Date of Call:  ____________                                 FLORIDA SPINE INSTITUTE                             Chart#: __________________________

                    Sched by: ________________________




                         NEW PATIENT INTAKE                                     Last seen dt: __________ by ________

( Initial Evaluation (New PT)       (  EX/PT Re-verify          ( Extended Follow-Up              (New Insurance              (ACSP/ICSP

Appt Date:  ____________                                          Time:  ______________                                         Arrival Time:  _________________

Appt Dr:       KB
      CB
    JD
 LF
NG
AH
JJ
RK
JM
FT
SW            1ST  AVAIL
Person Calling: _____________________________          FORMCHECKBOX 
Male         FORMCHECKBOX 
Female        Maiden Name: _______________________________
Patient:   ____________________________________________________________________                DOB: _________________________  

                      Last                                                              First                                        M                          SS#:  _________________________

Address:____________________________________________________________________        Hm/Work :  ________________________
____________________________________________________________________________                    Cell: ________________________                                                 
City   ____________________________     State  _______     Zip _________  Email: ___________________________​​​​__________________   

Requested Physician:
KB
CB
JD
LF
NG
AH
JJ
RK
JM
FT
SW

Reason for Referral: _________________________________________________________________________________________________
Is the problem:   (Job related     (Accident Related,   DOA: ____________________________________________________       ( Neither   
HEALTH INSURANCE                                                     

PRIMARY:
____________________________________   Ins. ID#:     _____________________________        Group ID #_________________
Provider phone #:   ____________________________________________________________________________

Policy Holder: _______________________________________________________________              DOB: __________________________
                             Last
                                                First
                                       Middle

Relationship: _____________________     
SS#:  _______-_____-________   HMO  FORMCHECKBOX 
      PPO  FORMCHECKBOX 
        EPO  FORMCHECKBOX 
      Unsure FORMCHECKBOX 

Does your plan require RFERRAL?       FORMCHECKBOX 
 YES    FORMCHECKBOX 
   NO   (If yes, your are responsible to bring in referral)
2nd  Ins:
____________________________________     Ins. ID#:   ________________________        Group ID #_________________

Provider phone #:   ___________________________________________________________________________

Policy Holder: ___________________________________________________________              DOB : ______________________________

                             Last
                                                         First
                  Middle

Relationship: _____________________                    SS#:  _______-_____-________      HMO  FORMCHECKBOX 

    PPO  FORMCHECKBOX 
   EPO  FORMCHECKBOX 
     Unsure FORMCHECKBOX 
 
Does your plan require RFERRAL?       FORMCHECKBOX 
 YES    FORMCHECKBOX 
   NO   (If yes, your are responsible to bring in referral)
PIP INSURANCE                                                 

Claim # _____________________________________       Carrier: _________________________________________________

Adjuster Name: ______________________________         Adjuster Phone# _________________________________________

Was patient consulted in hospital?    ( Y      ( N  

 If    “YES”     advise patient to obtain  “ALL”  hospital records / imaging for their appt.
Previous Pain Management?   FORMCHECKBOX 
Y   FORMCHECKBOX 
 N    If yes, physician name:  _____________________________________________________

POP UP EMR   FORMCHECKBOX 
Y    FORMCHECKBOX 
N

Comments:_____________________________________________________________________________________________________
_______________________________________________________________________________________________________________

Diagnostic Clinic Patient?   FORMCHECKBOX 
Y      FORMCHECKBOX 
N 

Wheelchair Bound:          FORMCHECKBOX 
Y      FORMCHECKBOX 
N 

IMAGING:  Bring In ?                 



            Bring In ?    

X-rays
       Y
  N        Imaging Facility: __________________   CT                 Y      N       Imaging Facility: __________________  

MRI             Y      N         Imaging Facility: __________________   Myleogram   Y      N      Imaging Facility: __________________
                                                                       

PCP:  _______________________________   (If NEW Referral source, email to Fonda)      Referral Source: __________________

Phone#:  ______________​​_______   Fax#:  __________________   UPIN:  _________________      NPI:    _____________________  

Address:______________________________________________________________________________________________________





       City
    
                   State                          Zip Code
  MEDICARE   SECONDARY    INSURANCE   QUESTIONAIRE                                CHART#:  _________________               
(IF MEDICARE PATIENT FILL OUT BELOW OF THIS SHEET)

1. Are you receiving Black Lung (BL) Benefits?




 FORMCHECKBOX 
   YES
 FORMCHECKBOX 
  NO


  Date Black Lung benefits began: ____________________

    BL is primary payer only for claims related to BL. 



                FORMCHECKBOX 
   YES
 FORMCHECKBOX 
  NO

2. Are the services to be paid by a government program such as a research grant?                   FORMCHECKBOX 
   YES     
 FORMCHECKBOX 
  NO 

    Government RESEARCH PROGRAM WILL PAY PRIMARY BENEFITS FOR THESE SERVICES:

  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Has the Department of Veterans Affairs (DVA) authorized and agreed to pay for care at this facility:         FORMCHECKBOX 
   YES      
 FORMCHECKBOX 
  NO


 DVA is PRIMARY FOR THESE SERVICES

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4.  Was the illness/injury due to a work related accident/condition?

 FORMCHECKBOX 
   YES
 FORMCHECKBOX 
  NO


  Date of injury: ______________________________

     Name and Address of WC Plan? 

     __________________________________________

     __________________________________________

     __________________________________________

WC  is Primary payer only for claims for work-related injuries or illness?               FORMCHECKBOX 
   YES
               FORMCHECKBOX 
  NO

