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DATE:  _____/_____/_____ 

NAME: _______________________________________________HOME PHONE: ________________________________________ 

ADDRESS: _____________________________________________CELL PHONE: _________________________________________ 

CITY: ________________________STATE: _________ZIP: ______________WORK PHONE: ________________________________ 

DATE OF BIRTH: _____/_____/_____    AGE: ________________    SS#________________________________________________ 

SPOUSE NAME: ______________________________DOB: _____/_____/_____ SS#_____________________________________ 

EMERGENCY CONTACT: ______________________________________ PHONE #: _______________________________________ 

Work History 

Current Employer Name: _________________________ Address: ___________________________________________ 

Phone Number: __________________________ Occupational Description: ___________________________________ 

Email: ______________________________                            Height:  ______________Weight: ___________________ 

Race: □Asian    □Black     □Hispanic    □White    □Other    □Refuse to Answer 

Ethnicity:    □Latino    □Non-Latino     □Refuse to Answer   Language:   □English      □Spanish   □Other: ___________ 

Phone# at employer to obtain health plan documents for billing purposes only: _____________________________ 

PHYSICIAN INFORMATION 

REFFERRED BY: ______________________________________________________PHONE: _______________________________ 

PRIMARY DOCTOR: ___________________________________________________PHONE: _______________________________ 

CARDIOLOGIST: _____________________________________________________PHONE: ________________________________ 

INSURANCE INFORMATION 

PRIMARY INSURANCE: ___________________________________________ID#________________________________________ 

SECONDARY INSURANCE: ________________________________________ ID#________________________________________ 

 

PHARMACY INFORMATION 

NAME: _______________________________Town & Street: ___________________ PHONE: ____________________________ 
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1. Please State the Main Reason You Are Here Today: __________________________________________________________ 

      When did you first notice any symptoms (Date of injury if known)? __________________________________________________  

      Where did the injury or illness occur and how? __________________________________________________________________ 

Are your symptoms due to an injury at work? ☐No   ☐Yes 

Are your symptoms due to a motor vehicle accident? ☐No   ☐Yes 

Have you ever been involved in a motor vehicle accident? ☐No   ☐Yes—if yes, please explain: 

 

 

2. Have you received treatment for similar symptoms before visiting this office? ☐No   ☐Yes 

 

If yes, please provide name/address of Physician, Chiropractor, Pain management, or Physical Therapy. 

Name and Address of Doctor: _______________________________Phone: ______________________________ 

Treatment received: _______________________________________Fax: ________________________________ 

Name and Address of Doctor: _______________________________Phone: ______________________________ 

Treatment received: _______________________________________Fax: ________________________________ 

Have you had any Surgeries?  ☐No ☐Yes—If yes, list operations, date, doctor/hospital: 

Surgery: Date/Doctor/Hospital: ________________________________________________________________ 

Surgery: Date/Doctor/Hospital: ________________________________________________________________ 

 

3.  Please list all your Current Medications (including herbal, vitamins and over the counter medications). 

   Name of Medicine       Dose                           Name of Medicine                     Dose 

__________________________  _________________          ____________________________  __________________  

__________________________  _________________          ____________________________  __________________ 

__________________________  _________________          ____________________________  __________________ 

4.  Allergies to medicine or other product (latex, tape, peanuts, etc.)?☐No   ☐Yes—if yes, please explain: 

5.  Alcohol How often? ____________ Other Substance abuse. Please describe: _______________________________ 

         □ Smoker           □Non-Smoker          □ Quit Smoking: How long ago? ______________________________ 

Please circle one:      Everyday      /      Not every day How many per day? _____________________________________ 

How soon after waking up do you smoke your first cigarette? ______________________________________________ 

What do you like to do for fun? (Recreational activities) ___________________________________________________ 

6. Do you use any tobaccoless nicotine or synthetic nicotine products? (ex:zyn, velo) ☐No   ☐Yes which: _________ 
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Please check the following illnesses you have had or have now: 

☐Arthritis __________ ☐ Diabetes (Insulin?) _________ ☐ Eyes _________________ ☐ Ear/Nose/Throat __________ 

☐ Epilepsy __________ ☐ Heart Disease _____________ ☐ Psychiatric ____________ ☐ Bleeding/Clotting _________ 

☐Hypertension ______ ☐ Cancer __________________ ☐ Headaches ____________ ☐ Lungs __________________ 

