
PATIENT REGISTRATION: PLEASE PRINT CLEARLY LANGUAGE: _________________   RACE: _____________

PATIENT NAME:  (FIRST) ____________________________________  (LAST) ______________________________   (MI) _____________

HOME ADDRESS: _________________________________________  EMPLOYED: ____________  STUDENT:     FT_______  PT _________

______________________________________________________  SOC. SEC. #: ___________________________________________

______________________________________________________  DOB: ______________________  AGE: ________  SEX: _________

HOME PHONE: ___________________________________________  MARITAL STATUS:     ______ S   ______ M   ______ D   ______ W

WORK PHONE: ___________________________________________  CELL PHONE:  __________________________________________

OCCUPATION: ____________________________________________  EMERGENCY CONTACT: ___________________________________

EMPLOYER: _____________________________________________  EMERGENCY CONTACT PH#: ________________________________

REFERRING PHYSICIAN: ____________________________________  REF PHY PHONE #: _______________________________________

REF PHY ADDRESS: _______________________________________  CITY: ______________________  STATE: _____  ZIP: ___________

HEALTH INSURANCE INFORMATION / WORKERS COMP INFORMATION:

NAME OF INSURANCE CO: __________________________________  PHONE #:  _____________________________________________

BILLING ADDRESS: ___________________________________________________________  CITY:  _____________________________

STATE: ______________ ZIP CODE: __________________________  ADJUSTOR’S NAME: ______________________________________

ID # / CLAIM #: __________________________________________  GROUP #: _____________________________________________

SUBSCRIBER’S NAME: _____________________________________  SUBSCRIBER’S DATE OF BIRTH: _____________________________

EMPLOYER: _____________________________________________  RELATIONSHIP TO PATIENT: _________________________________

REASON FOR APPOINTMENT:

CHIEF COMPLAINT: ________________________________________  DATE PROBLEM STARTED:  MONTH_____  DATE_____  YEAR _______

WAS THIS DUE TO AN INJURY:          YES      OR      NO   IF RELATED TO AN INJURY, SPECIFY TYPE OF INJURY:    AUTO ______  

SPORTS RELATED ______    WORKER COMP ______   (IF W/C NEED STATE INJURY OCCURRED IN __________________________________ )   

OTHER INJURY ______    (PLEASE EXPLAIN) __________________________________________________________________________

LEGAL CASES:

ATTORNEY NAME: ________________________________________  ATTORNEY PHONE #: _____________________________________

Washington Orthopaedic and Knee Clinic, Inc.
FAIRFAX

8316 Arlington Blvd., Suite 510 
Fairfax, VA 22031

WOODBRIDGE
14412 Jefferson Davis Hwy. 

Woodbridge, VA 22191

SILVER SPRING
801 Wayne Ave., Suite 102 
Silver Spring, MD 20910

Tel: 703-641-5633  •  Fax: 703-289-1273







M. M. Malek, M.D., F.A.C.S. 
Director 

Diplomate, American Board 
of Orthopaedic Surgery 

Fellow, American Academy 

of Orthopaedic Surgeons 

Member, American 

Orthopaedic Association 

Fellow, American College 

of Surgeons 

Member, Arthroscopy 

Association of North America 

Member, American 

Orthopaedic Society for 

Sports Medicine 

Member, American 

Association of Hip and 

Knee Surgeons 

Member, International 

Society of Arthroscopy, Knee 

Surgery and Orthopaedic 

Sports Medicine 

Member, Osteoarthritis 

Research Society International 

Telephone: 
703-641-KNEE (5633) 

Fax: 
703-289-1273 

E-mail: 
wokc2@aol.com 

Website: 
www.kneeman.com 

FAIRFAX 
8316 Arlington Blvd. 
Suite 510 
Fairfax, VA 22031 

WOODBRIDGE 

14412 Jefferson Davis Hwy. 
Woodbridge, VA 22191 

SILVER SPRING 

801 Wayne Ave. 
Suite 102 
Silver Spring, MD 20910 

Please address all 
correspondence to: 
P.O. Box 10626 
McLean, VA 22102-9626 

Washington Orthopaedic and Knee Clinic, Inc. 

GENERAL OFFICE POLICIES 

It is office policy to verify insurance coverage for the services rendered at our facility prior to 

your visit. This verification of coverage is NOT A GUARANTEE OF PAYMENT OR ELIGIBILTY; 

claims will be reviewed by your insurance carrier to determine coverage. It is your 

responsibility to obtain any referrals required by your insurance company and confirm that 

we are considered in-network. If you have an HMO plan you must provide a valid referral 

from your primary care physician to our office. 

Co-pay, co-insurance, and deductible payments are to be paid at the time of service in order 

to be seen. If you are unable to provide payment we will reschedule your appointment for 

the next available date. This office DOES NOT accept large amounts of coins as a form of 

payment. Any returned checks will be subject to a $35.00 fee on top of the value of the 

check. 

Any costs incurred in connection with the collection of the balance due such as attorney 

fees, collection agency fees and/or court costs, to satisfy any past due balance will be your 

responsibility. 

A fee of $50.00 will be charged to you for any appointments that are not cancelled within 24 

hours. 

Forms that are required to be completed by the physician will have an administrative fee of 

$15.00 (2 pages or less) or $35.00 (3 pages or more). You must complete your portion prior 

to giving it to the office. 

Medical records are kept for a maximum of six years following the last encounter with the 

physician. There is an $18.00 processing fee plus $0.60 per page for copies of your medical 

records. 

By signing below you acknowledge that you have chosen Washington Orthopaedic and Knee 

Clinic for treatment and agree to the terms above. 

Your printed name or guardian if under age of 18 Date 

Your signature or guardian if under age of 18 Date 

Legal Cases Only {W/C, Personal Injury, Auto Accidents) 

In the event that your case is lost or dismissed you will be responsible for all the charges 

incurred with this office. We will not bill your health insurance for any outstanding charges 

regardless of being in-network with your insurance carrier. You must also notify us of any 

changes with your attorney within 48 hours to avoid immediate billing to you for charges 

incurred. (Initial here) 



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA), I have certain rights to 

privacy regarding my protected health information. I understand that this information can and will be used to:

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be 

involved in that treatment directly and indirectly.

• Obtain payment from third-party payers.

• Conduct normal healthcare operations such as quality assessments and physician certifications.

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses 

and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy 

Practices from time to time and that I may contact this organization at any time at the address above to obtain a current 

copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out 

treatment, payment or health care operations. I also understand you are not required to agree to my requested restrictions, 

but if you do agree then you are bound to abide by such restrictions.

I understand that I may revoke this consent in writing at the any time, except to the extent that you have taken action 

relying on this consent.

Patient Name: __________________________________________  Relationship to Patient: ______________________________

Signature: ____________________________________________________________  Date: ________________________________

PATIENT CONSENT FORM

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses 

and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy 

Practices from time to time and that I may contact this organization at any time at the address above to obtain a current 

copy of the Notice of Privacy Practices.

I understand that I may revoke this consent in writing at the any time, except to the extent that you have taken action 

relying on this consent.

Patient Name: __________________________________________  Relationship to Patient: ______________________________

Signature: ____________________________________________________________  Date: ________________________________

Washington Orthopaedic and Knee Clinic, Inc.
FAIRFAX

8316 Arlington Blvd., Suite 510 
Fairfax, VA 22031

WOODBRIDGE
14412 Jefferson Davis Hwy. 

Woodbridge, VA 22191

SILVER SPRING
801 Wayne Ave., Suite 102 
Silver Spring, MD 20910

Tel: 703-641-5633  •  Fax: 703-289-1273
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