
Howard J. Gelb, M.D., P.A., F.A.A.O.S  
Adult and Pediatric Orthopedic Surgery 

Board Certified and Fellowship Training in Sports Medicine & Arthroscopic Surgery 
9980 Central Park Blvd. North, Suite 222, Boca Raton, FL 33428     Phone: 561.558.8898    Fax: 561.558.8868 

 

(Please Print) – Please fill out completely as possible 

Name (First):  ______________________________________  (M.I.)  _______   (Last):  ________________________  Date: ______________________ 

Address:  _______________________________________________________    City:  _____________________  State: ________   Zip:  ____________ 

Home Phone:  _________________________________________  Cell Phone:   __________________________ Email: _________________________ 

Driver’s License #:  _____________________________  Driver’s License State:  ____________   Occupation:  _________________________________  

DOB: _____________________________________   Age: ____________Sex:  _______________   SSN:  ____________________________________  

Employer/School:  _______________________________________________     Business Phone:  ___________________________________________  

Address: _______________________________________________________   City:  _____________________  State:  _________  Zip:____________  

Permanent Resident     Yes      No If no, Please list 2nd address.  

Address: _______________________________________________________   City:  _____________________  State:  ________  Zip: ____________ 

If patient is a minor - please complete:  

Father’s Name: __________________________________________________   Mother’s Name:  ____________________________________________  

Employer: ______________________________________________________   Employer:  _________________________________________________ 

Position: _____________________________  Phone: ___________________   Position: ______________________ Phone:______________________  

Please list the name of a person to contact in case of an emergency other than a spouse or parent:  

Name: ______________________________________________________________________________  Relationship: _________________________  

Address: _______________________________________________________   City:  _____________________  State: _________ Zip:  ___________  

Phone:  ___________________________________________________________________________________________________________________  

PRIMARY INSURANCE – please have insurance ca rds  ready t o be  copie d 
 

Name of Company:  __________________________________________________________________  Phone:  ________________________________  

Address: ______________________________________________________     City:  _____________________  State: _________ Zip: ________  

ID#: __________________________________________________________    Group No.: _________________________________________________  

Insured’s Full Name: _______________________________________________________ Is this an Employer’s Plan?    Yes     No  

Insured Soc. Sec. No. ________________________________________  Insured D.O.B.  __________________________________________________  

Relationship to Insured (self, spouse, child, other):  _________________________________________________________________________________  

SECONDARY INSURANCE – please have ins urance  c ards ready t o be c opie d 
 

Name of Company:  __________________________________________________________________  Phone:  ________________________________  

Address: ______________________________________________________     City:  _____________________  State: _________ Zip: _____________  

ID#: __________________________________________________________    Group No.: _________________________________________________  

Insured’s Full Name: _______________________________________________________ Is this an Employer’s Plan?    Yes     No  

Insured Soc. Sec. No. ________________________________________  Insured D.O.B.  __________________________________________________  

Relationship to Insured (self, spouse, child, other): _________________________________________________________________________________ 
 
AUTHORIZATION FOR TREATMENT/RELEASE OF INFORMATION/FINANCIAL AGREEMENT. I, the undersigned, knowing the patient,  
(minor) and/or self, is suffering from a condition requiring health care, diagnosis and/or medical treatment hereby voluntarily agree to such diagnostic  
procedure and health care and assignees. I authorize the release of medical information to my referring doctor, health agency, government agency, insurance 
company or workerʼs compensation. I request that payment to insurance benefits made on my behalf be paid directly to the doctor. I assume full  
financial responsibility for all debts incurred in any treatment and follow-up care received. I understand that no guarantee or assurance has been made as to 
the results of the procedure or treatment and that it may not cure the condition. It is the patientʼs responsibility to obtain authorization from their Primary Care 
Physician or insurance company (if required by your insurance company) prior to services being rendered.  
 
Patient’s or Legal Guardian’s Signature:  _________________________________________________________________ Date:  __________________  


