
NEW PATIENT INFORMATION

Last Name: ___________________________________First Name:_____________________________

DOB: ________________SS#:_______________DL/DD: ________________ Sex:              M              F___

Home#:______________________ Cell#:________________________ Work#:___________________

Address: ______________________________ City:______________ State:_____ Zip code:_________

Marital Status:_________________________ Email:________________________________________

Emergency Contact Name:____________________________ Contact#:_________________________

INSURANCE INFORMATION   A or B or C

A: If group Insurance please fill the following

Insurance Name:_______________________ Member ID #:____________________Group#__________

Primary Insured’s Name:________________________________ Relationship to Insured:_____________

Primary Insured’s DOB:__________________________________ SS#:____________________________

B) If work Related Injury, please fill the following

Employer Name: ___________________________________________ Occupation:_________________

Contact person: ___________________________Phone:___________________ Fax :_______________

Employer Address:______________________________ City:__________ State:_____ Zip code:______

Work Comp. Carrier Information

Insurance company Name:_____________________________________Claim#:____________________

Phone#:____________________________________Fax#:______________________DOI:____________

Address:____________________________________City:___________State:_______ Zip code:________

C) If Motor Vehicular Accident, please fill the following

Insurance company Name:_____________________________________ Claim#:____________________

Phone#:___________________________Fax #:_____________________________ DOI:_____________

Address:_____________________________________City:______________State:______ Zipcode:_____

DOS:_______________________ Type of Visit:______________ UDS:___________ PDMP:___________

Insurance:_____________________________ Copay:__________________ Pharmacy:______________

Next Appointment:________________Time:___________ Location:__________ Type:_______________

Medication:_________________________________________________ Spoke to:__________________
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Phone#:

Smoking: Alcohol:

Allergies:

Good Fair Poor

None of the time

Neutral

Name: Phone#: Fax#:
Name: Phone#: Fax#:
Name: Phone#: Fax#:

LIST OTHER PHYSICIANS YOU ARE SEEING

Refering Physician

Family History:

All the time Some of the time

Very Dissatisfied

In General you would describe your health to

If you were to spend the rest of your life with the sumptoms you have right now, how would you feel?

All the time Some of the time
None of the time

Somewhat Dissatisfied

MEDICAL INFORMATION

Somewhat Satisfied

Current Medications

Past Medical History:

Past Surgical History:

Social History:
Recreational Drugs:

Have you felt downhearted and blue?

Do you have a lot of energy?

Nisha
Text Box
PATIENT NAME:_________________________________________________DOB:_________________DOS:___________
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⃝
Others:

Job Title

PAIN HISTORY

Chief Complaint

⃝
Upper Back Pain

⃝
Lower Back Pain

Onset of Pain:
Progression of Pain:

Any Treatment received so far:

If it is Work Related Injury, please fill in the following

Date of Injury: Time of Injury:
Occupation:Job Title

Phone#:

Body Parts complained:

Are there any Disputes on file:
If Yes, Describe:

Date Last Worked:

Name of the Treating Doctor:
Date of First Examination and Treatment:

Describe how the accident or Exposure occurred:

Date of Injury: Time of Injury:
Occupation:

Nisha
Text Box
PATIENT NAME:_____________________________________________DOB:______________________DOS:_______________
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If Motor Vehicular Accident, please fill the following
Patient Name:_____________________________________________________Date:__________________

Date of Accident:___________  Time:____________

Where did the collision occur:  Street/ Intersection______________ _______  City:_________________

Describe the collision in your own words:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What type of vehicle were you in:_____________________What was the Speed of your vehicle:____________

What type was the other vehicle:______________________What was the speed of other vehicle:____________

Was the road wet or dry at the time of the accident:________________________________________________

Were there any skid marks:        Yes         No

Did the other driver receive the ticket from the police:           Yes                No

Were you the         Driver         Front Passenger         Rear Passenger Pedestrian

Did your airbags inflate:         Yes            No Were you wearing seatbelts: Yes         No

Did you have loss of consciousness:        Yes            No Did you go to the hospital:        Yes          No

If you went to the hospital or another doctor, please answer the following:

Hospital Name:_________________________________ Doctor Name:___________________________

Diagnosis:____________________________________________________________________________

Treatment received:____________________________________________________________________

Were you admitted to the hospital:          Yes          No   How long was the stay:______________________