☐ Stroke ____________ ☐ Anemia _________________ ☐ Bowel Dysfunction ______ ☐ Bladder Dysfunction _______ 

☐ Tuberculosis _______ ☐ Asthma/COPD ____________ ☐ Balance/Dizziness ______ ☐ Numbness/Tingling ________ 

☐ Depression ________ ☐vascular disease ___________ ☐ Blackouts/Fainting ______ ☐ Stomach ulcers ___________ 

☐ Osteoarthritis ______ ☐ Rheumatoid Arthritis _______ ☐ Lyme _________________ ☐ Fibromyalgia _____________ 

☐ HIV/AIDS ________ ☐ Hepatitis Type ____________ ☐ others (specify) ________________________________________ 

 

Pain diagram 

Mark the location of your pain on the body 

XXX where you have pain. 

OOO where you have numbness. 

ZZZ where you have weakness. 

Mark where your pain is TODAY. 

No pain    Worst 

 |--------------------------|--------------------------| 

0     1     2     3     4     5     6     7     8     9    10 

 

 

I have noted any changes made and to the best of my knowledge, I believe all information to be true.   

 

Patient Signature: ________________________________________________________________________________



4 
 

University Spine Center 
NOTICE OF PRIVACY PRACTICES 

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.  Please review it 

carefully.  If you have any questions about this notice, please contact our privacy contact. 

 

This Notice of Privacy Practices advises you about the way we may use and disclose medical information about you.  It also describes your rights and 

certain obligations we have regarding the use and disclosure of your protected health information.  We are required to abide by the terms of this 

notice and may change the terms at any time.  Upon you request we will provide you with any revision made to this notice. 

 

Uses and disclosures of Protected Health Information 

Your protected health information may be used and disclosed for your ongoing treatment, our ongoing healthcare operations or to secure payment of 

services. 

 

Treatment 

The provision, coordination or management of healthcare and related services among providers or with third party. 

 

Healthcare Operations 

Necessary disclosures to run our practice and monitor quality of care including staff performance, evaluation of practice enhancements, and staff 

education. 

 

Payment 

Necessary disclosure to secure reimbursement from you, your insurance company, or other third-party payer for services rendered.  In addition, PHI 

may be disclosed to obtain prior approval from your insurance company to assure payment for services yet to be rendered. 

 

Appointment Confirmation 

We will continue our practice of telephone confirmation of all appointments. 

 

Individuals Involved In Your Ongoing Care 

Upon you verbal authorization we will disclose your information about you to your designated care givers, other family members, or other 

individuals. 

 

Case Management for Workers’ Compensation/PIP/Disability 

We may release PHI for your workers’ compensation, auto related or other liability claim, or your claim for disability benefits or similar programs 

that provide benefits for injuries or illness.  This may include claims adjusters, nurse case managers and may be telephonic. 

 

As Required By Law 

We will disclose medical information about you when required to do so by federal, state, or local law.  This may include activities by the government 

to monitor the healthcare system and compliance with civil rights laws, audits, inspection and licensor.  We may disclose PHI for matters involving 

public health risks including disease exposure, child abuse or neglect or other domestic abuse, neglect or violence.  If you are involved in a lawsuit, 

we may disclose PHI in response to a subpoena or other court order.  PHI may be disclosed to other legal authority pursuant to law enforcement. 

 

Other Uses and Disclosures of Your PHI 

Other disclosures of you PHI will be made only upon written authorization and payment of allowable fee.  You may obtain an authorization form 

from our office.  You may revoke this authorization at any time in writing.  You understand that we are unable to take back any disclosures that have 

already been made with your prior permission. 

 

Methods of Disclosure 

We will respond to your request by mailing copies of your records via US Postal Service.  We will not disclose any PHI through e-mail.  Under 

limited circumstances at our discretion your medical records may be faxed. 

 

Your Rights Regarding Your Protected Health Information 

Right to Inspect 

You have the right to inspect a copy of your PHI including medical and billing information which is used to make decisions about you. You must 

submit your request in writing.  We may charge a fee as permitted by state law for the costs of copying and mailing.  We will not fax your medical 

information to you.  We may deny your request under limited circumstances. 

 

Right to Amend 

If you feel the medical information, we have is incorrect or incomplete, you may ask us to amend it.  We will provide an amendment form which you 

must complete.  You must provide a reason which must support your request.  In the absence of a reason we will deny your request. 

