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Patient Information | | ” _ Insurance

Wha ia responsible for this account?

SE/HC/Patent ID # Relatiornship to Patient

Patignt dame . insurance Co,

Latit M ——"
Group #
First Name Middls fnliai s patient covered by additional insurance? [iYes T No
Addrass )
Subsecribers Mamea
City —— .
Birthdate 558
Giate BB ooy oy s o )
Relationship to Patient o
E-mail
INBURANCE L8 s -
Sex T°M  [IF Age '
v Group # Y
Birthdate . ASSIGNMENT AND RELEASE
o aag oy . i tod, ndenti{s). have INSUrANCe Coverags with
I Married 7 Widowed "] Single 1 Minor toeriify that i andfor my depandant(s) : verage #
= o and asaign directly 10
i Separated T Divorced " Parinerad for ______ years wame of tnsurance Companydies)
b Oecupation T Dr. . ' b insurance bavofis,
. if any, otharwise payabie 10 e Iof sorvices mandared. | bndersiand that | am
Patient EmployariBohonl_ e ss——————— firancially responsitie for all charges whether or not paid by Insurance. |

authorize the use of my signatire on all Nsurance subaiasions.

Ermployvar/Schout Address
3 The above-namead docler may use my health care information and may disclose
— such information 1o e abava-named Insurance Cormpanylies) and thair agams
far the purpbse of obtaining payment for services and delaimining insurdnce
Empioyer/Schoot Phone { j henefits or the benefits payabte for rolated services, This consent will eng wher
my cureent ireatment pian is complatad of one year from the date signed below.

Spouse's Nama

Birthdate Signature o Patient, Parent. Zuardian or Personal Represeniative
SEH

. Flaase @int narme of Patisnt, Pacert, Guardian or Personal Hepresentative
Spouse’s Employer

Date “Hetatonship o Palient

Accident Information

is condition dueg to an acoident? [ves M No

l Whom may we thank for referring you?

e i ——

{ Harmea Phone { )

Cell Phone (...} . Date

i L?:sé ‘,;”3‘2 agg EEE; tgé;aés :@; NTRET Type of accident |1 Auly [CIWork (THome {7Othar

Mame To whotm have vou made a report of your aceident?
““““ ™ Auto Insurance [ Empltoyer | Worker Comp, (_Other

Retaticnship

Attorney Name ¢if applicabla)
Hoime Phone { 3

= Waork Phone )]

Patient Condition
Reason for Visit

When did your symptoms appear?
{g this condiion getting progressively worse? [ iYes  {"IMNo  {]Unknown

Mark an X on the picture where you continue to have pain, numbness, of inghng.

Rate the severity of youwr pain on a scale frorm 1 {least pain) to 10 {sevird pain) —_—

Type of pain: {71 Sharp _‘Du!l TlThrobbirg T Numbness D1Aching [ Shooling
{1Burning [Tingling [JCrmmps O] Stifness L] Swelling 17 Other

Fow often do you have this pain?

- s it constant or dees it come and go?
Does it interfere with your | Work [ 2 Sleep I Daily Routine [ Racreation E
: 3 Activitles or movements that ars painful to perdorm 77 Sitling [ Standing [ Walking 1 Bending [ Lying Down