Have you been placed on medication:       Yes           No  List of Medications:________________________

Did you receive any physical therapy :       Yes         No   Where:___________________________________

Please check any of the following symptoms that you have experienced since your injury:
Arm/ Shoulder Pain Feet/ Toe Numbness Neck Pain
Back Pain Hand/ Finger numbness Neck Stiffness
Back Stiffness Headaches Nursing Difficulty
Chest Pain Irritability Shortness of breath
Confusion/ forgetfulness Jaw problems Sleep difficulty
Dizziness Leg Pain Stomach Upset
Ear bussing/ Ringing Memory Loss Tension
Fatigue Nausea Vision Blurred

Insurance Company Name:_______________________________________________________________
Insurance company Address:__________________________________________________________________
Claim Number:_________________________________________________Phone Number:_______________
Do you have an Attorney: Yes        No       Name of the Attorney:________________________________
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DOCTOR’S NOTES

PATIENT NAME:___________________________________________DOS:__________________

MRI :             Yes    No      Body Part:_____________

EMG:            Yes   No     Body Part:_____________
Did you have any Injections/ Surgery for this pain before?  Yes    No
If Yes, Please fill the following information:
Procedure Date Body

Part
% Pain Relief after the procedure
and how long

Physical Therapy
before and after
procedure

Medications
after procedure

#1 50%       60%         >70%

#2 50%       60% >70%

#3 50%       60%         >70%

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Region Cervical Lumbar Others
Side

Intensity

Present

Best

Worst

Type

Radiation

Tingling

Numbness

Muscle
Spasms
Aggravated by

Relieved by



INITIAL PAIN ASSESSMENT TOOL

Patient Name:________________________________________________ Date:______________

O/E: Weight:_______________ Height:___________ HR:______________ BP:_______________
HEENT:_____________ WNL       NECK______      Supple       CHEST:______________   CTA
Cardiac:____________  RRR            Abdomen:______________  Soft
Back:     Diffuse Tenderness         Cervical            Thoracic              Lumbar               Sacral

Neurological Examination

Upper Extremities Lower Extremities
   Right Left Right Left
Reflexes Reflexes
Sensory Sensory
Motor Motor

SLR (30-
70* +ve)
Jump sign

 Facet Joint Tenderness:    Right     L2          L3     L4      L5   S1     
                                               Left       L2        L3       L4     L5    S1  

 Sacro- Iliac Joint Tenderness:  Right   Left  
 Diagnosis:    Cervical                    Lumbar                Joints:_____________      Others:____________
 MRI on file and discussed with the patient: Findings:____________________________________

COMMENTS:
______________________________________________________
______________________________________________________
______________________________________________________

ICD-10 :    ______      _______     ________    ________   ________
PLAN

1) Active Passive modalities of treatment 3 times a week for 6 weeks

2) Medications: ___________________________________________________________________

Pharmacy:______________________ Called by:___________ Talked to:________ Time:_______

3) MRI to be ordered:________________________ EMG:__________________________________

4) Others:________________________________________________________________________



Pharamcy, located at ,telephone number
I authorize the doctor and my pharmacy to cooperate fully with any city, state or federal law enforcement agency, including this state’s Board of Pharamcy, in the investigation of any
possible misuse, sale, or other diversion of my pain medicine. I authorize my doctor4 to provide a copy of this agreement to my pharmacy. I agree to waive any applicable privilege or right
of privacy or confidentiality with respect to these authorizations.

Tengo entendido que este Acuerdo es esencial para la fe y la confianza necesarias en una relación médico paciente y que mi médico me obliga a tratar conmigo sobre la base de este
Acuerdo.

I agree what I will use my medicine at a rate no greater than the prescribed rate and that use of my medicine at a greater rate will result in my being without medicine for a period of time.

DOLOR DE CONTRATO

I understand that this Agreement is essential to the trust and confidence necessary in a doctor patient relationship and that my doctor undertakes to treat me based on this Agreement.

PAIN CONTRACT
The Purpose of this Agreement is to prevent misunderstanding about certain medicines you will be taking for pain management. This is to help both you and your doctor to comply with this
law regarding controlled pharmaceuticals.

I understand that if I break this Agreement, my doctor will stop prescribing these pain-control medicines.
In this case my doctor will taper off the medicine over a period of several days, as necessary, to avoid withdrawal symptoms. Also, a drug-dependence treatment program may be
recommended.

