Advanced Pain Management Center
[   ]  9029 S. Pecos, Suite 2800, Henderson, NV 89074
                       Ph#: (702) 739-8323                  

[   ]  6655 W Sahara Ave, Ste D-100 • Las Vegas  NV 89146                      Fax: (702) 739-8605

[   ] 2440 Professional Ct, Ste 150 • Las Vegas  NV 89128                  
                       
PATIENT REGISTRATION

Welcome to our office.  We are committed to providing the best, most comprehensive care possible.  We encourage you to ask questions. P lease assist us by providing the following information.  All information is confidential and is released only with your consent.  Please fill in ALL the blanks below the line.
	Patient Name (Last, First, MI)                                           Social Security Number                          Today’s Date



	Home Address                                    City                                  State                                               Zip



	Date of Birth                                       Sex:                                   Marital Status:
                                                         M       F                  Single     Married     Widowed     Divorced     Separated 



	Home Number                                             Cell Number                                          Work Number


	Primary Language                                        Race                                                         Ethnicity                                                    



	Referring Doctor                                                                        Primary Care Physician (if different than referring doctor)



	FINANCIAL INFORMATION

	Primary Insurance                         Address                                            City                                   State                     Zip



	Subscriber’s Name                                        Subscriber’s Date of Birth                                      Subscriber’s SSN:



	Insurance ID #:                                             Group Number:                                             Effective Date: 



	Secondary Insurance                                                                      Claim Address



	Subscriber’s Name                                         Subscriber’s Date of Birth                                      Subscriber’s SSN:



	Insurance ID #:                                Group Number:                                             Effective Date: 




	NOTIFY IN CASE OF EMERGENCY

	Name                                                                                    Relationship



	Address                                             City                                     State                                             Zip



	Home Number                                          Cell Number                                              Work Number 




	EMPLOYMENT INFORMATION

	Employer’s Name                                                                                             Employer’s Telephone Number



	Employer’s Address                          City                                   State                                               Zip



	Are you employed (circle one):
Active Duty           Full Time          Part Time          Retired          Self          Not Employed



	LIEN INFORMATION

Is this an attorney lien? Yes ______  No _______

If yes,  Attorney’s name: ________________________________________________

            Attorney’s address: ______________________________________________

                                            ______________________________________________

            Attorney’s phone number:_____________________________
            Attorney’s fax number:_______________________________
            Date of Injury: _________________________________


	WORKERS’ COMPENSATION INFORMATION

	Date of Original Injury:                                                        Adjuster’s Name: 



	Workers’ Compensation Carrier Name                                Address




	PHARMACY INFORMATION

	Name of Pharmacy:                                                               Phone #:



	Address:



	



The attached information is complete and correct. I hereby authorize release of information necessary to file a claim with my insurance company and I assign benefits otherwise payable to me to the doctor or group indicated on the claim. All professional services rendered are charged to the patient. The patient is responsible for all fees, regardless of insurance coverage, in the event of collection proceedings due to lack of payment on my part. I agree to pay any and all collection fees that may be added to my account in order to recover monies due to the doctor. 

I am aware that I am responsible to make all of my appointments in a timely manner. Failure to do so, could result in running out of medication. Dr. Sharma is not responsible for patients missing appointments or not scheduling their appointments.

A copy of the signature is as valid as the original.

PATIENT SIGNATURE







DATE







