Southern Orthopaedic Specialists

Drs. Chad Millet, Timothy Finney, Gregor Hoffman, Claude Williams IV, Roger Ogden, Andrew Todd, Michael McNulty, 
Jonathan Finney, and Scott Buhler
2731 Napoleon Avenue, New Orleans, LA 70115 * 504.897-6351
WORK COMP REGISTRATION 
Complete name ______________________________________________________________________
Address________________________________________________________ Apt.________________

City _________________________________ State ______________________  Zip _______________

Home phone ______________________________  Cell phone ________________________________

Work phone ________________________________

Date of Birth ________________________________

Married ______ Single _______ Widowed ________

Body part being seen for _______________________________________________________________

Date of injury _______________________________

How did the injury occur _______________________________________________________________

____________________________________________________________________________________

Employer ___________________________________________________________________________

Employer address _____________________________________________________________________

Occupation/Supervisor_________________________________________________________________

I hereby authorize Southern Orthopedic Specialists to release any medical information necessary to process any insurance claim, which may be in the form of copies of medical records or information conveyed via telephone or fax, to my insurance company and/or any referral provider and/or any other necessary third party and/or its agents (collectively referred to “The Plan”) I also authorize this facility to disclose any medical information necessary to The Plan to verify services, conduct quality chart, site utilization reviews and this shall be as valid as the original.  This authorization is valid until revoked in writing.
_____________________________________________________                            _________________

Patient’s signature                                                                                                        Date

_____________________________________________________

Patient’s printed name 