I will communicate fully with my doctor about the character and intensity of my pain, the effect of the pain of the pain on my daily life, and how the medicine will is helping to relive the pain.
I will not use any illegal controlled substances, including marijuana, cocaine, etc.
I will not share, sell or trade my medication with anyone.
I will not attempt to obtain any controlled medicines, including opioid pain medicines, controlled stimulants, or antianxiety medicines from any other doctor.

I agree that I will submit to blood or urine test if requested by my doctor to determine my compliances with my program of pain control medicine.

I will safeguard my pain medicine from loss or theft. Lost or stolen medicines will not be replaced.

I agree that refills of my prescriptions for pain medicine will be made at the time of an office visit or during office hours. No refills will be available during evenings or on weekends.

This agreement is entered into on this day of

I agree to use

I will bring all unused pain medicine to every off ice visit.

I authorize the doctor and my pharmacy to cooperate fully with any city, state or federal law enforcement agency, including this state’s Board of Pharamcy, in the investigation of any
possible misuse, sale, or other diversion of my pain medicine. I authorize my doctor4 to provide a copy of this agreement to my pharmacy. I agree to waive any applicable privilege or right
of privacy or confidentiality with respect to these authorizations.

El propósito de este Acuerdo es evitar malentendidos acerca de ciertos medicamentos que usted va a tomar para el tratamiento del dolor. Esto es para ayudar tanto a usted como a su
médico para dar cumplimiento a esta ley en relación con los productos farmacéuticos controlados.

Yo entiendo que si rompo el presente Acuerdo, a mi médico dejará de prescribir estos dolor de control de medicamentos.

Updated: 5/5/2008
Printed: 3/28/2014 2:58 PM
Source: 08  PAIN CONTRACT

Pharamcy, ubicado en , número de teléfono

día de

Witness signature:
TESTIGO FIRMA

Date:
FECHA

Physician signature:
MÉDICO DE LA FIRMA

Date:
FECHA

Printed Name:
IMPRESO NOMBRE

Signature:
FIRMA

Tengo entendido que este Acuerdo es esencial para la fe y la confianza necesarias en una relación médico paciente y que mi médico me obliga a tratar conmigo sobre la base de este
Acuerdo.

Estoy de acuerdo en que los repuestos de mis recetas de medicamento para el dolor se hará en el momento de visitar una oficina o durante las horas de oficina. No recargas estarán
disponibles durante las noches o los fines de semana.

Voy a comunicarse plenamente con mi médico sobre el carácter y la intensidad de mi dolor, el efecto del dolor del dolor en mi vida diaria, y cómo la medicina se está ayudando a revivir el
dolor.

Yo autorizo al médico y mi farmacia a que cooperen plenamente con cualquier ciudad, estado o federales de aplicación de la ley agencia, incluido este del estado de Pharamcy Junta, en
la investigación de cualquier posible mal uso, venta, u otras formas de desviación de mi medicamento para el dolor. Yo autorizo a mi doctor4 a proporcionar una copia de este acuerdo a
mi farmacia. Estoy de acuerdo en renunciar a cualquier privilegio o derecho de privacidad o confidencialidad en relación con dichas autorizaciones.
Estoy de acuerdo en que voy a presentar a la sangre o de orina si así lo solicita mi médico para determinar mi compliances con mi programa de control del dolor medicina.
Voy a poner todos los no utilizados en medicina para el dolor a cada visita fuera de hielo.

No voy a tratar de obtener alguna de las medicinas controladas, incluidos los medicamentos para el dolor de opioides, estimulantes controlados, antianxiety medicamentos o de cualquier
otro médico.
Voy a proteger mi medicamento para el dolor de la pérdida o robo. Pérdida o robo de medicamentos no serán reemplazados.

Estoy de acuerdo en lo que voy a utilizar mi medicamento a una velocidad no superior a la tasa prescrita y que el uso de mi medicina en una mayor tasa resultará en mi ser sin la
medicina por un período de tiempo.

Este acuerdo es la que figura en el presente

En este caso, mi médico disminuir el medicamento durante un período de varios días, según sea necesario, para evitar los síntomas de abstinencia. Por otra parte, un fármaco-
dependencia programa de tratamiento puede ser recomendado.

