
Welcome to Spine LLC 

1. Please provide the front desk with a copy of your driver’s license and current insurance cards. 

2. It is your responsibility to know your insurance. Due to the exactitude of insurances, you will not 

be seen until all insurances have been verified and referrals have been received. If you have more than 

one insurance, please let us know immediately as it can take up to two hours to verify insurance. 

3. Please do not leave anything blank in the patient packet. 

4. Do not use the term N/A (not applicable); instead use “none” or “no” where it is needed. 

5. Please ask us for help if something needs to be clarified. We are here to help you. 
 

 

Today’s Date ___________________________ 

 

 

Patients Name ________________________________________________ Birth Date ___________________ 
            First                    Middle                Last 

 

Social Security Number _______________________ Home Phone ________________ Cell _______________ 

 

Address ___________________________________ Apt # _____ City __________ State _____ Zip ________ 

 

Preferred contact method:   □ Phone   □ Text    □ Email_____________________________________________ 

 

Sex:   □ Male     □ Female              Marital Status:   □ Single   □ Married   □Widowed   □ Divorced   □ Separated 

 

Employer ________________________________ Employer Phone _________________________ Ext ______ 

 

Employer Address ______________________________________ City ____________ State _____Zip ______ 

 

Spouses Name _____________________________________________ Spouses Cell _____________________ 

 

Referring Doctor ___________________________________ Phone __________________ Fax ____________ 

 

Primary Care Physician _____________________________ Phone __________________ Fax _____________ 

 

Emergency Contact (not living with you) ___________________ Relationship _________Phone ______________ 

 

Primary Insurance _________________________________ Phone _________________ Fax _____________ 

 

Claims Address _____________________________________ City ______________ State _____ Zip _______ 

 

Policy Holder Name ________________________ Birth Date _______ ID# _____________ Group #________ 

 

Effective Date _________________ Relationship to Patient _____________________ 

 

Secondary Insurance ________________________________ Phone ________________ Fax _____________ 

 

Claims Address _________________________________________ City __________ State ____ Zip ________ 

 



Policy Holder Name ____________________________ Birth Date _______ ID# _________ Group #_______ 

 

Effective Date ____________________ Relationship to Patient __________________ 

 

 

Healthcare Reform Questions: Due to recent reforms mandated by the government American Recovery 

Reinvest Act (ARRA) legislation, doctors are required to ask all patients for their race and ethnicity regardless 

of insurance to meet Meaningful Use Requirements. 

 

Ethnicity: (check one)   □ Hispanic or Latino       □ Non-Hispanic        □ Declined to Report 

 

Primary Race: (check one)   □ American Indian or Alaska Native      □ Asian    □ Black or African American     

□ Native Hawaiian or other Pacific Islander       □ White        □Unsure or Declined to Report 

 

Language: (check one) □ English     □ Spanish     □ Arabic     □ Chinese     □ French     □ German      

 □ Japanese    □ Russian     □ Vietnamese        □ Other 

 

 

Please state your reason for today’s visit: ____________________________________________________ 

______________________________________________________________________________________ 

 

 

Is this an on the job or other work related injury?   □ Yes    □ No 

 

If so, please complete the following: 

Employer Name: ___________________________ Phone _____________________________ 

Case Worker’s Name _________________________ Case Worker’s Phone _________________________ 

Date of Injury _______________________ 

 

Is this an injury from a Slip and Fall or Auto related injury?  □ Yes   □ No 

 

Date of Injury ______________ Attorneys Name ____________________ Phone __________________ 

 

 

 

 

Insurance Information 

 

 

The specialty of pain management requires additional paper work for your insurance company. Please be aware 

that you may receive forms in the mail from your insurance company requesting: 

 

 ●Accident information 

 ●Coordination of Insurance Benefits Information 

 

Please respond immediately to your insurance.  

 

If you do not respond to the insurance company within 30 days, they will delay your case and will not pay any 

claims. You will end up responsible for 100% of billed charges and will have no recourse to appeal. 

 

 

 

 



 

Financial Policy and Assignment of Benefits 

 

 

*Payments for medical services rendered are due at the time of service unless prior arrangements have 

been made. 

 

Our office verifies eligibility and benefits with your health insurance company. If we are unable to accomplish 

this, you will be asked to pay for services rendered until we can confirm your status. We will do all we can to 

assist you with your insurance claims; however, the insurance is a contract between you and your insurance 

carrier. Final responsibility for payment of your account rests with you. 

 

Prior authorizations obtained for procedures by this office on your behalf do not guarantee payment but rather 

are based on medical necessity. Claims are subject to policy provisions, and your insurance carrier determines 

final payment. A deposit is required if you are being scheduled for a procedure. 

 

Having read the above, I hereby authorize payment by my insurance carrier, Medicare, Medicaid, or other 

designated payers of medical benefits to Spine LLC for services furnished to me. This assignment will remain 

in effect until revoked by me in writing. I hereby accept financial responsibility for all charges incurred whether 

or not I have insurance coverage. A photocopy of the assignment is considered as valid as the original. 

 

I also authorize Spine LLC to release to my insurance carrier or their agents any medical information about me 

needed to determine these benefits payable for service. 

 

I understand that if my account becomes delinquent and is assigned to an outside collection agency, that an 

additional mark up of 100% will be added to the amount I owe. I understand the adding of this collection fee as 

well as the accrual of interest at the statutory rate should by account be assigned to a collection agency. I agree 

to pay Spine LLC for the medical services provided, collection fees if added and interest. 

 

I hereby consent to and authorize medical treatment, tests, and procedures performed in this office that my 

physician deems advisable and necessary based on his judgment. I understand that I may ask whatever 

questions needed to understand the necessity for and expected outcomes of the recommended care. 

 

 

 

I have read and understand the above statements: 

 

 

 

___________________________________    __________________________ 

Patient Signature        Date 

 

___________________________________ 

Please Print Your Name 


