
SOUTHWEST NEUROSCIENCE AND SPINE CENTER, PA
NEW PATIENT INFORMATION 

DATE:______________________
Date of Birth

M F S M W D SEP

Home Phone No.

Business Phone No.

Social Security No.

Phone Number

Primary Insurance Company:      _________________________________________________

Secondary Insurance Company: _________________________________________________

Yes No

Yes No

IF YES

DATE OF INJURY ______________

EMPLOYER AT TIME OF INJURY _________________ ADJUSTOR NAME/PH # ______________________

Filing Your Insurance

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the

claim. If item 9 of the HCFA-1500 claim form is completed, my signature authorizes releasing of the information to the insurer 

or agency shown. In Medicare/Other insurance company assigned cases, the physician or supplier agrees to accept the charge 

determination of the Medicare/Other Insurance company 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 charge determination of the

 Medicare/Other Insurance company. 

Agreement as to Governing Law and Forum:

The patient and health care provider rendering or providing health care to patient agree:  (1) that all health care rendered shall be 

governed exclusively and only by Texas Law and in no event shall the law of any other state apply to any health care rendered to

patient; and (2) in the event of a dispute, any lawsuit, action, or cause of which in any way relates to health care provided to the

patient shall only be brought in a Texas District Court in the county where all or substantially all of the health care was provided

or rendered an in no event will any lawsuit, action or cause of action ever be brought in any other state or in any Federal Court. 

The choice of law and forum selection provisions of this paragraph are madatory and are not permissive.

SIGNATURE_______________________________________________________      DATE_____________________

I WILL BE PAYING TODAY BY:            CASH:_________ CHECK:_________ CREDIT CARD: __________

TREATING PHYSICIAN    ______________________

Are you being seen for injuries sustained in a Motor Vehicle Accident?

Are you being seen for injuries sustained from an on the job injury?

Emergency Contact (Not living in the same household) Relationship to Patient

Cell Phone No.

Patient's Employer

Referring Physician & Address If not referred by a physician, who is your PCP?

Responsible Party/Spouse

Resp. Party Phone No.

E-mail Address Occupation (Indicate if Student)

Responsbile Party/Spouse Address/Zip Code

Responsible Party/Spouse Employer RP/spouse Date of Birth

Mailing Address Zip Code City and State

Social Security No.First Name                     MI                Last Name Sex Marital Status
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