
The Center for Orthopedic Surgery 
4642 North Loop 289, Suite 101 

Lubbock, Texas 79416 
Phone: (806)797-4985 / Fax: (806)792-8588 

 
PATIENT REGISTRATION 

 
PLEASE PRINT 
 
Patient’s Legal Name:  
First:______________________________ MI:_____ Last:_____________________________ 
Date of Birth:_________________ Age:_______ Marital Status:_____ Sex:  Male or Female 
Address:______________________ City:_____________________ State:_____ Zip:________ 
Social Security:_____________________ Drivers License #:________________ State:______ 
Home Phone #:___________________ Cell #:_______________ Work #:_________________ 
Employed: Yes / No:  Full Time Student:   Yes / No Part Time Student:   Yes / No 
Occupation:____________________________  Current Employer:_______________________ 
Employer Address:_____________________________  Supervisor:_______________________ 
Is this a work related injury?     Yes / No  If yes, please answer the following questions: 
Date of Injury: ______________  Length of time at this job:_____________________ 
Employer at Time of Injury (If different from above): _________________________________ 
Address:_________________________City:____________________State:____ Zip:_________  
Phone Number:_______________________ Supervisor Name:___________________________ 
 
RESPONSIBLE PARTY: 
 
Name:___________________________________________  Relationship:__________________ 
Address:_______________________________________________  City:___________________  
State:_________  Zip:______________   Phone:_______________________________________ 
 
EMERGENCY CONTACT (Adult not living in your home): 
 
Name:____________________________________________  Relationship:__________________ 
Address:_______________________________________________  City:____________________  
State:_________  Zip:______________   Phone:________________________________________ 
 
WHOM MAY WE THANK FOR REFERRING YOU: 
______ Physician:  Name:  __________________________________________________ 
______ Friend:  Name:  __________________________________________________ 
______ Relative:  Name:  __________________________________________________ 
 
INSURANCE INFORMATION (please provide a copy of insurance card): 
Type of Insurance:  ________________________________________________________________ 
 
Worker’s Compensation Information: 
Insurance Company:_______________________________________________________________   
Address:_________________________ City:_____________________ State:______ Zip:_______ 
Adjuster’s Name:_________________________________ Phone #:_________________________
   


