
CONFIDENTIAL PATIENT INFORMATION 577 E. Elder Street, Suite E, Fallbrook, CA 92028 / ph (760) 728-8999 / fax (760) 728-0821

Name:  First    Middle    Last

If patient is a minor, name of parents/legal guardian:

Address     City    State       Zip

Home Phone                                 Cell Ph.                                     E-Mail

Date of Birth: _____/_____/_____     Sex:   ÇMale   ÇFemale     SSN

Marital Status:  ÇSingle    ÇMarried    ÇWidowed    ÇDivorced     ÇSeparated

Occupation    Employer     Phone

Employer Address

How did you hear about our ofýce?

INSURANCE INFORMATION

Name of Insured     Relationship   Date of Birth 

Insurance Company         Phone

Address

Insuredôs ID #      Group/Plan    Policy #

Person Responsible for this account (if other than patient)     Relationship

Address           Phone

AUTHORIZATION AND RELEASE

I authorize the relase of any information, including the diagnosis and the records of any treatment of examination rendered 
to me or my child during the period of such are to a third party payor and/or other health practioners.

I authorize and request my insurance company to pay directly to the doctor or the doctorôs group, insurance beneýts othersie 
payable to me, regarding services performed in this clinic.

I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment 
of all servies rendered on my behalf or my dependents.

I certify that the above information is complete and accurate.  If the health plan information is not accurate, or if I am not 
eligible to receive a health care beneýt through this provider, I understand that I am liable for all charges for services ren-
dered and I agree to notify this ofýce immediately whenever I have changes in my health condition or health plan coverage 
in the future.

Patient Signature (Parent if Minor)     Date

PLEASE PRINT

Fallbrook Spine Center / Fallbrook Healing Arts










