PATIENT APPLICATION FORM

Name: Age: oM/oF

Address: i Birthday:

City: State: Zip: Email:

Phone: Home Cell Work

Marital Status: # of Children: Ages:

Employer: Type of work:

How were you referred to our office?

INSURANCE INFORMATION

| clearly understand that all insurance coverage, whether accident, work related, or general coverage is an arrangement
between my insurance carrier and myself. If this office chooses to bill any services to my insurance carrier that they are
performing this service strictly as a convenience for me. Advanced Spine will provide any necessary reports or required
information to aid in insurance reimbursement for services. | understand that insurance carriers may deny my claims
and that | am ultimately help responsible for any unpaid balance. Any monies received will be credited to my account.

Patient’s Signature: Date:
Guardian/Spouse Signature Authorizing Care: Date:
Name of Insurance Company: Policy #:

Address: Phone #:

Insured Name: Insured’s SS #:
Relationship to the Insured: Insured’s Birthdate:
Employer:

Who should receive charges on your account?
oPatient o Spouse oParent/Guardian oWorker’s Comp oAuto Insurance

oMedicare oHealth Insurance

EMERGENCY CONTACT INFORMATION

Name: Relationship:

Phone Number: cell/home/work