Yo entiendo que si rompo el presente Acuerdo, a mi médico dejará de prescribir estos dolor de control de medicamentos.

Estoy de acuerdo con el uso

No voy a utilizar cualquier ilegal de sustancias controladas, incluyendo marihuana, cocaína, etc.
Ino compartir, vender o intercambiar mi medicamento con nadie.

Updated: 5/5/2008
Printed: 3/28/2014 2:58 PM
Source: 08  PAIN CONTRACT
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I,

I,

_____________________________________ Center.

Authorization For Payment

hereby certify with my signature that I understand fully my

treatment at _________________________________Center.

Date:
FECHA

Printed Name:
IMPRESO NOMBRE

Signature:
FIRMA

Relationship to
Patient:

Autorización De Pago

Por la presente certifico que he examinado y entendido todos los procedimientos y los honorarios por los servicios que se han prestado
a mí, sin excepción alguna. No tengo malos efectos del tratamiento dado a mí ya todos los cargos que se paguen al 100% de los gastos
desglosados.

I hereby certify that I have reviewed and understood all procedures and fees for the services that have been rendered to me
without any exception. I have no ill effects from the treatment given to me and all charges are to be paid at 100% of the
itemized costs.

Certifico con mi firma que comprendo plenamente a mi tratamiento

Updated: 5/5/2008
Printed: 3/28/2014 2:59 PM
Source: 10 AUTH PAYMENT

Date:
FECHA

Witness signature:
TESTIGO FIRMA

Date:
FECHA

Relationship to
Patient:

Updated: 5/5/2008
Printed: 3/28/2014 2:59 PM
Source: 10 AUTH PAYMENT
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Authorization for Treatment 

I do hereby authorize treatment and or service to be reendered by Dr. Aggarwal. I understand that the legal guardian must authorize treatment for a minor 

child or socially dependent person.  

Medicare 
I request that of authorized Medicare physician make benefits on my behalf  for any services furnish me. I authorize any medical information about me to 

release to the Health Care Financing Administration and it’s agents any information needed to determine these benefits or the benefits payable for related 

services. 

Insurance Company 
I hereby authorize release of information necessary to file a claim with my insurance company and assign benefits otherwise payable to me to the doctor or 

group indicated on the claim. 

Work Comp. 
I hereby authorize release of information necessary for this service to my work comp. carrier & or my employer on record.  I understand that in the event 

these services become noncompensable that I am responsible for all services in full. 

Financial Policy  
We are pleased to file your insurance claim. It is our best effort to verify coverage and benefits before your arrive at our office. Payment is due at the time 
of service for any applicable co-pays, advice deductible, coinsurance, and/or non-covered service due. Should there be any additional patient responsibility 
after insurance response we will expect payment from you within 30 days of receipt of statement. If for any reason you are unable to meet your financial 
obligation in full, please contact our billing/collection department immediately to discuss payment options. If you receive a joint injection or fracture care 
today or at any future date of service please be advised the American Medical Association classifies these charges as procedures and may be applied to 
deductible and you will be responsible for payment. It is not uncommon for insurance companies to send claims due to a request for inforamion from the 
insured regarding accident details to compelte claim form, student status or other insurance coverage. If your insurance company requests information 
from you in reference to our claim it is your responsibility to respond immediately to release payment. If you do not respond to your insurance company’s 
request for further information, we will bill you for all charges incurred. 
I agree to the above mentioned statements. I certify that the information given on this form to be true and correct. 

        Autorizacion para el tratamiento 
Por la presente autorizo que el tratamiento y / o servicio sea devuelto por el Dr. Aggarwal. Entiendo que el tutor legal debe autorizar el tratamiento para un 
niño menor o una persona socialmente dependiente. 
 
Medicare 
Solicito que el médico autorizado de Medicare haga beneficios en mi nombre para cualquier servicio que me proporcione. Autorizo cualquier información 
médica sobre mí a divulgar a la Administración de Financiamiento de Cuidado de la Salud y sus agentes toda la información necesaria para determinar estos 
beneficios o los beneficios pagaderos por servicios relacionados. 
 
Compania de Seguro 
Por la presente autorizo la divulgación de la información necesaria para presentar una reclamación ante mi compañía de seguros y asignar los beneficios 
que de otro modo se pagarían a mí al médico o al grupo indicado en la reclamación. 
 
