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WORKERS COMPENSATION ONLY 

Date of Injury:  
 

 
Claim #: 

 
Workers Compensation Insurance Carrier: 
 
 

Carrier Address: City: 
 

State: Zip Code: 

    

Claims Adjuster: Phone #: Fax#:  
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Are you currently working? (please indicate part-time/full-time/light duty): 
 
 
 
Do you have a primary treating physician for this case?: 
 
 
 
Is there anything else we should know about your claim?: 
 
 

 
 
 

The above information is true to the best of my knowledge. I authorize my insurance benefits to be paid 
directly to the physician. I understand that I am financially responsible for any balance. I authorize 
CALIFORNIA PACIFIC ORTHOPAEDICS or insurance company to release any information required to 
process my claims. 
 
 

   

Patient/Patient Guardian Signature  Date  
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MEDICAL RECORDS REQUESTS 
An advance payment is required for copies of medical records, radiology images and/or radiology 
reports. The fee may vary depending on medical record needs. This cannot be billed to the insurance. I 
understand that I will be responsible for payment. 
 
DISABILITY FORMS 
An advance payment of $25 is required for completion of each insurance disability form (excluding 
California State Disability and Worker’s Compensation forms). This cannot be billed to the insurance. I 
understand that I will be responsible for payment. 
 
REFUND REQUESTS 
Overpayments will be refunded within 30 days of California Pacific Orthopaedics’ confirmation of the 
refund request. 
 
ASSIGNMENT OF BENEFITS 
I authorize the release of any information necessary to my insurance carrier or other medical entity to 
determine benefits or benefits payable.  A copy of this authorization may be sent to my insurance 
company or other entity if requested.  
 
 
I have read and understand the policies as outlined above. I understand that by signing this form I am 
consenting to the office policies and accepting financial responsibility for services received.  
 
 
__________________________________________________________________________________ 
Signature of Patient       Date 
 
__________________________________________________________________________________ 
Signature of Legal Guardian     Date/Relationship 
 
__________________________________________________________________________________ 
Patient Name (print)       Date 
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Are you being treated for any of the following medical conditions: 

 AIDS / HIV    Diabetes    Metal in Body    Stroke 

 Anemia    Epilepsy / Seizures   Migraine Headaches   Thyroid Disease 

 Arthritis    Heart disease    Neck Pain    Tuberculosis 

 Asthma    Hepatitis    Pacemaker    Ulcer 

 Back Pain    High Blood Pressure   Pneumonia    Other (please list) 

 Bleeding Problems    Low Blood Pressure   Polio    _____________________ 

 Blood Transfusions   Kidney Disease   Rheumatic Fever  _____________________ 

 

Allergies to medications, the environment and food - please list name and reaction(s): 

 

______________________ ______________________ ______________________ Latex Allergy    No  Yes 

 

______________________ ______________________ ______________________ Egg Allergy      No  Yes 

 

Medications (include non-prescription & herbal supplements): 

 

Drug Name       Dosage  Frequency  Drug Name       Dosage  Frequency 

 

_________________________________________________  _________________________________________________ 

 

_________________________________________________  _________________________________________________ 

 

_________________________________________________  _________________________________________________ 

 

Past surgical/hospitalization history: 

 

Year  Surgery/Illness     Year  Surgery/Illness 

 

_________________________________________________  _________________________________________________ 

 

_________________________________________________  _________________________________________________ 

 

_________________________________________________  _________________________________________________ 

 

Patient Social   Marital Status  Use of Alcohol  Use of Tobacco  Living Situation 

History:    Single    Never    Never    With spouse 

    Married   Rarely    Previously, but quit  With children (how many ___) 

    Divorced   Moderate   Currently    Alone 

    Widowed   Daily    Amount  per day____         Other __________ 

    Separated      

 

Family Medical History - please list any medical problems for the following family members: 

 

Father: ________________________________________________________________________________________________________ 

 

Mother: _______________________________________________________________________________________________________ 

 

Siblings: _______________________________________________________________________________________________________ 
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