
LUDWIG F. KRONER, III, M.D., P.C., F.A.C.S. 
 

ORTHOPEDIC AND FRACTURE SURGERY 
1204 HILLTOP DRIVE SUITE 102, ROCK SPRINGS, WYOMING 82901 

TELEPHONE (307) 382-5646 
FAX (307) 382-8467 

 
 

REGISTRATION 
Please note: If information is not complete, your claim will not be filed. 

 
 
PATIENT INFORMATION 
 
Date: 

 
Patient’s Legal Name:    Nickname:   Age:  Sex:       M    F 

 
Complete Address:  

 
Phone:      Birth Date: 

 
Single:  Married:  Children: 

 
Patient’s Social Security #: 

 
Spouse’s Name:    Parent’s Names: 

 
Referred By:    Family Pharmacy: 

 
Drug Allergies: 

 
 
 
RESPONSIBLE PARTY/INSURED INFORMATION – MUST BE COMPLETED 
 
Person Responsible for Account: 

 
Complete Address: 

 
Birth Date:  Social Security #:  Relationship to Patient: 

 
Employer:     Address: 

Home Phone:    Work Phone: 
 

 
 
WORKERS COMPENSATION INFORMATION 
 
County/State/Injury Sustained: 

 
Case/Claim #:    Date of Injury: 

 
How Injury Was Sustained: 

 
 
INSURANCE INFORMATION 
 
Name of Primary Insurance: 

 
Complete Address: 

 



Policy #:      ID#/SS#: 
 

Name of Policy Holder: 
 

Medicare Supplemental Insurance: 
 

Complete Address: 
 

Policy #:      ID#/SS#: 
 

Name of Policy Holder: 
 

 
 
I authorize treatment of the person named above and agree to pay all fees for such treatment. 
 
I authorize my insurance benefits to be paid directly to my Physician, L.F. Kroner, III, M.D. 
 
I have also been provided with a copy of the privacy practices with respect to health information (HIPAA). 
 
 
 
Authorized Signature:       Date: 
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