
 
Network Insurers  

 

We currently have contracts with the following insurance companies: 
� AARP United HealthCare  (Medicare Product)  
� AARP-Medicare Complete / UHC-Secure Horizons (Medicare Product)  
� AETNA HMO, PPO, ASO and Advantra 
� BCBS Anthem – MO & IL:   HMO, PPO, Federal, Medicare Product  
� Cigna—All products except EPO 
� Essence 
� First Health Network 
� Healthlink – HMO, PPO, Open Access 
� Home State Health Plans 
� Humana 
� Medicaid – MO  (MO = MoHealthNet)  
� Medicare – MO & IL (MO = Noridian Medicare)(IL = National 

Government Services)  
� PHCS 
� SSM/WellFirst Health 
� Tricare North Region / Healthnet Federal Services 
� Tricare for Life (secondary) 
� UHC – United HealthCare, Evercare, Community Plan, Dual Complete, 

Shared Services 
� VAMC – Veterans Administration Medical Center 
� Work Comp 

 
We are contracted with most of the major medical management services for 
workers’ compensation cases. 
  MSC             Corvel                 United Medical Equipment 

  PMSI              PMI                   HealthLink Work Comp 



 

 

Patient Demographics (PLEASE PRINT)   
Name (Last, First):        Birth Date: ____/____/____ 
Social Security#:        Age:        
Home Address:        Home Phone#:     
City, State, Zip:        Cell Phone#:     
Marital Status:  Married   Single   Other  Sex:   Female      Male  Work Phone#:     
Guardian:         Relationship:     
Referring Physician: __________________________            Phone#:      
Primary Care Physician: _______________________            Phone#: ____________________ 
 

Insurance Information    (Fill Out ALL Information Completely) 

Primary Insurance 
Insurance Plan Name:       ID#:     ______ 
Subscriber’s Name (Last, First):      Group #: ____________________ 
Subscriber’s Employer:       Subscriber’s Birth Date: ___/___/___ 

Secondary Insurance 
Insurance Plan Name:       ID#:     ______ 
Subscriber’s Name (Last, First):      Group #: ____________________ 
Subscriber’s Employer:       Subscriber’s Birth Date: ___/___/___ 
Other Insurance:______________________________ 

Health Information 

Please circle if you have a history of any of the following: 
Diabetes Congenital Anomalies     Circulatory Problems  Sensory Deficits 
 

If you have diabetes, who manages your condition?  
Practitioner:        Phone#:       
 
Have you received orthotics/prosthetics or orthopedic footwear in the last 12 months? 
Yes No If yes, what did you receive?            

 

Patient Information 

Patient Information Form.pub               PLEASE SEE BACK          Revised 04/16/2024 

 
Date:  ______/______/______ 



 

 

Terms of Agreement 
• I understand that by signing this agreement, I authorize provision of products of services to me by Resource 

O&P.  I also understand that I am under the control of my attending physician and that Resource O&P is not 
liable for any act or omission when following the instructions of said physician. 

• I have received, read and understand my patient/client Bill of Rights and patient/client responsibilities. 
 
Fees & Payments 
• I authorize direct payment to Resource O&P of any insurance benefits otherwise payable to me for 

Resource O&P provided products or services.  I also authorize my insurance company (ies) to furnish to an 
agent of Resource O&P any and all information pertaining to my insurance benefits and status of claims 
submitted by benefit determination.   

• While there may be insurance coverage for those services or products provided by Resource O&P to me, I 
recognize that all services may not be covered or that reimbursement may be less than 100 percent of 
charges billed in accordance with my policy coverage.  Therefore, I acknowledge financial responsibility for 
any balance owing on my account and agree to pay within 30 days of invoice date. 

• I understand that supplies dispensed to me may not be returned to Resource O&P for credit or refund. 
• Monthly finance charges 1.5% will be assessed on past due balances.  Annual percentage of 18% per 

annum. 
• I understand that I am liable for any and all fees incurred in the process of collecting of any debt owing 

Resource O&P by me. 
• Checks returned for insufficient funds are subject to a $30 charge by Resource O&P.  This charge is over 

and above any charge issued by your bank. 
• We accept most major credit cards and there will be a 3% service fee. 
 
Use of Medical Information 
• I hereby authorize any holder of medical information about me to release to Resource O&P any records 

pertaining to my medical history, service rendered, or treatment 
• I consent to the release of my Resource O&P records to be reviewed by authorized representatives of 

Medicare/Medicaid, Medicare intermediary, and/or my private insurance company (ies) for use in 
determining my orthotic/prosthetic benefits.  Specifically, I authorize and request Resource O&P to allow the 
individual/agency requesting to review my clinical records to examine my personal and medical records. 

• I understand that I have the legal right to refuse the release of my personal and medical records now held by 
Resource O&P and that I am waiving this legal right by signing this consent This consent shall be valid for 
whatever period of time is reasonably necessary for the individual/agency requesting to review my clinical 
records to fulfill the above described purpose(s), or until I revoke this consent in writing, such a revocation of 
the is consent shall have a prospective effect only. 

 
 
 
Signature:         Date: ____/____/____  










