
 
CHARLESTON BRACE COMPANY, LLC 

SECTION A – Patient Information (Please Print) 
 
Patient _________________________________________________ Ht _________________ Wt _________________ 
 
Address __________________________________ City _______________________ State _______ Zip ___________ 
 
Home Phone_____________________________ Work______________________ Cell_________________________ 
 
Date of Birth__________________________Age________ Social Security No._______________________________ 
 
Diagnosis________________________________________ Date of Injury/Surgery_____________________________ 
 
Other Conditions/Allergies__________________________________________________________________________ 
 
SECTION B – Responsible Party ( if other than patient) 
 
Name___________________________________________ Relationship_____________________________________ 
 
Address____________________________________City_____________________State_____ Zip________________ 
 
Home Phone_________________________ Cell__________________Work__________________________________ 
 
Date of Birth______________________ Age_______Social Security No.____________________________________ 
 
SECTION C – Referral Information 
 
Prescribing Physician____________________________________ Phone____________________________________ 
 
Primary Care 
Physician__________________________________Phone______________________________________ 
 
SECTION D – Insurance Information 
 
Primary Insurance____________________________________No.__________________________________________ 
 
Secondary Insurance__________________________________No.__________________________________________ 
 
Is this covered by Workman’s Comp? (circle one) Yes   No Employer _______________________________________ 
 
If yes, Workman’s Comp Carrier_____________________________________________________________________ 
 
Contact Person___________________________________Phone No._______________________________________ 
Acknowledgement of Financial Responsibility, Benefits and Medical Information Release Authorization: 
I authorize all providers, care givers and payers to release any information necessary to provide services or process claims to Charleston Brace Co., LLC.  I 
request that my insurance benefits, if any, be paid directly to Charleston Brace Co., LLC or its assigns.  I understand that I am responsible for any balance not 
paid or covered by my insurance company and that prior authorization or pre-approval by my insurance company is not a guarantee of payment.  I agree to pay 
any and all amounts remaining due for the services provided by Charleston Brace Co., LLC.  The above information is true and correct to the best of my 
knowledge and I agree to provide updated information if there are any changes.  By my signature, I agree to the above terms and conditions and 
acknowledge receipt of Charleston Brace Company’s Privacy Practices. 
 
Signature____________________________________________   Date_____________________________________ 

 
*See Product Safety Standards.* 

 
Charleston Brace Co., LLC, prior to dispensing, distributing, or delivering items to a patient, will verify, authenticate, and document, in the form of purchase 
orders, that the items are not adulterated, counterfeit, suspected of being counterfeit, and have not been obtained by fraud or deceit and are not misbranded and 
are appropriately labeled for their intended distribution channels by way of only utilizing orthotic/prosthetic equipment/items from reputable manufactures that 
provide copies of features, warranties and instructions for each type of non-custom fabricated item(s).  


