






Please complete the following information regarding your injury:

( If you do not have any injury please go to the next page.)

Date injury occurred: _____________________________________

Place injury occurred: _____________________________________

Please describe briefly how injury occurred:_______________________________________________

 __________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

________________________________________ __________________

Signature of the Patient or Responsible Party Date



It is the policy of Alamogordo Orthopaedics that 24 hour cancellation notice 
is required for all scheduled appointments.  Any patient not giving a 
minimum of 24 hour notice of cancellation will be charged a $25.00 fee for 
the reserved appointment time.  This charge is not covered by your insurance 
company and will be billed directly to you. 

Thank you for your cooperation and understanding. Please do not hesitate to 
call our office with any questions or concerns. We are here to assist you 
( 575-434-0693)

I have read and fully understand this policy:

______________________________________________________________
(Print Please) Patient Name Date  of Birth

______________________________________________________________
Patient Signature Date










