
Human Designs Prosthetics & Orthotics 
******(ALL REQUESTED INFORMATION MUST BE COMPLETED)******

_______________________________________________________  ______________________________________________________________________________________________  

Patient Information

_____________________________________________________________________________ ______________________________ _______________
FIRST NAME                           MIDDLE INITIAL                                LAST NAME DATE OF BIRTH       (MM/DD/YYYY) AGE

_________________________________________________________________________________________________________________________________________
_
ADDRESS APT#                                  CITY                                      STATE                ZIP 

(_________)________________________________ (_________)_____________________________ ________________________________
HOME PHONE NUMBER CELL PHONE NUMBER BEST TIME TO REACH YOU

________________________________________________________               M  OR  F _______________ ________          __________
E-MAIL ADDRESS MARITAL STATUS HEIGHT           WEIGHT

____________________________________________ _________________________ _________________________________________
DRIVER’S LICENSE # STATE EXP DATE SOCIAL SECURITY NUMBER OCCUPATION

________________________________________________________________________ (__________)_______________________________________
EMPLOYER EMPLOYER PHONE

________________________________________________________________________ (__________)_______________________________________
SPOUSE / PARENT / GUARDIAN PHONE NUMBER

Insurance Information Medicare Medi-Cal CCS  HMO   PPO   Private    VA    Cash      Other

________________________________________________________________________ (__________)_______________________________________
NAME OF PRIMARY PHYSICIAN PHYSICIAN PHONE NUMBER

________________________________________________________________________ (__________)_______________________________________
NAME OF REFERRING PHYSICIAN (IF DIFFERENT) PHYSICIAN PHONE NUMBER

________________________________________________________________________ __________________________________________________
PRIMARY INSURANCE MEMBER ID#

________________________________________________________________________ __________________________________________________
SECONDARY INSURANCE MEMBER ID#

IS THE PATIENT ENROLLED IN A MEDICARE HMO/MANAGED CARE PLAN? YES NO IF YES, WHAT PLAN?________________________________

DOES THE PATIENT HAVE A CCS CASE? YES NO IF YES, WHAT IS THE CASE NUMBER?_________________
If you were injured at work……

________________________________________________________________________ __________________________________________________
NAME OF EMPLOYER AT TIME OF INJURY DATE OF INJURY

________________________________________________________________________ __________________________________________________
NAME OF WORKER’S COMPENSATION CARRIER CLAIM NUMBER

________________________________________________________________________ (___________)______________________________________
ADJUSTER’S NAME ADJUSTER’S PHONE NUMBER

How did you hear about us? Physician Referral Friend Newspaper Article Website Phone Book
Provider List Support Group Other:___________________________________________

____________________________________________________________________________________________________________________________
PLEASE READ THE FOLLOWING AND SIGN BELOW

I hereby authorize Orthotic/Prosthetic services prescribed by my physician. I hereby authorize Human Designs to furnish my insurance company with all information they request. I also instruct my
insurance company to issue payment of my claim directly to Human Designs. I understand that if my insurance company requires authorization and I choose to receive services before that written
authorization has been received by Human Designs, I will accept financial responsibility for all charges. I understand that even if services are authorized, but I am not eligible on the date of
service, or if it is later determined that my policy does not cover the item(s) I am receiving, I may be responsible for payment in full. I further understand that my insurance company may deduct a
CO-PAY, SHARE OF COST or DEDUCTIBLE from their payment to Human Designs, and I agree to pay PROMPTLY for these amounts. I understand that items received may not be returned or
payments refunded in order to reduce my financial responsibility.  My signature also represents my permission for my doctor, medical group, and/or hospital to release any medical records
necessary for the processing of my claim(s).

___________________________________________________________________________________________________
PATIENT OR PERSONAL REPRESENTATIVE DATE



Human Designs Prosthetics & Orthotics 
THIS INFORMATION IS REQUIRED TO DETERMINE COVERAGE OF SERVICE TO BE PROVIDED

 Has the patient ever received the same or similar device? Yes No

If yes, list the device provided:________________________________________

Who was the device purchased from?__________________________________

Date purchased:___________________________________________________

Was device returned to original supplier? Yes No

Is the device being replaced? Yes No

Is there new medical necessity? Yes No

Describe condition for previous need___________________________________

Describe new/changed condition______________________________________

Acknowledgement of Receipt of Notice of Privacy Practices

I certify that I have received a copy of the Human Designs’ Notice of Privacy Practices (Notice). The Notice describes
the types of uses and disclosures of my protected health information that might occur in my treatment, payment of my
bills, or in the performance of Human Designs’ health care operations. The Notice also describes my rights and
Human Designs’ duties with respect to my protected health information. The Notice is posted in patient treatment
rooms and on Human Designs’ website at www.humandesigns.com.

Human Designs reserves the right to change the privacy practices that are described in the Notice. I may obtain a
revised Notice by calling the office and requesting a revised copy to be sent in the mail, asking for one at the time of
my appointment, or accessing Human Designs’ website.

__________________________________    __________________________________
Signature of Patient or Personal Printed Name of Patient or Personal 
Representative Representative

__________________________________    __________________________________
Date Relationship of Personal Representative 
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