
PATIENT INFORMATION SHEET

Name: ___________________________________________________ 

Address: __________________________________________________ 

   _________________________________________________    

City: ____________________________ State: ______  Zip: ________

Sex: ❏ Male  ❏ Female        DOB: _____ /_____ /______  
  

Marital Status:  ❏  Single      ❏ Married  ❏ Divorced    

Social Security Number: ______________________________________  
          
Primary Insurance Company Name: ______________________________  ID Number: __________________________

Policy Holder Name: __________________________________________ Date of birth of policy holder:____________

Secondary  Insurance Company Name: ___________________________  ID Number: ___________________________

Policy Holder Name: __________________________________________ Date of birth of policy holder:_____________

NOTE:  WE WILL BILL YOUR INSURANCE AS A COURTESY.  IF CLAIMS ARE NOT PAID WITHIN 60 DAYS THE BALANCE  

❏ Yes  ❏ No
If yes, what was the date of injury? _______________________    Claim number: ________________________
Who is your case manager? _____________________________ Phone number: __________________________

through any other reasonable and customary means.  I have read the form, am aware of its contents and fully understand 
the same.

Home Phone Number (list)__________________________________  
___leave message with call back number only or    _____Ok to leave detailed message regarding my PHI/account balance
 
Cell Phone Number (list)___________________________________   
___leave message with call back number only or _____Ok to leave detailed message regarding my PHI/account balance

Alternate Phone Number (list)______________________________   
___leave message with call back number only or _____Ok to leave detailed message regarding my PHI/account balance

___________________________________________  ___________________________________
Signature       Date

Referred by:  ❏ A Physician or   ❏ Other

Name : ________________________________

Phone:________________________________

Emergency Contact Info:

Name: ________________________________

Number: ______________________________

Pharmacy Name: _______________________

Pharmacy Phone: ______________________ 

3200 Highlands Parkway, Suite 420
Smyrna, GA 30082

Phone: 770-436-4450 • Fax: 770-790-4811
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ATLANTA PAIN AND SPINE PHYSICIANS
FINANCIAL POLICY/CONSENT FOR TREATMENT

Thank you for choosing Atlanta Pain and Spine Physicians as your healthcare provider.  We are committed to providing the best 
medical care possible.  Please understand that payment of your bill is considered a part of your treatment.  All patients must complete 
the registration sheet and provide proper insurance information prior to seeing a provider.  Full payment is required when services are 
rendered.  We accept Cash, Check, Visa, Mastercard, Discover, and American Express.  The below describes our fi nancial policy:

� All patients should provide accurate and complete personal and insurance information prior to being seen by the doctor. 
If you fail to provide us with information regarding a change in your insurance, you may be responsible for payment for 
services received.

� All applicable co-pays, personal balances, both current and prior, and deductibles are due at the time of service

� We accept cash, personal checks, debit cards, MasterCard, Visa, Discover and American Express.

Regarding Insurance:
We participate on most insurance plans.  Read and understand your insurance policy.  Your policy is a contract between you and the 
insurance carrier.  DO NOT ASSUME YOUR POLICY AUTOMATICALLY COVERS EVERYTHING.  Even policies from the 
same insurance company can have different requirements.  It is YOUR responsibility to know what your policy covers and what it 
does not.  

Some carriers require a referral from your primary care provider.  It is YOUR responsibility to obtain this referral.  IF YOU DO 
NOT HAVE A REFERRAL, YOU WILL BE RESPONSIBLE FOR PAYMENT OR WE WILL RESCHEDULE YOUR 
APPOINTMENT.

Past Due Accounts: Over due accounts will be referred to a collection agency.  Legal fees that we pay to secure past due balances will 
be added to your account.
Returned Checks: Checks returned to us for non suffi cient funds by your bank, we will charge a $35.00 fee.
Insurance Denials: In the event that any date of service is denied by the insurance carrier for ineligibility or no referral, the remaining 
balance will be turned over to patient responsibility.
Insurance Non-payment: If a claim is sixty (60) days old and the insurance carrier has not paid or denied the claim, the balance due will 
be turned over to patient responsibility for payment. Contact your insurance carrier if this occcurs.
Missed Appt/Late Cancellation Fee:  We ask that you cancel/reschedule all appointments with a 3 business day notice.  If you fail to 
keep or reschedule your offi ce visit on short notice, we may charge you a $25 fee.  If you fail to keep or reschedule your procedure 
appointment, we may charge you a $50 fee.  These fees would have to be paid prior to you scheduling further appointments.

If you have insurance, as a courtesy to you, we will fi le your insurance. Your insurance policy is a contract between you and your 
insurance.  Any disagreement you have concerning the amount your insurance pays would be between you and your insurance company.  
We follow the agreements we have with various insurance companies.  We cannot waive copayments, coinsurance, deductibles or patient 
balances. We will fi le your insurance and if payment or denial is not received within 60 days, we will transfer the balance to you and 
advise you to contact your carrier to check the status of your claim.

If you have an HMO, PPO, or equivalent policy, it is your responsibility to ensure that we are participating with your insurance company.  
We try to participate with as many carriers as we can.  It is also your responsibility to determine if your policy requires a referral and to 
ensure that a valid referral is on fi le for your visits.  

AUTHORIZATION:  I hereby authorize Atlanta Pain and Spine Physicians to administer treatment and perform procedures as may 
be deemed necessary or advisable for my diagnosis.  I voluntarily consent to my treatment at this offi ce and authorize such treatment, 
examination, medications, anesthesia, surgical procedures and diagnostic procedures (including, but not limited to the use of lab and 
radiology studies) as ordered by my attending provider.  I have read this consent, am aware of its contents and fully understand the 
same.  I acknowledge that no assurance or promises have been give to the patient concerning the results which may be obtained by such 
treatments and procedure hereby affi rmed by the signature of the undersigned.

                                                                                           
                       Print Name                    Signature                                 Date

      •
 
 
      •
      •
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ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE AND 
LISTING OF AUTHORIZED AND RESTRICTED ENTITIES TO RECEIVE MY PHI

I understand that as part of my healthcare, Atlanta Pain and Spine Physicians (APSP) originates and maintains paper and/

APSP NOTICE OF HEALTH INFORMATION PRACTICES 

when APSP

APSP

APSP
APSP

RESTRICTION OF MY PHI:
NOT BE ABLE TO OBTAIN ANY INFORMATION ABOUT YOUR PHI.

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

AUTHORIZED PERSONS THAT CAN OBTAIN MY PHI (please print

If no one is listed on this form, then YOU WILL BE THE ONLY PERSON THAT ANY INFORMATION CAN BE GIVEN TO.

to communicate some of my PHI
consulted regarding your care.  APSP

PHI

I fully understand and accept the terms of this consent.
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MEDICATION AGREEMENT AND REFILL POLICY

GENERAL
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20. (Males only):

21. (Females only):

22. 

REFILLS
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WITHDRAWAL SYNDROME/TOLERANCE
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