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Today's Date:

PATIENT NAME:

IAST First MI

Date of Birth: / / Male E Female Q

Social Security Number

Marital Status: Single E Married D widowed E Separated D Partnered E

Address:

City: State: zip Code:

cell # (_)

Preference of Contact O Home E Cell J Work

PHONE: Home # (_)

Work # (

EMAIL:

PRIMARY INSURANCE

lns. Company:

Policy Holder:

Relationship to patient:

tD#: Grou

Secondary lnsurance

lns. Company:

Policy Holder:

Relationship to patient

tD#: Group#

DOB: /

DOB: /



Thank you for choosing the Center for Brain & Spine. We are honored to be your choice in partnering towards your
health and are committed to providing you with the highest quality care. Listed below are our financial policies and we
ask that you read carefully and sign below.

I understand that:

i The patient (or guardian, if a minor) is ultimately responsible forall services provided.
> Center for Brain & Spine will bill my insurance(s), but I am responsible to provide the most current insurance

information, and for providing any changes or updates to my insurance as soon as they occur.
> I understand that failure to provide accurate insurance information will result in any charges or services not

covered becoming my responsibility.
> t understand that I am responsible for the payment of copays, coinsurance, deductibles, and the fees for any

services/medical equipment not covered by my insurance.
i I understand that copays are due at the time of my appointments.
> I understand that it is my responsibility to obtain any referrals that are needed before my appointment(s).

Failing to obtain a needed referral could result in my appointment being rescheduled.

' I understand that lwill be charged $50.fl) for any missed appointments or cancellation that are not received
urithin 24 hours of the appointment.

> I understand that Center for Brain & Spine charges a 535.00 fee for checks returned for insufficient funds.
> I understand that lam responsible for paying or making a payment arrangements for outstanding balances on

my account. Failure of non-payment may result in my dismissal from the practice.
> I understand that extensive phone consultations and/or after hours phone calls may result in additional fees.
> I understand that the Center for Brain & Spine may share or access my health information via CRISP.

Medical Records & Forms Completion

Center for Brain & Spine charges for the completion of forms and the processing of medical records.

1. Medical Records Fee(s): .75 cents per page Postage & Handling 54.00 - 510.00
*There is no chorge for picking up records from our office.

2. Completion of Forms: S35.OO 1" page & 55.00 for each additional page. Fees must be paid in advance.

**Pleose ollow 5-7 business doys for Drocessino.**

Financial Authorization

By siBning below, lacknowledge, understand and agree to the policies as stated above. I also confirm that all
information provided by me is correct and up to date.

Signature Date

I request that payment of authorized Medica re/lnsurance carrier benefits be made on my behalf to Center for Brain &

Spine for any services furnished to me by that physician or supplier. I authorize any holder of medical information about
me to release to the Centers for Medicare/Medicaid Servlces and its agent and/or any other lnsurance Carriers for which

I have coverage, any information needed to determine these benefits or the benefits payable for related services. I

agree to provide all referral and treatment plan(s) as required by my insurance carrier(s). All co-pays must be paid at the
time of service in accordance with the contracted lnsurance Carrier agreements.
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Health lnsurance Portability and Protection Act

Patient Acknowledgement and Consent Form

By signinB below, you consent to our use and disclosure of protected health information about you for treatment,
payment. and health care operations. You have the right to revoke this consent, in writjng, except where we have

already made disclosures in trust on your prior consent. I request that payment of authorized Medicare/lnsurance
carrier benefits be made on my behalf to Center for Brain & spine, LLC for any services furnished to me by my physician.

I authorize any holder of medical in{ormation about me to release to the Centers for M€dicare/Medicaid Services and its

agent and/or any other lnsurance Carriers for which I have coverage, any information needed to determine these

benefits or the benefits for related services. I agree to provide all reference and treatment plan(si as required by my

insurance carrier{si. All co pays must be paid at the time of service in accordance with the contracted lnsurance Carrier

agreements. You hove the ight ta revoke this consent, in writing, except wherc we hove alreody made discloswes in

trust on your priot eonsent.

