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INFORMATION ABOUT THE PATIENT
Last Name First Name M.I. Sex (X appropriate box) Date of Birth
 M  F
Address – number and street City State Zip



Home Phone Number Secondary Phone Number Social Security Number



Employer Occupation



Employer Address City State Zip



Business Phone Number Status (X appropriate box)
 Married  Single  Divorced  Widow/Widower
Spouse’s Last Name First Name M.I. Date of Birth Social Security Number



Spouse’s Employer



Spouse’s Employer Address City State Zip



Spouse’s Business Phone Number



Person to Contact in Case of Emergency (not in same house) Phone



Address City State Zip
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MEDICAL INFORMATION ABOUT THE PATIENT
Date of Injury or Onset of Symptoms How did injury occur?
 Auto Accident  On The Job  Other _________
Main Complaint Other Complaints?


Describe how injury occurred


Which Doctor referred you to us? Address City State Zip Phone


Who is your Family Physician? Address City State Zip Phone


Do you have an attorney involved in this case? If yes, whom? Phone
 Yes  No
Address City State Zip



INFORMATION ABOUT YOUR HEALTH INSURANCE
Primary Insurance Carrier (insurance company name)


Insured’s Name Insured’s Social Security Number Date of Birth


Insurance Company’s Address City State Zip


Insurance Company’s Phone If Group coverage, name of Employer


Policy Number Group Number Patient’s relationship to person covered by insurance


Supplementary Insurance Carrier (insurance company) Policy Number Group Number


Insured’s Name Insured’s Social Security Number Date of Birth


Insurance Company’s Address City State Zip


Insurance Company’s Phone If Group coverage, name of Employer Patient’s relationship to insured
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WORKER’S COMPENSATION PATIENTS (Please answer all questions completely.) 
Who is your “Treating Physician”? Phone Number 


Address City State Zip 


TWCC# 


Carrier’s Claim # 


Adjuster 


Date of Injury Insured Area 


Employer (at time of injury) 


Employer Address City State Zip Phone 


Carrier 


Carrier Address City State Zip Phone 
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Gordon Spine and Brain Associates
 Consent to Treatment
I voluntarily consent to receive medical and healthcare services provided by Gordon Spine and Brain Associates (GSBA), including doctors, assistants, and other healthcare providers, as my physician deems necessary.  I understand that such services may include diagnostic procedures, examinations, and treatment.  I acknowledge that no warranty or guarantee has been made to me as to result or cure.

I understand that this consent to treatment will be valid and remain in effect as long as I am in the care of GSBA, unless revoked by me in writing.

I hereby give GSBA permission to send a copy of my medical records to my referring physicians, Worker’s Compensation carrier, other authorized insurance companies, and/or attorney.  I further authorize them to file on my insurance and receive payment for services rendered.   I authorize any such insurance company and/or attorney of mine to pay GSBA directly for any bill incurred by me with GSBA and further authorize such insurance company and/or attorney to make such payments solely to GSBA.  I understand that this authorization in no way releases me from primary responsibility for the payment of my bill unless I am a patient receiving benefits under the Texas Compensation Act.




Signature: _______________________________________________ Date: _____________________________________ 
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