
NAME:_______________________________________________________ 

HOME PHONE: (_____)_________________________ 

WORK PHONE: (_____)_________________________ CELL PHONE: (_____)_______________________ 

ADDRESS:_____________________________________________________ 

CITY:_______________________________________STATE________ZIP____________SS#:______‐_____‐________ 

E‐MAIL ADDRESS:________________________________________________________________________________ 

SEX: _____M _____F    AGE:_______ DATE OF BIRTH:____/____/_______ MARITAL STATUS:___________________ 

EMPLOYER:_____________________________________ OCCUPATION:____________________________________ 

EMPLOYER’S ADDRESS:____________________________________________ 

CITY:_____________________________STATE:________ZIP:_____________ 

PARENT/SPOUSE’S NAME:____________________________RELATIONSHIP:________________________________ 

ADDRESS:_____________________________ CITY:______________________STATE:________ZIP:_____________ 

SPOUSE’S EMPLOYER: ____________________________________BUSINESS PHONE: (_____)_________________ 

EMERGENCY CONTACT:___________________________________  PHONE: (_____)_________________________ 

REFERRING PHYSICIAN:___________________________________  PHONE: (_____)_________________________ 

ADDRESS:__________________________________ CITY:_________________STATE:________ZIP:_____________ 

OTHER DOCTORS YOU SEE REGULARLY: _____________________________________________________________ 

WHAT PHARMACY DO YOU USE? ____________________________‐‐‐‐‐‐‐‐‐‐‐‐‐______________________________ 

 

INSURANCE INFORMATION 

PRIMARY INSURANCE COMPANY: __________________________________________________________________ 

ADDRESS:___________________________________ CITY:_________________STATE:________ZIP:_____________ 

POLICY/ID # ____________________________________ GROUP # _____________________________  

HOLDER’S NAME: ________________________________________  HOLDER’S DATE OF BIRTH:____/____/_______ 

HOLDER’S SS#:_______‐______‐_________  RELATIONSHIP TO HOLDER: ___________________________________  

SECONDARY INSURANCE COMPANY: _______________________________________________________________ 

ADDRESS:___________________________________ CITY:_________________STATE:________ZIP:_____________ 

POLICY/ID # ____________________________________ GROUP # _____________________________  

HOLDER’S NAME: ______________________________  HOLDER’S DATE OF BIRTH:_____/_____/________ 

HOLDER’S SS#:_______‐______‐_________  RELATIONSHIP TO HOLDER: ___________________________________  

 

AUTHORIZATION FOR RELEASE OF INFORMATION 

I hereby authorize SOUTHERN SPINE SPECIALISTS, PLLC to release any information requested from the insurance with 
respect to claims and bills as the provider of the service rendered. 

AUTHORIZATION TO PAY PROVIDER 

I hereby authorize payment from the insurance to be sent directly to SOUTHERN SPINE SPECIALISTS, PPLC for services 
rendered. I understand that I am financially responsible for the charges that are not covered or considered not medically 
necessary by the insurance. 

SIGNATURE:_______________________________________________________ DATE______/______/__________ 
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