Work Comp. 
Por la presente autorizo la liberación de la información necesaria para este servicio a mi trabajo comp. Compañía y / o mi empleador en el expediente. 
Entiendo que en el caso de que estos servicios se conviertan en no compensables, soy responsable de todos los servicios en su totalidad. 
 
Financial Policy  
Nos complace presentar su reclamo de seguro. Es nuestro mejor esfuerzo para verificar la cobertura y los beneficios antes de llegar a nuestra oficina. El 
pago es debido en el momento del servicio para cualquier co-pago aplicable, deducible de asesoramiento, coseguro y / o servicio no cubierto debido. 
Si hay alguna responsabilidad adicional del paciente después de la respuesta del seguro, esperaremos el pago de usted dentro de los 30 días de recibir la 
declaración. Si por alguna razón usted no puede cumplir con su obligación financiera en su totalidad, comuníquese con nuestro departamento de 
facturación / cobranza inmediatamente para discutir las opciones de pago. Si recibe una inyección conjunta o tratamiento de fractura hoy o en cualquier 
fecha futura de servicio, por favor tenga en cuenta que la Asociación Médica Americana clasifica estos cargos como procedimientos y puede aplicarse al 
deducible y usted será responsable del pago. No es infrecuente que las compañías de seguros envíen reclamaciones debido a una solicitud de información 
del asegurado con respecto a los detalles del accidente para solicitar el formulario de reclamación, la condición de estudiante u otra cobertura de seguro. Si 
su compañía de seguros solicita información de usted en referencia a nuestra reclamación, es su responsabilidad responder inmediatamente para liberar el 
pago. Si no responde a la solicitud de su compañía de seguros para obtener más información, le facturaremos por todos los cargos incurridos. 
Acepto las declaraciones mencionadas. Certifico que la información proporcionada en este formulario es verdadera y correcta. 
 

Printed Name:_________________________________________Signature_________________________________ 

Relationship to patient:__________________________________Date:____________________________________ 

Witness Signature:______________________________________Date:____________________________________  
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Assignment Of Benefits
The undersigned patient and/or responsible party, in addition to continuing personal responsibility, and in consideration of treatment rendered or to be rendered, assigns
and here now sets over an assignment with an undivided interest and claims and causes of action to the doctor/clinic/healthcare provider named above as relates to all
claims arising out of an accident which occurred on or about the

Cesión De Beneficios

1. RELEASE OF INFORMATION: You are authorized to release any information you deem appropriate concerning my physical condition to any insurance companies, attorneys, or adjusters, in
order to process any claim for reimbursement of charges incurred by me as a result of professional services rendered by you.

Date of Injury:

Payable To:________________________________________________________________________

El que suscribe paciente y / o responsable, además de continuar la responsabilidad personal, y teniendo en cuenta que el tratamiento prestados o que vayan a ser
prestados, y aquí le asigna ahora establece a través de una cesión de un derecho indiviso con los intereses y reivindicaciones y las causas de acción para el médico /
clínica / proveedor de servicios médicos nombrado arriba como se refiere a todas las reclamaciones derivadas de un accidente que se produjo en o sobre la

Street                                               City                                               State                                               County                                               Zip

3. DEMAND FOR PAYMENT: To any insurance company providing benefits or damages of any kind to me/us for treatment rendered by the doctor/clinic/healthcare
provider named above, you are hereby tendered demand to pay in full the bill for rendered by the doctor/clinic/healthcare provider named above within 60 days following
your receipt of such bill for services to the extent such bills are payable under the terms of my/our policy or benefits, or for damages or injuries caused by such entity or
individual. This demand specifically conforms with this State’s Insurance Code, providing for attorney fees, penalty, court, costs, and interest from judgment, upon
violation. As relates to payment by Insured/Defendant or his/her liability. insurance carrier and/or payment of my current policy, I hereby also direct and instruct same to
make out checks to me and the doctor/clinic/healthcare provider and mail it as follows:

