
 

Patient Information 
Date of Birth SS # Gender Marital Status 

Patient's First Name Last Name MI 

Street Address (city, state, zip) 

Home Phone # 
  

Work Phone # Cell # 

E-mail Address: 

Guarantor ( The person responsible for the bill) 
First Name - if same, write same Last Name MI 

Address (city, state, zip) 

DOB SS# Gender Marital Status Relationship to Patient 

Home # Work  # Cell # 

Employer Occupation 

Primary Insurance Information 
Subscribers Name Subscribers Last Name 

Subscribers DOB Subscribers SS# Subscribers Gender Subscribers Relationship to Patient 

Primary Insurance Carrier (ie: BCBS, GHI) Policy ID # Group # Co-payment: 

$ 

Workers Compensation & No Fault Information 
Name of Carrier (ie: Stamford, RPMG, NYFD etc) Adjuster Name Adjuster Phone # 

Claims Address 

Policy # Claim # Date of Accident or Injury  N/F  
W/C 

 
Additional Questions 

Whom may we thank for referring you? 

Please tell us why you are here today (ie: hip, knee pain, shoulder injury, etc.): 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible 
for any balance. I also authorize Dr. Bryan Kelly or my insurance company to release any information required to process my claims. 
These statements shall be effective from the date of the signature below until 12/31/ of the current year, unless you notify HSS otherwise in writing. 

 
Signature of Patient or Guardian:_________________________________________________________________________      Date:_________________________________ 

Hospital For Special Surgery              535 East 70th Street, NY, NY 10021             212-746-5348                212-606-1159         Fax 212-746-8488 

Bryan T. Kelly, MD 
Orthopaedic Surgery & Sports Medicine 

Patient Intake Form 
PLEASE COMPLETE ENTIRE FORM 


