
PREMIER ORTHOPAEDIC & HA�D CE�TER S.C. 

 

MI�OR I�SURA�CE I�FORMATIO� FORM 
 

 

PATIE�T:__________________________________________________________ 

 

 

FATHER_____________________________________d.o.b.____/____/________ 

 

Address if different from patient:________________________________________ 

 

Social Security Number___________________________ 

 

 

MOTHER____________________________________d.o.b.___/____/__________ 

 

Address if different from patient:________________________________________ 

 

Social Security Number____________________________ 

 

 

I�SURA�CE: 

 

PRIMARY:  Name of Company________________________________________ 

 

Who is insured party?  Dad______________Mom__________Other____________ 

 If not Dad or Mom..Name___________________d.o.b.____/____/_______ 

 Relation to Patient__________________Social Security _______________ 

 

Group #__________________________ID________________________________ 

 

 

SECO�DARY:  Name of Company______________________________________ 

 

Who is insured party?  Dad_______________Mom__________Other____________ 

 If not Dad or Mom..Name___________________d.o.b.___/___/_______ 

 Relation to Patient____________________Social Security_______________ 

 

Group #_________________________ID__________________________________ 

 

 

I authorize Southland Bone & Joint Institute, S.C. to release information regarding services 

rendered and allow a photocopy of my signature to be used to file insurance.  I authorize and 

direct my insurer to issue payment for services directly to Southland Bone & Joint Institute, S.C.  

Regardless of my insurance benefits, if any, I understand that I am responsible for fees and 

services rendered.  In the event of non-payment, I understand that I am responsible for collection, 

attorney and court costs. 

 

Father’s Signature______________________________________________Date_______ 

 

Mother’s Signature_____________________________________________Date_______ 


