Welcome to our office, We look forward to serving your needs.,  { &> ="

S PINE
tCENTRE

Personal Injury (non-auto) Patient Information

Name: ' Date: File # ";
Address: City: State: Zip:

DOB: Age Social Security

Home #: Work #; Cell #: E-mail:

Primary Care Physician:
Referred to United Spine Cenire:

Date of Injury: Time:

Name of Insurance Company Responsible for the Payment of Your Injuries:
Address: City: State: Zip:
Claimi#: Claim Agent: Ph#

Very Important (for your proteciion)

Q Yes O No

| have completed and turned in all of the paperwork, forms, etc. required by the Insurance Company in
order to initiate payment on my medical bills. You should be fully aware that it is your responsibility to
complete the necessary paperwork as mandated by the Insurance Carrier that is responsible for the
payment of all medical expenses that you may have already accrued from other freatmeni(s) or shall
accrue from this or any subsequent freatment(s).

If this paperwork is not completed (in a fimely manner) the Insurance Company will not initiate the
payment of your benefits and may choose to deny payment on your entire claim, regardless of the party
at fault.

We are here to help you simplify this process by answering any questions to the best of our ability. Please
do not hesitate to ask for assistance. v

0O Yes 0O No Do you have any Private Health Insurance? (This Is for your protection in case of the denial
of your claim.)

Name of Private Insurance:
ID#;

* Please Note, this information is for your protection in case there is an emergency
* Please provide a copy of your private insurance card

0O Yes 0O No Do you have an attorney to assist you?
If yes, Law Firm:

Attorney:
Address: City:
State: Zip:
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