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ALPINE
SPORTS MEDICINE
World-class care for Powerful results


                               


Welcome to Alpine Sports Medicine!


After printing your “Patient Information” packet. Please have it completed and bring it with you
to your appointment with Dr. Meyers, if you are going to be seen in Elko our address is  2219
North 5  Street. If you are going to be seen in Winnemucca, Dr. Meyers will see you at Rehabth


Service 325 Hansen Street.


Please note on the “Notification Authorization” page, if you initial answering machine/voice
mail, I will be able to call you when you have another appointment. Also, you need to fill in an
expiration date. This date can be NEVER or a date of your choice for when you want it to expire. 
We also give you the option to sign up for easy pay, most people with insurances do not need to
worry about this payment plan.


If you have any questions please call our main office at 775-777-1224. Or come by at 2219 North
5  Street, Office hours are 8:00 am to 5:00 pm Monday thur Friday.th


We look forward to seeing you at one of our locations.


Sincerely,
Jill
Office Coordinator
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Alpine Sports Medicine


Welcome!
Please allow us to better assist you by answering


the following prior to your first exam.
Please be complete and specific.


Thank you!


Whom may we thank for referring you to our practice? _________________________________


Name: __________________________________________Today’s Date: __________________


Address: _____________________________________________ Phone #: _________________


Date of Birth: ___/__/_____ Age: ____ Sex: M F Education (highest) _____________________


Occupation: ___________________________ How long: _______ Marital Status: S M W D Sep


Today’s visit concerns which body part? _____________________________________________


When did symptoms, injury, or accident begin? _______________________________________ 


Is this injury work related? ________________________________________________________


How did your symptoms begin? ___________________________________________________ 


______________________________________________________________________________


Describe your symptoms and how often you have them? ________________________________


______________________________________________________________________________


If it was an accident or injury, where and how did it occur? ______________________________


______________________________________________________________________________


Have you had any previous treatment for this problem? _________________________________


______________________________________________________________________________


Have you ever had any previous x-rays, MRI’s cat scans or other tests for this injury? _________


_____________________________________________________________________________


Please list any and all previous surgeries and hospitalizations: ____________________________


______________________________________________________________________________







Are you being treated for any medical condition and how long? __________________________ 


______________________________________________________________________________


Please circle any illnesses or conditions you have had:


Diabetes Cancer Glaucoma Heart Trouble STD     Asthma 
Jaundice Arthritis Hepatitis A,B,C Tuberculosis Rheumatic Fever
Kidney Disease Bleeding Tendency High Blood Pressure Aids/HIV
Thyroid Disorder 


Are you currently taking any of the following medications:       


Cortisone pills or shots  High Blood Pressure pills Water pills
Heart Medicine Insulin


List medications you are currently taking:


Medication Dosage Times per day
       
_____________________________       ________________            __________________


_____________________________      ________________                 __________________


_____________________________      ________________       __________________


Do you have any allergies to medication or other substances? ____________________________


______________________________________________________________________________


Do you smoke? Y N   Chew? Y N   If yes, how much? ___________ For how long? __________


Do you drink Alcohol? Y N   If yes, how much? __________________ What type? __________


Number of Pregnancies _________ Are you taking birth control pills? _____________________


Height ______ Weight ______ How long have you been at this weight? ____________________


Please circle any illnesses  which have occurred in any of your blood relatives:


Diabetes Cancer Heart Disease Tuberculosis Stroke
Bleeding Tendencies Kidney Trouble High Blood Pressure


Other (describe): _______________________________________________________________


______________________________________________________________________________


Patient Signature: ___________________________________ Date: ______________________


Reviewed By: ______________________________________ Date: ______________________
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Alpine Sports Medicine
(please check one)


How did you hear about us ?


On the radio
From our website


From the yellow pages
Driving by


By another Physician
Name_________________


By another patient
Name _________________
Phone # _______________
Address _______________
______________________
By a member of our staff


By your insurance Company
Other _________________
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     ALPINE SPORTS MEDICINE
        Patient Registration


        Patient Information


Name:________________________________ Phone:__________________ Cell:__________
Address:________________________________ City/State/Zip:_________________________
Date of Birth:__________ Age:____ Sex: M  F Marital____ Status: Weight:____ Height_____
Employer:_____________________________ Social Security # ________________________
E-mail :____________________________________ Work Phone:_______________________


      Spouse’s Information    


Name:_______________________________ Date of Birth:____________________________
Employer:____________________________ Social Security:___________________________
Work Phone:__________________________


          Guarantor Information


Name:______________________________ Phone:___________________________________
Address___________________________________ City/State/Zip_______________________
Date of Birth:_________________ Sex: M  F Social Security #__________________________
Employer: ___________________________ Work Phone:_____________________________
Relationship to Patient: _________________________________________________________


      Insurance Information


Primary Ins. Co:_______________________________ Subscriber #____________________
Name of Insured:______________________ Date of Birth :_________ Group #____________
Ins. Co Address:______________________________ City /State/Zip:____________________
Ins. Co Phone:______________________________ Relationship to Patient:______________
Secondary Ins. Co:_________________________________ Subscriber #________________
Name of Insured:___________________________ Date of Birth:_______Group #__________
Ins. Co Address:___________________________ City/State/Zip:________________________
Ins. Co Phone:______________________ Relationship to Patient:_______________________


     Person To Call In Case Of Emergency


Name:______________________ Phone:_______________ Relationship:_________________


Release of Benefits and Information: I authorize my Insurance benefits to be paid directly
to the doctor. I am financially responsible for any balance due.  Authorize the doctor or
insurance company to release any information required for this claim. 