 

Rights to an Accounting of Disclosure 

We will keep an accounting of all disclosures we made about you.  You may request this list in writing and must state a time period no longer than 

six years and may not include dates before April 14, 2003. 

 

Right to Request Restrictions 

You have the right to request a restriction on the medical information we disclose for treatment, payment, operations or your care givers and other 

involved persons.  We are not required to agree with your request.  We will comply with your request unless the information is needed for 
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emergency treatment.  Your request for limitations must be made in writing and must include what information you want limited and to whom you 

want these limits to apply. 

 

Changes to this Notice 

We reserve the right to change this notice and apply the changes to information we already have about you or may receive in the future.  We will post 

a copy of the current notice in the office.  The effective date will appear in the upper right-hand corner.  We will offer you a copy of the current 

notice. 

 

Complaints 

If you believe that your rights have been violated, you may file a complaint with our office.  Your complaint must be made in writing and addressed 

to Doranne Moncavage, University Spine Center.   No complaints will be acknowledged by phone. 

 

Acknowledgment of Receipt of Privacy Notice 

 

Our notice of Privacy Practices provides information about how we may use and disclose protected health information about you.  You have the right 

to review our notice and ask questions about our privacy practices.  The terms of this notice may change.  Upon request a copy of our revised notice 

will be made available to you.  By signing this for you acknowledge that you have received our Notice of Privacy Practices. 

 

Name of Patient: _____________________________________________________________________________Date: ______________________ 

 

🗶 Signature of Patient/ Guardian: _________________________________________________________________________________________ 

 

Please release any information to the following people: 

 

______________________________________________________________________________________________________________________ 

 

 

_____________                                                                          Medicare Authorization 

 

I request that payment of authorized Medicare benefits be made either to me or on behalf to University Spine Center, services furnished to me by 

University Spine Center.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its 

agents any information needed to determine these benefits or the benefits payable for related services.  I understand my signature requests that 

payment be made and authorizes release of medical information necessary to pay the claim.  If “other health insurance” is indicated in item 9 of the 

HCFA 1500 form or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes release of information to 

the insurer or agency shown.  In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare carrier 

as the full charge, and the patient is responsible only for the deductible, coinsurance, and non-covered services.  Coinsurance and the deductible are 

based upon the charger determination of the Medicare carrier. 

 

🗶 Beneficiary Signature: __________________________________________________________ Date: _______________________________ 

 

ASSIGNMENT OF BENEFITS 

I, ___________________, irrevocably assign to you, my medical provider, all of my rights and benefits under my insurance contract and/or any 

employee welfare benefit plan for payment for services rendered to me, including but not limited to all of my rights and benefits under the Employee 

Retirement Income Security Act (“ERISA”) applicable to the medical services at issue.  I irrevocably authorize you to file insurance claims on my 

behalf for services rendered to me and this specifically includes filing arbitration/litigation in your name on my behalf against the PIP carrier/health 

care carrier/employee welfare benefit plan for any and all rights and benefits under ERISA or applicable statute/law, including but not limited to the 

claim for penalties and fees under ERISA for failure to provide Plan documents and other equitable relief.  I irrevocably authorize you to retain an 

attorney of your choice on my behalf for collection of your bills and/or to file insurance claims on my behalf for services rendered to me.  I direct that 

all reimbursable medical payments go directly to you, my medical provider.  I authorize and consent to your acting on my behalf in this regard and in 

regard to my general health insurance coverage and I specifically authorize you to pursue any administrative appeals conducted pursuant to ERISA.   

I authorize you and or your attorney to obtain medical information regarding my physical condition from any other health care provider, including 

hospitals, diagnostic centers, etc., and I specifically authorize such health care provider(s) to release all such information to you about me, including 

medical reports, X-ray reports, narrative reports, and any other report or information regarding my physical condition. 

If you, my medical provider, initiates a collection proceeding against me, whether through litigation, arbitration or otherwise, in connection with any 

and all claims unreimbursed and/or under-reimbursed by my insurance carrier, I agree to pay any and all of my medical provider’s attorneys’ fees and 

court fees in connection with that proceeding. 

