
 

 
 

PATIENT INFORMATION 
 

16 Pelham Road, Suite 1 
Salem, NH  03079 
603-898-2244  Ph. 
603-898-2227 Fax

PATIENT NAME: _______________________________________________________ SS# _____________________________________________ 
 
HOME ADDRESS: ________________________________________________________________________________________________________ 
   Street    City   State  Zip 
 
DATE OF BIRTH: ____________________________ MARITAL STATUS: __________________________ MALE ________ FEMALE ________ 
 
HOME PHONE: ________________________ WORK PHONE: ________________________ CELL PHONE: _____________________________ 
 
PLACE OF EMPLOYMENT: _______________________________________ OCCUPATION: __________________________________________ 
 
WORK ADDRESS:  _______________________________________________________________________________________________________ 
   Street    City   State  Zip 
 
NAME OF PRIMARY CARE PHYSICIAN: ________________________________________________________________________ 
 
PCP ADDRESS:  _________________________________________________________________________________________________________ 
   Street    City   State  Zip 
 
CONSULTATION REQUESTED BY DR:  _____________________________________________________________________________________ 
 
PROBLEM DESCRIPTION – WHY ARE YOU SEEING THE DOCTOR?: ___________________________________________________________ 
        (CIRCLE) LEFT  RIGHT 
 
IS THIS PROBLEM THE RESULT OF AN ACCIDENT? NO ________ YES ________ DATE OF ACCIDENT: ___________________________  
 
DID THIS OCCUR: AT WORK ______ AUTO ______ OTHER ______ EXPLAIN: __________________________________________________ 
 
________________________________________________________________________________________________________________________ 
 
In order to protect your health information, we request you list below one family member or friend with whom you permit us 
to communicate about your care 
 
NAME: ________________________________________________________________ RELATIONSHIP: _________________________________ 
 
PHONE NUMBER: ____________________________________________ 
 
SIGNATURE: ______________________________________________________________________ DATE: _______________________________ 
 
 

INSURANCE INFORMATION 
 
SUBSCRIBER’S NAME: __________________________________________________ RELATIONSHIP TO PATIENT: _____________________ 
 
ADDRESS (if different from patient): _____________________________________________________________________________________ 
 
SUBSCRIBER’S SOC SEC #: ____________________________________ SUBSCRIBER’S D.O.B.: _____________________________________ 
 
PRIMARY INSURANCE: __________________________________________________________________________________________________ 
 
CERTIFICATE #: _______________________________________________ GROUP #: _______________________________________________ 
 
SECONDARY INSURANCE: _______________________________________________________________________________________________ 
 
CERTIFICATE #: _______________________________________________ GROUP #: _______________________________________________ 
 
I authorize payment of medical benefits directly to Essex Orthopaedics Inc. I understand I am responsible for services not 
covered by my insurance. 
 
SIGNATURE: _______________________________________________________________________ DATE: ______________________________ 
 
I acknowledge receipt of Essex Orthopaedics, Inc. Notice of Privacy Practices 
 
SIGNATURE: ______________________________________________________________________ DATE: _______________________________ 


