Oklahoma Interventional Pain Management

Jack E. Marshall, M.D. Scott A. Mitchell, D.O.

3601 N.W. 138th St., Suite 200
Oklahoma City, OK 73134
(405) 775-9355  Fax (405) 775-9356

NEW PATIENT INFORMATION

(Please print = Fill in the blanks)

PATIENT'S LEGAL NAME: LAST MIDDLE INIIAL BIRTH DATE
SOCIAL SECURITY MARITAL STATUS
0 Single O Mamied 3 Widowed Q) Divorced O Seperated
PATIENT'S ADDRESS
CITY STATE: ZIP CODE REFERRING PHYSICIAN REFERRING PHYSICIAN ADDRESS
HOME PHONE WORK PHONE: CELL PHONE

{ ( )

INSURANCE INFORMATION

( )

Are You 0 Employed

0O Unemployed O Retired O Student

Q Disabled

- We will need a copy of the Insurance Card in order to file a claim.

Name of the Primary Insurance Carrier

Name of the person who carries the Insurance Policy

Relationship to Patient

Carriers DOB Carriers SS#
Carriers Employer
Secondary Insurance
Carrier Name Relationship to Patient
Not
Applicable QO  Carriers DOB Carriers SS#

Carriers Employer

EMPLOYMENT INFORMATION

N/A Q Patients Employer Ph#
N/A Q Insured Employer Ph#

If the patient is 3 minor, please list both parents names and employer.

Mother Employer Ph#
N/A Q Father Employer Ph#

NEXT-OF-KIN INFORMATION

NEAREST RELATIVE (OR FRIEND, NON-SPOUSE) NOT LIVING WITH YOU:

HOME PHONE

RELATIONSHIP TO THE PATIENT

WHO REFERRED YOU TO OUR OFFICE

O  Adjustor O Anorney O Billboard 3 Case Manager O Doctor
O Insurance Co. O Magazine O Neighbor

O Employer Q Family O Friend

O Hospital
J Newspaper O Phone Book O Physical Therapist O Radio

THIRD PARTY BILLING

Is Your Injury Work Related?

O Yes a No
Is This Injury Due To An Accident? D Yes Q wNe
If Your Injury Is MVA Related, Have You Obtained an Accident Report? O Yes O nNo

| hereby authorize my insurance benefits to be paid directly to the facility and the physician and I am financially responsible for
non-covered services. | also authorize the physician to release my information in the processing of any insurance claims.

SIGNATURE

DATE