2. IRREVOCABLE ASSIGNMENT OF RIGHTS & RIGHT OF SUBROGATION: You are assigned the exclusive, irrevocable right to any cause of action that exists in my favor against any insurance
company (including, but not limited to any liability insurance, any health insurance, uninsured /underinsured motorist insurance, personal injury protection insurance, medical benefits
insurance, and workers' compensation insurance), individual or entity, for benefits or damages to the extent of your bill for total services if such benefits are owed within the terms of the
policy, or damages caused by such individual or entity including' the exclusive, irrevocable right to receive payment for such services, make demand in my name for payment, and prosecute
and receive penalties, interest, court cost, or other legally compensable amounts owed by an insurance company, or individual or entity, in accordance with the common law, the Texas
Insurance Code or other applicable insurance or state statute. I hereby also subrogate my right against all such individuals, entities and insurance companies for benefits or damages to the
full extent of your bill for total services. You may take such actions as you deem necessary including the exclusive, irrevocable right to receive payment for such services, make demand in my
name for payment, and prosecute and receive penalties, interest, court cost, or other legally compensable amounts owed by an insurance company, or individual or entity, in accordance with
the common law, the Texas Insurance Code or other applicable insurance or state statute- I as the patient and/or responsible party, further agree to cooperate, provide information as needed,
and appear as needed, wherever to assist in the prosecution of such claims for benefits upon request.

and responsible parties, their insurance companies and any an all other entities with responsibilities arising therefore, and the following rights, power and authority:

Fecha De La Lesión:

Updated: 5/5/2008
Printed: 3/28/2014 3:00 PM
Source: 13 ASSIGNMENT OF BENEFITS

Date:
FECHA

y las partes responsables, a sus compañías de seguros y toda una todas las demás entidades con responsabilidades que se derivan, por tanto, y los siguientes derechos,
poder y autoridad:

El que suscribe paciente y / o responsable, además de continuar la responsabilidad personal, y teniendo en cuenta que el tratamiento prestados o que vayan a ser
prestados, y aquí le asigna ahora establece a través de una cesión de un derecho indiviso con los intereses y reivindicaciones y las causas de acción para el médico /
clínica / proveedor de servicios médicos nombrado arriba como se refiere a todas las reclamaciones derivadas de un accidente que se produjo en o sobre la

Relationship to Patient:
RELACIÓN CON EL PACIENTE

Witness signature:
TESTIGO FIRMA

Date:
FECHA

Printed Name:
IMPRESO NOMBRE

Signature:
FIRMA

2. IRREVOCABLE CESIÓN DE DERECHOS Y EL DERECHO DE SUBROGACIÓN: Usted se les asigna en exclusiva, irrevocable derecho a cualquier causa de acción que
existe en mi favor en contra de cualquier compañía de seguros (incluyendo, sin limitarse a ellas, seguro de responsabilidad civil, cualquier seguro de salud, sin seguro y
underinsured automovilista seguros, protección de lesiones personales de seguros, beneficios de seguro médico, y la indemnización de los trabajadores de seguros),
persona o entidad, por los beneficios o daños en la medida de su factura para el total de servicios si tales beneficios se adeudan dentro de los términos de la política, o
los daños causados por tal persona o entidad incluida 'la exclusiva, irrevocable derecho a recibir el pago por dichos servicios, hacer la demanda en mi nombre para el
pago, y enjuiciar y recibir sanciones, intereses, costos judiciales, u otros legalmente indemnizables las cantidades adeudadas por una compañía de seguros, o persona o
entidad, de conformidad con el derecho común, el Código de Seguros de Texas o de otro tipo de seguros o estatal. Por este medio también subrogate mi derecho en
contra de todas esas personas, entidades y compañías de seguros de beneficios o daños a la plena medida de su factura para el total de servicios. Usted puede tomar las
medidas que consideren necesarias incluyendo la exclusiva, irrevocable derecho a recibir el pago por dichos servicios, hacer la demanda en mi nombre para el pago, y
enjuiciar y recibir sanciones, intereses, costos judiciales, u otros legalmente indemnizables las cantidades adeudadas por un seguro empresa, o persona o entidad, de
conformidad con el derecho común, el Código de Seguros de Texas o de otro tipo de seguros o estatal-I como el paciente y / o responsable, además de acuerdo en
cooperar, facilitar información, según sea necesario, y aparecen como necesarios , Siempre que sea para ayudar en el procesamiento de tales solicitudes de prestaciones
que lo soliciten.

Pagadero a: __________________________________________________________________

1.LA LIBERACIÓN DE LA INFORMACIÓN: Usted está autorizado a liberar cualquier información que consideren apropiadas en relación con mi condición física para
cualquier compañías de seguros, abogados, tasadores o, con el fin de procesar cualquier solicitud de reembolso de gastos incurridos por mí como resultado de los
servicios profesionales prestados por usted .

