
COVERED SERVICES.  I ALSO AUTHORIZE THE PHYSICIAN TO RELEASE INFORMATION REQUIRED. 

______________________Date:_________________ 