Center for Brain & Spine, "Notice of Privacy Practices" provides information about how we may use and disclose

protected health information about you. Please acknowledge receipt of this office's Notice of Privacy Practices by

initialinB:

Patient's lnitials

Our Notice of Privacy Practices 9tales ihat we reserve the riSht to chan8e the terms described. Should this happen, we

will post them in our office and you will receive a h3rd copy of them at your next visat.

Patient's Initials

You have the right to request restrictions on how your protected heahh information may be used or disclosed for
treatment, payment, or health care operations. W€ are not required to agree to your restrictions, but if we do, we are

bound by our agreement with you.

Patient's lnitials

Signature Date

Printed Full Name

Please list below anv oerson(s) that vou authorize us to soeak to or .elease medical information to.

Name

Name

R€lation

Relati0 n

Phone #

Phone #
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Health lnsurance Portability and Protection Act

Patient Acknowledgement and Consent Form

,.CONTINUED,,

Section ll: CONSENT FOR USE AND DISCLOSURE OF INFORMATION

Center tor Brain & Spine's physicians and healthcare staff & Business Associates routinely contact patients during normai

business hours as well as after hours and may sonretimes need to leave messages. On these occasio,'ls our office leaves

messages on communication devices provided by our patients. Due to the new federally mandated HIPAA Privacy Rule

we must obtain your authorization to continue lhis mode of communication.

Protected Health care lnfornration that we may possibly dis.lose on your home, cell phone or email would include, but is

not limited to: prescript ionlpha rm acy information, appoinlment instructions for vrsits and procedures, surgical
posting/scheduling information as well as financial information re8ardinB your account.

_ (lnitial) Yes, I agree to allow center for Brain & Spine's physicians and healthcare staff to leave messages that
include Protected Healthcare lnformation on all three communication devices: home, cell phone & email.

_ (lnitial) lagree to allow Center for Brain & Spine's physicians and h€althcare staff to leave messages that
include Protected Healthcare lntormation on the following:

Pleas€ initial next to the applicable communication devices:

Home number Cell number E mail

_ (lnitial) No, I do not agree to allow Center for Brain & Spine's physicians and healthcare staff to leave messages

that include protected Healthcare lnformation on my home, work and cell phon€.

_ {lnitial) I understand that I may revoke this authorization at any time by completing/updating this form.
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DOB:

Cbeck this box ifyour
symploms are related to a
workers comp or personal
injury claim

Age: _
Address: Phoncs (give all): _

Crre IDfo Inlo

Fax:

State: Zip Code:

Name:

City

Telephone:

Address:

Name :

Telephone Fax:

Address

C ity: State: Zip Code

Efutory of Prcs€lt Ilhesr:
What is the reason for your visit? Headache / Back pain / Neck pain / Arm pain / I-eg pain
Right side / lefl side / both sides (circle one) Others:.........

How would you be$ describe the pain2 Check all that apply.

tr Sharp O Buming Sensalion O Numbness
tr Dull EI Shooting pain tr

Please rate your pain by checking thc number that bcst conelates to your pain leve).

No Pain Leost Psin Moderure Paln Most Saere Pain
tro trl E2 03 tr4 tr5 f1 6 D'.l tr8 trg Dlo

What makes i1 worse?
O Nothing makcs lhe symptoms worse tr
D Standing trDtr

D
D
D

Movement ofany kind
Walking

Sitting
Lifting

What helps?
E Nothing helps the symptoms
tr Standing
E Pain medication

! Steroid injections
tr Walking
D Physical therapy

D
D
o

Sinirg
Laying still

Is it worse at cenain times of the day or night?
tr Day tr Night E Neither

Do you have any other related symptoms?
E Bowel incontinence O Urine incontinence
C Weakness of arms or legs (please speci!)

What treatmenls have been attempted in the past to alleviate your symptoms?