Signed :__________________________________ Date :________________________________
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Alpine Sports Medicine Financial Policy


Our billing department will work diligently to ensure your paperwork is filed quickly and accurately.  To ensure prompt
payment, please be sure to provide us with current insurance information at the time of service. 


We accept debit cards, Visa, Master Card, American Express, cash and checks. There is a $35.00 fee for returned
checks.  For your convenience, we offer EASY PAY as a quick and paperless method that allows you to pay your bills in
a more efficient manner.  We simply maintain a copy of your debit or credit card number on file to satisfy any balance
not covered by your insurance carrier.   We also accept Preferred Customer Accounts through Wells Fargo Financial.


Cash patients: Payment in full is due at the time of service.


Non-contracted insurance plans/Automobile claims.
If you are an EASY PAY customer, we will bill your insurance as a courtesy to you.  If your insurance carrier does not
pay your claim within 60 days, we will transfer the unpaid claim to the debit/credit card on file.  If your insurance carrier
releases payment and you have already paid the claim, we will reimburse you.  If you choose not to enroll in EASY
PAY, your balance must be paid in full at the time of service.


Contracted insurance Carriers:
Due to our contract with your insurance carrier, your copay, coinsurance and deductible are due at the time of
service.  Since the amount collected is only an estimate, we will transfer any unpaid portion to the debit/credit card on
file after your insurance has cleared.


Secondary Insurance Carriers:
We will also bill your secondary insurance plan as long as it is provided at the time of service. Please note: having
more the one insurance policy does not guarantee 100% coverage.  Alpine Sports Medicine will not bill more than
two insurance carriers.


Workers Compensation:
You must provide Alpine Sports Medicine with the name of your insurance carrier and a contact person.  We also request
that you provide us with your private insurance information.  If your workers compensation claim is denied, we will
transfer the unpaid claim to your insurance (See Contracted or Non-Contracted plans).


Missed Appointments:
There is a $50.00 charge for all appointments not canceled 24 hours in advance.


Canceled Surgery:
There will be a fee charge for all scheduled surgeries that are canceled after the Pre-Op appointment.


Past due accounts:
The patient is responsible for all unpaid charges after 60 days regardless of claims status.  After 60 days, a monthly
finance charge of 1.5% will be added to your account.  All accounts not paid after 90 days will be referred to our
collection agency and your account will be billed an additional 35% of the total balance in order to cover
collection/legal fees.


I certify that I have read and understand the above policy:


               ____________________________________________________________                ________________
                                           Signature of responsible party   Date
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Alpine Sports Medicine
2219 North 5  Street th


Elko, NV 89801


Notification Authorization


Patient Name: ______________________


Date of Birth: _____________


I give permission for Provider and/or employees of Alpine Sports Medicine to notify me about
my healthcare, including, but not limited to, teat results, treatment plans, appointments,
prescriptions and account information, with the following people or devices:


Initial each applicable category:


_______ Patient Only


_______ Answering Machine / Voice Mail


_______ Spouse: Name _________________________


_______ Parent: Name(s) ________________________


_______ Other: Names(s) ________________________


Can we call you at work? Yes _______ No ________
  Initial Initial


If so, what phone number _________________


This authorization will expire on _______________________ and any changes to this form must
be in writing.             Date of Described occurrence


______________________________ __________________
Patient/Guardain Signature Date
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ABOUT EASY PAY
( This is optional )


Tired of writing checks for that endless pile of monthly bills?  Try EASY PAY! Many of our
current patients prefer EASY PAY because it is a quick paperless method that allows you to pay


your bills in a more efficient and cost-efficient manner.  We simply maintain your credit card
number in your file.  If your insurance company denies payment, payment is not received within
the designated time period, or there is a residual balance after insurance pays, we will transfer


your balance to the credit card on file.  No more spending time and money writing that monthly
check.  Or if you prefer, leave your debit card number and we will electronically deduct your


monthly payment on the date that you specify.  ( If your balance is less than the monthly payment
you specify, we will deduct only the amount of your balance.)  If you feel EASY PAY isn’t quite


what you thought it would be, simply give us a call and we will return this form to you
immediately; otherwise, by signing this form, you authorize EASY PAY for one year.


_____ I would like to enroll in EASY PAY. Please transfer the unpaid balance to my 
_____________________


_____ I would like to enroll in EASY PAY. Please electronically deduct my monthly payment of 
______ on the ______ of each month. ( Can be divided into 3 payments)


_____ I would like to enroll in EASY PAY. Please call me first because I might want to send a 
check.


** A minimum $50.00 payment is required for electronic deductions.
 


Name of Card
Holder


Type Of Card Please Circle: Debit   Credit
                Visa          Master Card    American Express        


Card Number


Expiration Date


Card Holder’s 
Signature
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