
Chico Orthopaedic Surgery & Sports Medicine
Charles Wilhite, M.D. & Nicholas Komas, M.D.

111 Raley Blvd, Suite 160 Chico, CA 95928
(530) 891-6375

PLEASE PRINT        Emergency Contact Information
Last Name: ______________________________________             Name:_________________________________
First Name:_______________________________________            Relation:_______________________________
Middle Name:_____________________________________                (         ) _______-_______________

Previous Last Name:________________________________ Next of Kin
      Name: _________________________________

Sex:_______ Marital Status: __________       Relation: _______________________________   
Race:  __________ Ethnicity: _______ Language: ________        (         ) _______-_______________

                
          
Date of Birth: ______/_______/_______                Patient Employer Information
Social Security No: _________________________________                 Name: ________________________________
Address:__________________________________________        (         ) _______-_______________             
_________________________________________________                               
City: ________ State: ______ Zip: _______         Guarantor Information (to whom statements are sent)

Home Phone  (         ) _______-_______________                       Last Name: _______________________________________
Work Phone   (         ) _______-_______________          First Name: _______________________________________ 
Mobile Phone (         ) _______-______________               Middle Name:______________________________________

                               Address:___________________________________________
How Did you hear about us: ____________________          City: ___________ State: _______ Zip: ______________

                                       Social Security Number:__________________
E-Mail:                                                                                                 Phone: (         )_________-___________

                  Employer Name:___________________________________
Primary Care Physician: ________________________

 
                                           

Policy Information                                  Policy Holder
Patient’s relationship to policy holder:____________________       Type of Insurance:___________________________________
ID/Certification No: __________________________________        Last Name:________________________________________
Policy/Group No:____________________________________        First Name:________________________________________
Issue Date:__________________________________________       Middle Name:______________________________________
Social Security Number: _______-______-_________                      Sex: ______           Date of Birth: ___ _/______/_____

       

Policy Information                                  Policy Holder
Patient’s relationship to policy holder:____________________       Type of Insurance:___________________________________
ID/Certification No: __________________________________        Last Name:________________________________________
Policy/Group No:____________________________________        First Name:________________________________________
Issue Date:__________________________________________       Middle Name:______________________________________
Social Security Number: _______-______-_________                      Sex: ______           Date of Birth: ___ _/______/_____

 
 

Patient Registration

Primary Insurance Information

Secondary Insurance Information

All Fees whether they are covered by Insurance or not, are due and payable within 30 days unless other arrangements have been made.  A service 
charge is applicable and warranted after this period, regardless of insurance status.  It could be either 1 ½% per month (18%) annual percentage 
rage, or a minimum charge of $.50 cents.  I hereby authorize my insurance benefits to be paid directly to the physician.  I am financially 
responsible for all noncovered charges.  I authorize the physician to release any information required by other physicians or agencies for the 
purpose of reimbursement to my account or pending treatment deemed necessary by my physician.

Signature: ___________________________________________Date:______________________________________________


	Patient Registration
	Primary Insurance Information
	Secondary Insurance Information

