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Patient Name:

MEDICATIONS LIST
Prescription / Over-The-Counter

Date: / / Date of Birth: / / Chart #:
Drug Name Strength How Taken How Often
EXAMPLE: Celebrex 100mg orally one time a day
EXAMPLE: Advair 250/50 inhaled two times a day

Signature:

FORM #35






THE

SPINE PATIENT #
INSTITUTE

E/j Please complete entire form before submitting.

PATIENT INFORMATION (Please Print)

DOCTOR

PATIENT'S NAME MARITAL STATUS DATE OF BIRTH SOCIAL SECURITY NUMBER
S M W D SEP

STREET ADDRESS CITY AND STATE ZIP CODE HOME PHONE # (AREA CODE)
PATIENT'S EMPLOYER EMPLOYER'S STREET ADDRESS CITY AND STATE ZIP CODE
OCCUPATION (INDICATE IF STUDENT) HOW LONG EMPLOYED BUSINESS PHONE # OR CELL PHONE

SPOUSE OR GUARANTOR’S NAME/RELATIONSHIP | SPOUSE OR GUARANTOR’S EMPLOYER DOB SOCIAL SECURITY NUMBER

HOW LONG EMPLOYED |BUSINESS PHONE # EMPLOYER’S STREET ADDRESS CITY AND STATE ZIP CODE
GUARANTOR’S STREET ADDRESS CITY AND STATE ZIP CODE HOME PHONE #

FOR EMERGENCY PURPOSES: PLEASE GIVE NAME AND TELEPHONE NUMBER OF NEAREST FRIEND OR RELATIVE NOT LIVING WITH YOU / RELATIONSHIP

INSURANCE INFORMATION

PERSON RESPONSIBLE FOR PAYMENT STREET ADDRESS, CITY, STATE & ZIP
DAY & EVENING PHONE # (Please give area code) RAILROAD RETIREMENT
[]Jyes [ ]No
NAME OF PRIMARY INSURANCE EFFECTIVE DATE I.D. # GROUP #
ADDRESS OF COMPANY PHONE #
MEMBER’S NAME MEMBER'’S ADDRESS, CITY, STATE, ZIP
NAME OF SECONDARY INSURANCE EFFECTIVE DATE I.D. # GROUP #
ADDRESS OF COMPANY PHONE #
MEMBER’S NAME MEMBER’S ADDRESS, CITY, STATE, ZIP
WORK COMP. WERE YOU INJURED ON THE JOB? DATE OF INJURY CLAIM #
] [JyEs []NO
ACCIDENT WAS AN AUTOMOBILE INVOLVED DATE OF ACCIDENT NAME OF ATTORNEY
[JYes [ ]No
REFERRED BY (Physician’s name & address) FAMILY PHYSICIAN (Name & address)

INSURANCE AUTHORIZATION AND ASSIGNMENT OF BENEFITS

| HEREBY AUTHORIZE THE SPINE INSTITUTE TO FURNISH INFORMATION TO INSURANCE CARRIERS CONCERNING MY ILLNESS AND TREATMENTS AND | HEREBY
ASSIGN TO THE PHYSICIAN(S) ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO MYSELF OR MY DEPENDENTS. | UNDERSTAND THAT | AM RESPONSIBLE FOR
ALL FINANCIAL OBLIGATIONS OF HEALTH SERVICES FOR THE ABOVE PATIENT AND FOR REIMBURSEMENT AND PAYMENT OF CLAIMS FORM MY INSURANCE CARRIER. |
REALIZE THAT THE INSURANCE PAYMENTS DO NOT ALWAYS COVER ALL FEES AND THAT | AM RESPONSIBLE FOR ANY PART NOT COVERED.

Signature of Responsible Party

FORM #13
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Please complete entire form before submitting.

Name D.O.B. Sex R. L. Handed

Symptoms

1.

2.

Length of time:

Aggravating factors:

Relieving factors:

Previous treatment for these symptoms:

Previous testing for these symptoms:

#*k*Drug Allergies:

SURGERIES: (give type and date)

Have you had any problems with the following - Please check all that apply

Heart Bladder Psychiatric Tingling/prickly sensations Weakness

Pace-maker Diabetes Stroke Pain Muscle cramps/Spasms
Lungs Hepatitis Seizure Numnness Other

Bowels Blood pressure Headaches Tremor

Please give details of the problems circled:

Marital status: Children: Yes No | How many:

How much do you smoke:

How much alcohol do you drink:

“Street Drug” use: Occupation / School:

Date of last period: If pregnant, how far:

Family History: Age Living Deceased Health problems / Cause of death

Mother:

Father:

Brothers:

Sisters:

Comments:

Signature: Date:

FORM # 14





