
 
Three Rivers Orthopedic Associates-UPMC 

PATIENT REGISTRATION FORM 

Patient Information 

 
Name: ___________________________________________________ Birthdate: ______-______-_______ 
 
SS#: ___________________________ Age: _________ Sex:  M   or   F   Marital Status  M S W D Other 
 
Address: ______________________ __________City:_________________  State: _______ Zip:________ 
 
EMail Address:_____________________________ 
 
Home Phone: (_____)________________________ Cell/Pager:(_____)_____________________________ 
 
Employer:____________________________________EmployerAddress:___________________________ 
 
Work Phone: (____)_____________ _______EXT_______ Occupation______________ Full/Part Time___ 
 
Emergency  
Contact:____________________Relationship:_____________ Phone:(____)_________/(____)_________ 
                                                                                                                         Home                           Work 

Nearest                                                                                                                         
Relative:___________________ Relationship:_____________ Phone:(___)_________/(____)__________ 
                                                                                                                         Home                     Work                          
Primary Care Physician: _________________________ Phone Number(____)________/(___)__________ 
                                                                                                                          Office                      Fax                                                                                 
Address _____________________________________ How did you hear about us?__________________ 

Person Responsible for bill (Self if over age 18, legal guardian if under age 18) 
 

Name: ___________________________________________________ Birthdate: ______-______-_______ 
 
SS#: ___________________________ Age: _________ Sex:  M   or   F   Marital Status  M S W D Other 
 
Address: ______________________ __________City:_________________  State: _______ Zip:________ 
 
Home Phone: (_____)________________________ Cell/Pager:(_____)_____________________________ 
 
Employer:__________ __________________________Occupation:_________________ Full/Part time __ 
 
Employer Address:_______________________________________________________________________ 
 
Work Phone: (____)_____________ _______EXT______ Relationship to Patient_____________________ 

Primary Insurance (Please present card for verification) 

 
Insurance Name:________________________________ Copay-PCP: $________  Specialty:$__________ 
 
Insurance ID#:_________________ _______ Group#:________________ Effective date:____-____-_____ 
 
Address:_____________________________________City:________________State:______ Zip_________ 
 
Subscriber Name:_________________________Sex:  M   or    F   Birthdate: _____-_____-_____________ 
 
SS#: _____________________________ Subscribers Address: ___________________________________ 
 
Phone:(____)_________/(____)_________ Employer:________________Address____________________ 
                           Home                        Work                                                                                                                               
Relationship to patient:____________________________________________________________________  



 
 
 
 
 
 

Secondary Insurance (Please present card for verification) 
 
Insurance Name:________________________________ Copay-PCP: $________  Specialty:$__________ 
 
Insurance ID#:_________________ _______ Group#:________________ Effective date:____-____-_____ 
 
Address:_____________________________________City:________________State:______ Zip_________ 
 
Subscriber Name:_________________________ Sex:  M   or    F   Birthdate: _____-_____-_____________ 
 
SS#: _____________________________ Subscribers Address: ___________________________________ 
 
Phone:(____)_________/(____)_________ Employer:________________Address____________________ 
                           Home                        Work                                                                                                                               
 
Relationship to patient:____________________________________________________________________________ 
 

Auto/Workers Compensation Claims 

 

Injury Description:________________________________________________________________________ 
 
Accident Date/Injury Date:__________________________________  Type of Claim:         WC             Auto 
 
State of Accident (Auto only)____________ Workers Comp/Auto Claim #:_________________________ 
 
Insurance Name:____________________________________________  Phone #:_____________________ 
 
Address:________________________________________________________________________________ 
 
City:_______________________________________________  State:____________ Zip Code:__________ 
 
Contact Person/Agent’s Name:_____________________________________________________________ 
 
Responsible Employer (Workers Comp only):_________________________________________________ 
 
Employer Phone #:_______________________________________________________________________ 
 
 

**** At your appointment time: You must provide the claim number, the carrier’s 
name and address, along with your adjuster’s name to process your worker’s 
comp or auto visit correctly. 
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