
THE PAIN CENTER
VIRGINIA WEST VIRGINIA

COMPREHENSIVE PAIN CARE

Name: (Last)

Address:

City:

Home Phone:

Email Address:

Date of Birth:

(First) (M.I.) Date:/

State: Zip:

/ Cell Phone: / Work Phone:

Do not have email Do not wish to provide

Gender: Male Female

Social Security Number

Emergency Contact:

Home Phone: /

PCP Physician:

Relationship:

Cell Phone: /1

Referring Physician:

Marital Status: Single Married Separated Divorced Widowed

Employment: Employed ☐Unemployed Disabled Retired

Employer: Occupation:

Employer Address:

Guarantor (if patient is under 18

Relationship: Home Phone: 1 Cell Phone: /

Is this a: Workers Compensation Injury Accident Related Injury Neither

Primary Insurance Carrier:

Policy #: Group #:

Subscribers Name:

Subscribers Date of Birth: Relationship to Patient:

Secondary Insurance Carrier:

Policy#:

Subscribers Name:

Subscribers Date of Birth:

Group #:

Relationship to Patient:



THE PAIN CENTER
VIRGINIA WEST VIRGINIA

Name of Pharmacy:

Address:

Phone #:

COMPREHENSIVE PAIN CARE

City: State Zip

Language: ☐ English ☐ Spanish Other Refuse to Report

Race: Black or African American White Hispanic Other Race Refuse to Report

Ethnicity: Hispanic or Latino Not Hispanic or Latino Refuse to Report

PLEASE READ THE FOLLOWING DOCUMENTS AND INITIAL BELOW:

_ (initial) I have reviewed the Statement of Financial Policy

_ (initial) I have reviewed the Patient Rights and Responsibilities

_ (initial) I have reviewed the HIPAA Information and Consent Form

RELEASE OF INFORMATION

It is The Pain Center's policy not to release information regarding your treatment to family or friends, except for (1)
parent/legal guardian of a minor, (2) other persons authorized by the patient, (3) as we may reasonably infer from

the circumstances (e.g., patient brings a family member/friend into the exam room), (4) in emergency situations, or

(5) as otherwise permitted by federal and state law.

If you do not have anyone listed below they will not be able to call into our office for information regarding

your care including your appointment date or time.

Please indicate below any individuals you authorize The Pain Center to release your medical information to:

NAME Relationship Phone #:

NAME Relationship Phone #:

NAME Relationship Phone #:














