


PATIENT INFORMATION  (Please Print In Black Ink Only) 
  

Name:_________________________________________ Age: _____ Date of Birth ____/_____/_____ 
             Last                                  First                          M 
 

Address:____________________________________________________________________________ 
                   Street                                                 City/State               Zip Code 

                                                           
Home Phone (___)_______________   Marital Status: _____ Sex: ____ SS#:_____________________ 
 
Cell Phone(___)_________________  E-Mail: _____________________________________________ 
                                                                                   (Must be filled in)  

 
Employer’s Name & Address:__________________________________________________________ 
 
Family Physician: _________________________________  Phone#:(____)_____________________ 
 

Address:___________________________________________________________________________ 
                   Street                                           City/State                                                             Zip Code 

 

Referring Physician:____________________________________Phone#:(____)_________________ 
 
Address:___________________________________________________________________________ 
                   Street                                                  City/State                                                                   Zip Code 
 

 
                                  HEALTH INSURANCE INFORMATION 
 

PRIMARY Insurance Carrier:____________________________  ID#:________________________ 
 

  Subscriber’s Name: ____________________  Date of Birth ___________ Relationship ___________ 
 

SECONDARY Insurance Carrier:__________________________  ID#:_______________________ 
 

  Subscriber’s Name: ____________________  Date of Birth ___________ Relationship ___________ 
 

ACCIDENT INFORMATION (if applicable) 
 

Type of Accident:  Car __ Work __ Fall __ Other _______ Date of Accident:  ______/_____/______ 
 

State Accident Occurred:  _____________________ If Car:  Driver __ Passenger __ Pedestrian ___ 
 

Insurance Company ___________________________ Claim # _______________________________ 
 

Insurance Company Address ___________________________________________________________ 
 

Adjuster’s Name:  _________________________   Phone Number: (____)_____________________  
 
Attorney Name: ________________________    Full Address: _______________________________ 
 
Attorney Phone Number:  (      )                          
 
 

I request that payment of authorized insurance benefits be made on my behalf to Neurological Associates only for services 
furnished to me by them. I authorize Neurological Assoc. to release to my insurance company any medical information needed 
to determine the benefits payable to related services. I understand I am financially responsible for any amount denied or partially 
paid by a third party payer. I understand there is a $30.00 fee for returned checks. If my account goes to collections I will be 
responsible for collection costs (30% of balance). 

 
SIGNATURE:________________________________________  DATE:_____________________ 