Fecha De La Lesión:

3. DEMANDA DE PAGO: Para cualquier compañía de seguros de proporcionar beneficios o perjuicios de cualquier tipo que me / nos para el tratamiento prestados por el
médico / clínica / proveedor de servicios de salud mencionados anteriormente, se demanda una oferta para pagar en su totalidad el proyecto de ley para prestados por el
médico / clínica / proveedor de servicios de salud mencionados anteriormente dentro de los 60 días siguientes a su recepción de dicha factura por los servicios en la
medida en que las facturas se pagan en virtud de los términos de mi / nuestra política o beneficios, ni por daños o lesiones causadas por esa entidad o individuo. Esta
demanda se ajusta específicamente con este Estado del Código de Seguros, que prevé los honorarios del abogado, la pena, los tribunales, los costos y los intereses de
sentencia, a violación. En lo que respecta al pago de Asegurado / demandado o de su responsabilidad. de seguros y / o el pago de mi política actual, también tengo el
honor de dirigir e instruir mismo para hacer los controles a mi persona y el médico / clínica / proveedor de atención médica y enviarla por correo de la siguiente manera:

Calle                                              Ciudad                                               Estado                                               Condado                                               Zip

Updated: 5/5/2008
Printed: 3/28/2014 3:00 PM
Source: 13 ASSIGNMENT OF BENEFITS
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TEXAS ANESTHESIA BACK PAIN CENTER M.D,P.A.
Phone/Voice Mail/Fax: 877-433-4352 

2626 SOUTH LOOP WEST SUITE # 600, HOUSTON TX 77054 
MAILING ADDRESS: P.O. BOX 271622, HOUSTON TX 77277-1622 

Office Ph.: 713-663-7246 Fax: 877-443-4352 Email: backpain@bww.com 
 

 

 

AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION 
Patient: 
      _____  _______    _____________ 
Name of Patient/Previous Names          Birth Date/Medical Record Number 
____________________________________  ___________________________________________ 
Street Address      City, State, Zip 

Authorizes:      Release Of Protected Health Information To:   

____________________________________  ________________________________ 
Name of Health Care Provider/Plan/Other    Name of Health Care Provider/Plan/Other  

____________________________________  _________________________________________ 
Street Address      Street Address 

____________________________________  _________________________________________ 
City, State, Zip Code      City, State, Zip Code 
 
Information To Be Released: 
___  Medical History, Examination, Reports  ___  Surgical Reports   ___  Immunizations 
___  Treatment or Tests    ___  Hospital Records Including Reports ___  X-ray Reports 
___  Allergy Records     ___  Laboratory Reports   ___  Prescriptions 
___  Consultations ___  Entire Record 
___  Other (Specify): _____________________________________________________________________________________________ 

 
Purpose For Need Of Disclosure:  (Check applicable categories) 
___  Further Medical Care    ___  Legal Investigation or Action  ___  Personal 
___  Insurance Eligiblity/Benefits   ___  Changing Physicians 
___  Other (Specify):  ________________________________________________________________________________________________ 
 
I understand that if the person(s) and/or organization(s) listed above are not health care providers, health plans or health care clearinghouses, who must follow the 

federal privacy standards, the health information disclosed as a result of this authorization may no longer be protected by the federal privacy standards and my health 

information may be redisclosed without obtaining my authorization. 

Your Rights With Respect To This Authorization: 
 
Right to Inspect or Copy the Health Information to Be Used or Disclosed - I understand that I have the right to inspect or copy the health information I have 
authorized to be used or disclosed by this authorization form.  I may arrange to inspect my health information or obtain copies of my health information by 
contacting     .  Right to Receive Copy of This Authorization - I understand that if I agree to sign this authorization, which I am 
not required to do, I must be provided with a signed copy of the form.  Right to Refuse to Sign This Authorization - I understand that I am under no obligation to 
sign this form and that the person(s) and/or organization(s) listed above who I am authorizing to use and/or disclose my information may not condition treatment, 
payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this authorization.  Right to Withdraw This Authorization - I 
understand written notification is necessary to cancel this authorization.  To obtain information on how to withdraw my authorization or to receive a copy of my 
withdrawal, I may contact:     .  I am aware that my withdrawal will not be effective as to uses and/or disclosures 
of my health information that the person(s) and or organization(s) listed above have already made in reference to this authorization. 
 

