
Pain Managennent !nstitute
Patient Registration

Language

Deaf _Yes -No
Ethnici iy:  Check one

fl Airican American

I 
American lndian

n Chinese

ff European American

f l  Hispanic

n Latino- Not Hispan'c

D Not Latino

-egllent Informa$on {Please print):

n Afiican American

n Alaskan Native

E American Indian

E 
Asian

n Black

f l  Hispanic

I  Nat ive Hawaj ian

E oiher ls landers

ll white

Cii t :

Date of  Bir ih: SS#:

sex: Ll rr.rlale n Female rllariialstatus: E tu'larried nDivorced I widowed f] s;nsle

Employer:

City:

May we cal lyou ai  work?

Spouse's Employer:

Spo se's Work Phone:

Emergency Contact  hformai ion (Please provide someone other than your sPouse):

llsqar qglllsrtr3lig!

Primary Insurance:

Belaiionsh;p to Patieni:

lnsured's:rdclress:

Date of Airthl SS#:

(o 
','n 

.)



Pain Manaqement I  rrst i tuted

Patient Registration

Patient Name:

lnsurance Information (Cont inues):

Secondary lnsurance:

Relat ionsh;p to pat ient i

Insured's address:

Date of Bir th:

Zipl

ssf:

Please provide our off ice with copies of your insurance cards.

Dc you have a l iv inC wi l l  or durable healthcare pov,,er of  di torney? t f  do, piease provide our of. i tce r , . / i th
a copy for your chart .

I  hereby autho. i2e pain nranagement insi i rure to disclose or receive any or at t  infonnat ion reJai ins to my
eval ation at this off'ce, includins copies ol nry diagnostic lest results. to or f.om my attending physician and/ or
t .eatment informai ion which hel  she beJieves is t fdtcated.

lhereby author ize release of informat ion Decessaryto f i le a cJaimwtth my insurance companyand AsstGN
BENEFITS OIHERWISE PAYABLE TO ME -fO IHE DOCTOR, OR GBOUp TNDJCATED ON THE CLA|M. I  am r€sponsibte
for any referrals !ndlor author i rat ions requked by mv insurance compafy.  I  underst6nd that I  am f inan. ia lJy
responsible for  any balances not covef ed by my lnsurance.

I  understand thEt Pain ManaEement hst i tute is NOT r€sponsibte for  cot tect inB on an insurance ctajm or
regot i tst ing a set t lement on a dispured claim. I  am responsibte for  any .o-paymenG, deduct ibtes,  and fees for

lunderstand thEt Pain Managemeni lnsl i tute is NoTin rhe business ofexrending credi t ,  and I  agreeto pay pain
Management lnst i tute Et the t ime i ts bi l  is  presenred. t f  prompt paymenr k not nrade p: jn [4an;sement
lnstitute m-y take 6ct;on to colJect charses.

Signature: Datel


