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Completion of this information in its entirety is required at time of visit.
Last name: ______________________ First name: _________________________ M.I. _____________Social Security #: _______________________ 

Marital Status (check one):    Single  (   Married  (   Other  (
 Date of Birth: _____________________
Address: __________________________________________________ City: ____________________________ State: _______ Zip: _____________

Home Ph#: ____________________ Work Ph#: __________________________ Other Ph#: _____________________________
Employer Name: ____________________________________________________________________
Employer Address: __________________________________________________________________ Employer phone#: __________________________

IS THE PATIENT COVERED BY MEDICAL INSURANCE?      FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO

IS THERE AND L&I CLAIM?       FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO  If YES, provide Claim# and DOI: ________________________________
	Insurance information
	Primary Insurance
	Secondary Insurance

	Insurance  Name:
	 
	 

	Subscriber's ID#:
	 
	 

	Group#:
	 
	 

	 Subscriber’s Name:
	
	 

	Effective date:
	 
	 

	Co-payment required:
	 
	 

	Subscriber’s Birth date: Subscriber’s SSN:
	                 
	 

	Patient relation to subscriber:
	 
	 

	Subscriber’s Employer:
	 
	 

	Subscriber’s address:

(if different than pt)
	 
	 

	Subscriber's work phone#:
	 
	 


Your insurance policy is a contract between you and your insurance company. We do not know the specifics of your particular policy and what it does or does not cover. This is your responsibility to understand prior to receiving care in our office. It is your responsibility to update our office of any changes or new information.

Authorization for Release of Information and Benefit Assignment: 

· I hereby authorize The Pain Center of Western Washington, PLLC. to release necessary medical information to my insurance carrier or their representatives for the purpose of processing claims for The Pain Center of Western Washington, PLLC. for payment for services rendered.

· I hereby assign The Pain Center of Western Washington, PLLC. all payments due by my medical plan or other liable insurance carrier for any and all services furnished by The Pain Center of Western Washington, PLLC.  

__________________________________________________________________________________________________________ Signature                                                                                                                      Date                            
Financial Policy
· There will be a charge assessed to my account in the event of a no-show (failure to arrive for scheduled appointment) or the cancelation of an appointment with less than one business day’s notice. ($75 (office visits) / $100 (procedures))
· The Pain Center of Western Washington, PLLC. will gladly submit my insurance claim to my primary insurance and will forward (one time only) to my secondary insurance. They do not bill tertiary insurance. Co-pays are required at the time of check-in. The balance of my account is due immediately upon payment or denial of the claim. Regardless of the insurance status, I am ultimately responsible for the balance of the account for which professional services are rendered. I understand that billing my insurance company does not guarantee payment.  
· If any payment is made directly to me for services billed by this office, I recognize an obligation to promptly remit the same to The Pain Center of Western Washington, PLLC.
· If The Pain Center of Western Washington, PLLC. is not submitting a claim to an insurance company, payment at the time of service will be required unless previous arrangements have been made with the Practice Administrator. 
· All balances must be paid in full when payment is due unless prior arrangements have been made. Balances not paid after 30 days will be subject to service charges of 1.8% or minimum of $3.00 per month. 
· A $35 fee will be charged to any account with a check returned unpaid by the bank. 
· I understand that if I fail to make any of the payments that I am responsible for in a timely manner, after such default, my account will be referred to a collection agency and or attorney by The Pain Center of Western Washington, PLLC. and I may be asked to seek medical care elsewhere. 
· A $50.00 fee will be assed on all accounts placed in collections or with an attorney.   
· I will be responsible for all costs of collecting monies owed, including court costs, collection agency fees and attorney fees.
I have provided The Pain Center of Western Washington, PLLC. with true, accurate and complete information for billing and insurance coverage. I agree to notify The Pain Center of Western Washington, PLLC. of any changes in address, billing or contact information in a timely manner.
__________________________________________________________________________________________________________  Signature                                                                                                                      Date                            




(Over)


