Holy Cross Pain Management

	Name:
	Primary Insurance:

ID#                               Group#

Policy holder’s Name:

	Street:

City:                                   State:         Zip:
	Secondary Insurance:

ID#                               Group#

Policy holder’s Name:

	Date of Birth: 
	SS#:
	Worker’s Compensation:

	Day Phone:
	Claim#:                                
	Date of Injury:

	Night Phone:
	Contact Name:

	Email:
	Contact Phone:

	Emergency Contact:

Phone: 
	Billing Address:
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Date:


Sign:




Date:

This form is to be signed at each visit

Co-pay $





By signing this form, I acknowledge the following:


I understand that this pain clinic is located in a Hospital setting and I will receive two separate charges, one from Holy Cross Pain Management(HCAA) for the Physician charge and one from Holy Cross Hospital for the facility charge.  I acknowledge that all .the above information is correct.  If the above information is inaccurate and my insurance denies my claim due to incorrect information, I assume full financial responsibility for the cost of my visit.  I understand that any patient balance owed is expected to be paid, in-full, or payment arrangements made, on or before my next appointment.  I understand that unsatisfied patient balances may result in not being seen for future appointments. 


Finally, I have been informed that a $50 cancellation fee will be charged for any appointment cancelled after 3:00pm the day prior to a scheduled appointment or for multiple cancellations.
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