
ROME ORTHOPAEDIC CENTER 
 

PLEASE COMPLETE ALL INFORMATION AND SIGN AT THE BOTTOM 

 
Patient’s Full Name:         Soc. Sec. #: ____________________________ 
 

Mailing Address:          Home Phone:  (     )      
 

City, State, Zip Code:         Work Phone/Ext:  (     )     
 

Home Address (if different):         Cell Phone:  (     )      
 

City, State, Zip Code:         Sex:     M     or     F      DOB: ____/____/____ 
 

Referring Physician:          Marital Status:     S     M     D     W 
 

Primary Physician:          Student?:     Yes     or     No 
 

Employer:          Address:         

City, State, Zip Code:        Employer Phone:       
 
E-mail address:  _________________________________________________________ 

 

Emergency Contact:         Emergency Contact Phone: ______________________ 
 

Relationship of Emergency Contact to Patient:          
 

Workers’ Compensation Injury:     Yes     or     No If yes, date of injury: ____/____/____ 
 

School Sports-related Injury:        Yes     or     No     If yes, date of injury: ____/____/____ 
 

 

Responsible Party: (Only complete if patient is under the age of 18, or if you have power of attorney for the patient) 
 

Name:           SS #: ______-____-______ DOB: ____/____/____ 
 

Address:          City, State, Zip Code:       
 

Employer:          Relationship to Patient:      
 

Primary Insurance: (Please present insurance card to receptionist) 
 

Policy Holder’s Name:           
 

Relationship of Patient to Policy Holder:        Date of Birth of Policy Holder:____/____/____    
 

Insurance Company:          Policy Holder’s Employer:        
 

Secondary Insurance: (Please present insurance card to receptionist) 
 

Policy Holder’s Name:           
 

Relationship of Patient to Policy Holder:        Date of Birth of Policy Holder:____/____/____ 
 

Insurance Company:          Policy Holder’s Employer:     

   
I certify that the above information provided is correct and complete to the best of my knowledge.   
I give ROC permission to contact me regarding appointment reminders and/or account information via:   
 

____ Phone    ____ Text    _____ E-mail     _____ Do Not Contact 
 
                        

       Signature of Patient or Responsible Party              Date 


