
2021 WELCOME TO THE OFFICE OF 
BOULDER BONE AND JOINT 

(Please fill out completely, print and sign at the bottom) 
 

PATIENT INFORMATION 
 
Name_____________________________________________________     Today's Date: _____________  

     Last                           First                           Middle 
Permanent/Parent 
Address________________________________________________________________________________ 

        Street             Apt.                   City               State         Zip 
Date of Birth ____________  Age_______            SSN_____________________ 
 
Female _____  Male _____    Minor ____   Single ____ Married ____   Widowed ____ Other_____ 
 
Race (circle one):      White      Black / African American       Asian       Hispanic     
 
Home Phone______________________________ Cell Phone __________________________________  

E-Mail Address  _________________________________________________________________________ 
 
If under 21, parents name ________________________________________ Phone ________________  
 
Employer _________________________________________Business Phone _____________________  
 
Emergency Contact _____________________________________________ Phone ________________  
 
Preferred Pharmacy _____________________________________________________________________ 
(Include address) 

Primary Physician ______________________________________ Phone_________________________  

Referring Physician _____________________________________________________________________ 

MEDICAL INSURANCE INFORMATION (Please Fill Out Completely) 
Primary Insurance Co ________________________________  ID #: ____________________________ 
 
Tricare Sponsor #  ____________________________________________________________________ 
(Military Members Only) 
 
Policy Holder :    Self      Spouse      Parent      Guardian 
(Circle one) 

 
Policy Holder Name: ____________________________  DOB: _______  Employer: __________________ 
(If different from patient) 
 
Secondary Insurance Co.__________________________ ID #: __________________________________ 
 
Policy Holder :    Self      Spouse      Parent      Guardian 
(circle one) 
 
Policy Holder Name ____________________________________________________________________  
(If different from patient) 

 
 
Authorization: I certify to the accuracy of the above listed information. I hereby authorize the release of any 
medical information necessary to process my health insurance claims and request payment of benefits to the 
provider of services. I understand I am financially responsible to Boulder Bone and Joint for charges not 
covered or denied by my insurance company. Boulder Bone and Joint is not party to any legal agreements 
between divorced or separated parents. I further agree, in the event of my non-payment, to the collection 
agency cost and/or court costs and/or attorney fees and reasonable fees should this be required. A copy of this 
authorization may be treated as an original. 
 
Insured/Patient's Signature ________________________________________  Date: _________________  
 
If minor (17 or younger), parent or legal guardian must sign 
Parent or legal guardian ____________________________________ Relationship __________________  
 
Printed name of parent or legal guardian ____________________________________________________  









 
 
 

Michael P. Wertz, M.D. Jeffrey R. Gagliano, M.D 
Sports Medicine Sports Medicine 

Hand Surgery Shoulder Surgery 

Orthopedic Surgery Orthopedic Surgery 

 

4820 Riverbend Road  Boulder, CO 80301  (303) 665-0286  Fax (303) 666-5112 
boulderboneandjoint.com 

REFERRALS 
If your insurance company requires a referral for you to see a specialist, you must obtain one from 
your primary care physician prior to your appointment.  It is your responsibility to find out if a 
referral is required; our office staff will not be checking this information. 
 
The referral must be logged in the insurance company’s system in order to be effective. A 
handwritten or faxed referral from your primary care physician does not mean that the insurance 
company has it on file. 
 
If you do not take the necessary steps to ensure the referral is on file with your insurance company, 
any visits that are denied will be your responsibility. 

______ 
Initials 

NO SHOW / BILLING POLICY 
This is to inform you that Boulder Bone and Joint/Orthopedic Urgent Care has a no show policy.   
If you do not keep your regular scheduled physician or therapy appointment, or fail to cancel at least 
24 hours in advance, you will be charged $40.00 for the missed appointment.  YOU WILL BE 
RESPONSIBLE FOR THIS CHARGE as insurance companies do not pay for no-shows. Boulder 
Bone and Joint will send out statements for any outstanding balances due.  

______ 
Initials 

 
I have read and understand/agree to all of the above. 
 
 
_______________________________________   ________________________ 
Patient’s Name       Date of Birth 
 
_______________________________________                   ________________________ 
Signature of Patient or Patient Representative                  Date 
 
________________________________________  ________________________ 
Printed Name if signed on behalf of Patient   Relationship to Patient 



 
 
 
 

  BOULDER BONE & JOINT 
 

HIPAA Compliance Patient Consent Form 
 
Our Notice of Privacy Practices provides information about how we may use or disclose 
protected health information. 

 
The notice contains a patient’s rights section describing your rights under the law. You 
ascertain that by your signature that you have reviewed our notice before signing this consent. 

 
The terms of the notice may change, if so, you will be notified at your next visit to update your 
signature/date. 

 
You have the right to restrict how your protected health information is used and disclosed for 
treatment, payment or healthcare operations. We are not required to agree with this restriction, 
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 information for treatment, payment, or 
healthcare operations. 

 
By signing this form, you consent to our use and disclosure of your protected healthcare 
information and potentially anonymous usage in a publication. You have the right to revoke this 
consent in writing, signed by you. However, such a revocation will not be retroactive. 

 
By signing this form, I understand that: 

 
 Protected health information may be disclosed or used for treatment, payment, or 

healthcare operations. 
 The practice reserves the right to change the privacy policy as allowed by law. 
 The practice has the right to restrict the use of the information but the practice 

does not have to agree to those restrictions. 
 The patient has the right to revoke this consent in writing at any time and all full 

disclosures will then cease. 
 The practice may condition receipt of treatment upon execution of this consent. 

 
May we phone, email, or send a text to you to confirm appointments? Yes No 

May we leave a voicemail at home or on your cell phone? Yes No 

May we discuss your medical condition with any member of your family? Yes No 

If YES, please name the members allowed:   

 

 

 
This consent was signed by:    

            (Print Name Please) 

 

Signature:   Date:    