 

Patient Signature: _______________________________Patient name: ______________________________ 

Date:_______________________________    

Effective October 22, 2007 
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AUTHORIZED REPRESENTATIVE FORM TO OBTAIN SUMMARY PLAN DESCRIPTION 

 

I, ____________________, do hereby designate, authorize, and convey to the entity identified in Section I below 

to the full extent permissible under the Plan the right and ability to act on my behalf in connection with any claim, 

appeal or related right or legal action that I may have under the Plan with respect to the claim identified in Section 

II below, which was incurred as a result of the services I received from the entity identified in Section II. 

 

I understand that this Authorization is effective only for the claim identified below.  This authorization shall only 

remain in effect for a period of 18 months from the date of my signature.  I may revoke this authorization at any 

time by providing written notice to my employer who is at: _________________________________.  I 

understand that a revocation is not effective to the extent that the Plan has already acted upon the authorization.    

 

___________________________________   __________________________ 

Signature       Date 

 

 

Section I – Identity of Authorized Representative 

 

University Spine Center    

Name of Authorized Representative 

 

              

Address       Tel.  

 

      

City            State  Zip 

 

Section II – Provider  

 

University Spine Center   

Name of Service Provider 

 

       

All Date (s) Service provided 
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Patient Name__________________________________________________________________________________________________________ 

 

Patient Address________________________________________________________________________________________________________ 

 

Attorney Name______________________________________________________________ Phone_____________________________________ 

 

Attorney Address_____________________________________________________________Fax_______________________________________ 

 

Re:         My Pending Lawsuit 

               Letter of Protection  

               Lien for Professional services 

 

Dear Attorney____________________: 

 

 I hereby authorize and direct you, my attorneys, to pay directly to University Spine Center, such sums as may be due and owing them of 

medical services rendered to me both by reason of this accident and by reason of any other bills, including interest on the unpaid balance of my account, 

that are due said office and to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect University Spine 

Center. Further, I hereby further give a lien on my case to University Spine Center, against any and all proceeds of my settlement, judgment, or verdict 

which may be paid to you, my attorneys or myself as the result of the injuries for which I have been treated or injuries in connection therewith.  

 

 I fully understand that I am directly responsible to University Spine Center, for all medical bills submitted by them for services rendered to 

me and that this agreement is made solely for said payment, additional protection and in consideration of their awaiting payment. I further understand 

that such payment is not contingent on any settlement, judgment or verdict by which I may eventually recover said fee. 

For consideration received, I, _____________________________, assign to University Spine Center my rights and interest in the personal injury 

protection endorsement of the automobile liability insurance policy or other insurance policy listed above.  This assignment is given with respect to 

all treatment, care, and diagnostic treatment given by the office of University Spine Center or his employees.  By assigning these benefits, I have 

expressly agreed that the following rights are assigned to University Spine Center. 

1) The right to collect from the insurer of the policy with respect to the PIP benefit mentioned above. 

2) The right to file a lawsuit or PIP arbitration directly against the insurance company in the name of University Spine Center.  Assignee and 

to designate an attorney of the choosing of them for the purpose of filing said lawsuit. 

3) I agree to fully cooperate with the Assignee in the collection of the personal injury protection claim from the insurance carrier, including 

full cooperation with the attorney chosen by the Assignee, the answering of any Interrogatories, the appearance at any deposition and the appearance 

at the arbitration or trial if my attendance is required. 

I hereby authorize and direct to you, my attorney, to pay directly to University Spine Center such sums as may be due and owing for medical services 

rendered to me both by reason of this accident and by reason of any other bills that are due their office, and to withhold such sums from any 

settlement, judgment, or verdict which may be paid to you, my attorney, or myself as the result for which I have been treated or injuries in connection 

therewith.  

I fully understand that I am directly and fully responsible to University Spine Center for all medical bills submitted by them for the services rendered 

and that this agreement is made solely for University Spine Center additional protection and in consideration of their awaiting payment.  And I 

further understand that such payments is not contingent on any settlement, judgment, or verdict by which I will eventually recover said fee and that 

payment on the account is due and payable upon demand. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS 

POLICY. A photocopy of this Assignment shall be considered as effective and valid as the original. 

 

Print Patient Name: ___________________________________________________________ Date: ____________________________________ 

 
Signature of Patient: ____________________________________________________________________ Date: _________________________________________ 

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the above and agrees to withhold such 

sums from any settlement, judgment or verdict as may be necessary to adequately protect said doctor named above.  

 

Behalf of _________________________ Law Firm ______________________ Attorney on______________________ 

 

Does not apply to me. Initial: _________ 


