
RELIABLE PROSTHETICS AND ORTHOTICS, LLC. 
             1314-B Commerce Dr., New Bern, NC 28562            P: 252-638-8989 / F: 252-638-5989 

12 Office Park Drive, Jacksonville, NC 28546            P: 910-353-9002 / F: 910-353-9003 
229 Professional Circle, Morehead City, NC 28557           P: 252-773-0046 / F: 252-773-0086 

 

___________________________________________________________________________________ 
SIGNATURE         DATE 

 

 
GENDER:  MALE / FEMALE         _________      _______________________________________ 
      SHOE SIZE          AGE           HEIGHT             WEIGHT 
   
             

 __  __  __  __  __  __  __  __  __  -  __  __                   _____ /______ /________ 
                       BENEFIT ID NUMBER                   DATE OF BIRTH                                                              

              (LOCATED BACK OF MILITARY ID)                              
 
 

_________________________________   _________  ________________________________                

FIRST NAME          MI      LAST NAME      
   
 

___________________________________________________________________________________ 
ADDRESS (IF BARRACKS, BUILDING AND ROOM # REQUIRED)  CITY      STATE           ZIP 
 
 
 
(       )     ______  ( )  ______    
HOME PHONE     PREFERRED?  ☐  CELL PHONE     PREFERRED?  ☐     

 
 
      DO YOU HAVE A SECONDARY INSURANCE ACTIVE (ALSO KNOWN AS “OTHER HEALTH INSURANCE”)?       ☐YES / ☐NO 
     IF YES: 

 

___________________________________________________________________________________ 
SECONDARY INSURANCE      POLICY HOLDER                       POLICY HOLDER D.O.B.  
 
Consent for treatment, release of Medical Information, and Receipt of Notice of Privacy Practice:   

I, the undersigned, do hereby consent to treatment under the 
recommendations and the instructions of the Orthotist / Prosthetist. I 
authorize any holder of medical or other information about me, to 
release such information as may be necessary for the completion of my 
treatment. I understand that I am responsible for any applicable 
deductibles, coinsurance, co-payments, and any non-covered or 
denied amounts. I assign and authorize direct payment of any and all 
benefits, including Medicare, Medicaid, and commercial insurance, for 
durable medical equipment (DME), orthotics, prosthetics, supplies, and 
related services provided by Reliable Prosthetics and Orthotics, to be 

made directly to the provider as the undersigned patient or authorized representative. I authorize Reliable Prosthetics and Orthotics to 
submit claims on my behalf and to take all actions necessary to obtain payment in accordance with applicable payer requirements, including 
those of the Centers for Medicare & Medicaid Services (CMS) and other insurers. I certify that all information provided is true and complete 
and authorize the release of any medical or other information necessary to process claims and secure payment. I also authorize my 
insurance carrier(s), including CMS, to communicate directly with the provider. This assignment and authorization shall remain in effect until 
revoked in writing. A copy or electronic version shall be as valid as the original. 
 
By consenting to the procedure prescribed by my physician, and due to the inherent cost associated with custom fabrication, I understand 
that there can be no refund for custom fabricated orthotics or prosthetics, unless the item is proved to be substandard (less than full quality) 
or inappropriate at the time of fitting. By my signature below, I acknowledge that I have received the companies Notice of Privacy Practices, 
Patient Bill of Rights, and Medicare Supplier Standards, as necessary. 

 
 
 
 

PERSONS ABLE TO RECEIVE MEDICAL INFORMATION: 

 

 

 



 
HIPAA Compliance & PaƟent Consent Form  
 

 
 
 
Our NoƟce of Privacy PracƟces provides informaƟon about how we may use or disclose protected health informaƟon. 
 
The noƟce contains a paƟent’s rights secƟon describing your rights under the law. You ascertain that by your signature that you 
have reviewed our noƟce before signing this consent. 
 
The terms of the noƟce may change, if so, you will be noƟfied at your next visit to update your signature/date. 
 
You have the right to restrict how your protected health informaƟon is used and disclosed for treatment, payment or healthcare 
operaƟons. We are not required to agree with this restricƟon, but if we do, we shall honor this agreement. The HIPAA (Health 
Insurance Portability and Accountability Act of 1996) law allows for the use of the informaƟon for treatment, payment, or 
healthcare operaƟons. 
 
By signing this form, you consent to our use and disclosure of your protected healthcare informaƟon and potenƟally anonymous 
usage in a publicaƟon. You have the right to revoke this consent in wriƟng, signed by you. However, such a revocaƟon will not be 
retroacƟve. By signing this form, I understand that: 
 

 Protected health informaƟon may be disclosed or used for treatment, payment, or healthcare operaƟons. 
 The pracƟce reserves the right to change the privacy policy as allowed by law. 
 The pracƟce has the right to restrict the use of the informaƟon but the pracƟce does not have to agree to those 

restricƟons. 
 The paƟent has the right to revoke this consent in wriƟng at any Ɵme and all full disclosures will then cease. 
 The pracƟce may condiƟon receipt of treatment upon execuƟon of this consent. 

 
May we phone, email, or send a text to you to confirm appointments?                                  YES   /   NO 
 
- I understand that email and text messages are not considered a completely secure form of communicaƟon and I am 
authorizing Reliable ProstheƟcs and OrthoƟcs to send emails and/or text messages which may contain my protected health 
informaƟon to the following cellular devices and/or email accounts. I understand that I may change or rescind this authorizaƟon 
at any Ɵme by contacƟng Reliable ProstheƟcs and OrthoƟcs. 
 
May we discuss your medical condiƟon with any member of your family?                             YES   /   NO 
 
If YES, please name the members allowed: 
 
Name: ___________________________________________________     RelaƟon: ___________________________ 
 
Name: ___________________________________________________     RelaƟon: ___________________________ 
 
 
  

 
PaƟent / Authorized RepresentaƟve Name 
 
  

 Date 

Signature  Date 

 



RELIABLE PROSTHETICS AND ORTHOTICS, LLC. 
             1314-B Commerce Dr., New Bern, NC 28562            P: 252-638-8989 / F: 252-638-5989 

12 Office Park Drive, Jacksonville, NC 28546            P: 910-353-9002 / F: 910-353-9003 
229 Professional Circle, Morehead City, NC 28557           P: 252-773-0046 / F: 252-773-0086 

 

___________________________________________________________________________________ 
SIGNATURE         DATE 

 

 

INTAKE QUESTIONNAIRE 
 

The following questions are relating to the service(s) you are visiting us for. Please answer to the 
best of your ability. If you feel a section does not apply to you, please put “N/A”. 

 

1. Patient Name:             

2.    Current pain level:     1          2         3          4          5          6          7          8          9          10 

3.    When did injury/symptom occur?           

4.    What activity caused your injury?           

5.    What are your symptoms?             

6.    What activities increase your pain level?           

7.    Have you had any surgical procedures pertaining to your visit today? If “yes”, please explain:  

              

8.    Any additional necessary info that pertains to your visit:        
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