Expiration Date:   This authorization is good until the following date(s)    or for one year from the date signed.  
 
I have had an opportunity to review and understand the content of this authorization form.  By signing this authorization, I am confirming that it accurately reflects 
my wishes. 

Signature Of Patient or Legal Representative: _____________________________________Date:                  
            (If signed by other than patient, state relationship and authority to do so.) 

 
Witness:  _________________________________  
 

 Sent via Fax – Date _____________________   Sent via USPS mail – Date _______________________ 
Initial Request Date: ____________     Second Request Date: ________________ Third Request Date:______________
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Printed Name:
IMPRESO NOMBRE

Signature:
FIRMA

4. PARA TODAS LAS FORMAS DE SEGUROS / DOCUMENTOS REQUERIDOS POR LOS
PACIENTES HAY UN CARGO POR SERVICIO DE $10.00 Y POR FAVOR PERMITAN AL MENOS
72 HORAS ANTES DE QUE SU SOLICITUD SEA PROCESADA.

3. NO DAN LUGAR A MENOS QUE SEA UNA EMERGENCIA Y POR FAVOR UN MÁXIMO DE 24
HORAS ANTES DE QUE PODAMOS REGRESAR A SU LLAMADA.

7. FOR RELEASE OF MEDICAL RECORDS TO ANYBODY THERE WILL BE A FEE OF $35.00 -
$75.00 WHICH HAS TO BE PAID BY THE CONCERNED PARTY IN ADVANCE.

1. POR FAVOR NO LLAMAR A LA PRESCRIPCIÓN PARA LOS REPUESTOS. ES IMPORTANTE
QUE EL MÉDICO VE AL PACIENTE ANTES DE QUE ÉL ESCRIBE CUALQUIER
PRESCRIPCIONES.

2. EL MÉDICO VE LOS PACIENTES UNA VEZ AL MES POR LAS RECETAS EN UNA BASE
REGULAR.

3. DO NOT CALL UNLESS IT IS AN EMERGENCY AND PLEASE ALLOW 24 HRS BEFORE WE
CAN RETURN YOUR CALL.

6. FOR CASH PATIENTS INTIAL CONSULTATION COSTS $250.00 AND EVERY FOLLOW UP
COSTS $100.00.

1. PLEASE DO NOT CALL IN FOR THE PRESCRIPTION REFILLS. IT IS IMPORTANT THAT THE
DOCTOR SEES THE PATIENT BEFORE HE WRITES ANY PRESCRIPTIONS.

5. ALL ATTORNEY CASES IT IS COMPULSORY FOR THE PATIENT TO PRESENT AN L.O.P
FROM YOUR ATTORNEY AT THE TIME OF INITIAL CONSULTATION IN THE NAME OF
DR.AJAY.K.AGGARWAL, M.D, PA.

4. FOR ALL INSURANCE FORMS/DOCUMENTS REQUIRED BY THE PATIENTS THERE IS A
SERVICE CHARGE OF $10.00 AND PLEASE ALLOW ATLEAST 72 HRS BEFORE YOUR
REQUEST IS PROCESSED.

2. THE DOCTOR SEES PATIENTS ONCE A MONTH FOR PRESCRIPTIONS ON A REGULAR
BASIS.

NEW PATIENT INFORMATION

NUEVA INFORMACIÓN DEL PACIENTE

5. ABOGADO TODOS LOS CASOS, ES OBLIGATORIO PARA EL PACIENTE QUE PRESENTE
UN LOP DE SU ABOGADO EN EL MOMENTO DE LA CONSULTA INICIAL EN EL NOMBRE DE
DR.AJAY.K.AGGARWAL, MD, PA.

6. EFECTIVO PARA PACIENTES CONSULTA INICIAL CUESTA $250.00 Y CADA SEGUIMIENTO
CUESTA $100.00.

7. PARA EL DESPACHO DE LOS EXPEDIENTES MÉDICOS A NADIE HABRÁ UNA TASA DE
$35.00 - $70.00 QUE TIENE QUE SER PAGADO POR LA PARTE INTERESADA CON
ANTELACIÓN.
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