E Physical Therapy E Steroid lnjections [J Prior Surgery
E Occupational Therapy E Pain management C

Pl€alc chacl tio.G lt m* which r to dicrlh (PME)

Physician Notes

E lligh Blood Pressure

E Diabetes
D Peptic Ulcers
O Heart attack
El Chesl pain-/Tightness

O Stroke

E Cancer
D High Choleslerol
E Hepatitis
tr Htv
D Stroke
D Seizure

D Lung problems / Asthma
0 Headache
E Accidcnts /broken bones
E Back pain
E Neck Pain
D other

Name:

I

When did this problem start?
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Mlritrl St tus:
tr Single tr Married E Widowed D Divorced E tn a relationship

Employment: How many children do you have?
tr Employcd E Unemployed tr Disabled E Retired 0- l-2-3-4-5-more
Occupation

Toblcco Use:
Cigareltes E Never E Quit Date _ E Cuncnl smoker: packVday 

- 

number of yean 

-,Other Tobacco E Pipe trChew D Cigar ESnuff
Alcohol Use:
n Do you drink alcohol? O Yes tr No Number ofdrinks per week
Drug Use:
Do u use recreational ? EYes trNo Pain killer / Mari uana/Cocainc/others

Prwiou! Ho.pitrlizrtionr,/Surgeries: (uof lnchdln g prejuocy)
Illtress/Surgery Date Su rgery Daae

CErreDt Mcdlct tirnr: ( Yitrmi.Ls rnd over tlc coBtcr uedicationr)
Medication Dosrge Frequency Reason for trking m€dicaaion
l.
2

l
4

5

6.
'l
a

9

r0.

Plerre List All Alcrghr:
E No bown drug allergies D Penicillin D lodine E Contrast Dye
tr D tr !

Plearo chcck lf you .rc erDcricrciDg rtry of th. folloxi.g rymptmr: (ROS)

O Chest pain
O Palpitations
D Chest tightness
tr Fainting Spells
E Heat Intolerance
E Cold Intolerance

E Shortness of breath
D Nausea
n Vomiting
E Dizziness
E Depression
E Anxiety

O Seizures tr
D Weakness D
E Headache D
E Bluned Vision tr
E Double Vision n
C Loss of Vision D

Urinary Inconlinence
Bowel Incontinence
Easy bruising
Easy Bleeding
Difficulty Speaking
Difficult) Swallowing

D Fever
D Swollen Legs
E Muscle Spasms
D Ncck Pain
E Back pain
D Numbness

Secirl Ebtory: Clect rny of thc following lr tlty pcrtriD to yo[r curront rocirl liturtlo!.

F.EII, ELbr!,: Chcck. only tto condltior r blood rclrdve hrr rullcred-
tr Epilepsy
E Migraine
O High Blood Pressure

E Stroke

O Sickle Cell
E Cancer

E Alcoholism
D Bleeding Disorder
E Multiple Sclerosis

E) Brain Tumors
E Mental lllness

E Osteoporosis
E Arthritis

Patient Signature: I)rte:

1

I

I

I

T---l

-
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DOB Date

Please uee the following descrlptive symbols on the body outlines below to describe the
location of your sym ptoms.

Pain
xxxx

Numbness
0000

Pins & Needles Burning
BBBB

Weakness
++++

Right Left Right

v \r'

{ t i

Right Left Right

; r

Front Back

Patient Name: DOB: Date:

Patient Name

\
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_,__Phone Number

INFORMATION U PDATE

ln an eflort to keep your providers informed, we osk that you pleose provide or updote your physicion inlormotion for out
records. Thonk you!

Pati€nt's Name Dote o! aidh

I VERIFY |HAT I OO NOT HAVE ANY DOCTORS TO LIS| ON IHIS FORM Ddte:

Pifiory Carc Doctor: chonP Nunlber

Addrer:

Relefting Doctot

Ad dre5s

Neurcloqitt:

Address

Orthopedic Doctot: Phone Nu mbe.

Addrets

Poin Speciolist: Phone N umber

Add ress

Rheumotalogist: _ ,-_Phone Number

Address

O ncolog y/ H e moto logy Docto t :

Addre5si

Pholle Number

Physicdl Theropist: Phone Number

Acidress

Cardiologi5t Phone N unlbar

Acid re! !

Rodiotion Oncology Phone Nu mber

Address

Othet Doctor:

Address

Phone Number


