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SPINE CARE AND REHABILITATION, INC.
CASEY K. LEE, MD / KENNETH J. KOPACZ, MD / CHRISTOPHER M. ZARRO, MD

NAME (LAST/FIRST): ( M ( )F AGE:
DOB:___ / /  SOCIALSECURITY#  /  /  DRIVER’S LICENSE#

ADDRESS: APT# CITY: STATE: ZIP:

HOME PH# CELL# SINGLE___MARRIED____ DIVORCED ___ WIDOWED
EMPLOYER: PH# OCCUPATION:

ADDRESS: CITY STATE: ZIP
SPOUSE/PARENT: SOCIAL SECURITY# I DOB:___ [/ /
EMPLOYER: PH# OCCUPATION:

PRIMARY CARE PHYSICIAN: PH#

ADDRESS: CITY: STATE: ZIP:

PERSON TO NOTIFY IN EMERGENCY(OTHER THAN SPOUSE/PARENT):

RELATIONSHIP: PH#:

PLEASE COMPLETE THE FOLLOWING FOR HEALTH INSURANCE ONLY

PRIMARY INSURANCE INFORMATION SECONDARY INSURANCE INFORMATION
CARRIER NAME: CARRIER NAME:
ID# GROUP# ID# GROUP#
SUBSCRIBER: DOB: SUBSCRIBER: DOB:

PLEASE COMPLETE THE FOLLOWING FOR AUTOMOBILE ACCIDENT/WORKERS COMPENSATION INJURIES

( ) AUTO ACCIDENT () WORKERS COMPENSATION
CARRIER NAME: CLAIM#: DATEOFINJURY: /[
ADDRESS: CITY: STATE: ZIP:
ADJUSTERS NAME: PH#
REFERRAL SOURCE
REFERRED BY: PH#
ADDRESS: CITY: STATE: Z1pP

[ WOULD LIKE MY REFERRING PHYSICIAN TO RECEIVE A REPORT FROM TODAY’S VISIT  ( )YES ( )NO

I authorize Spine Care and Rehabilitation Inc. to release any information necessary to expedite insurance claims. I understand
that I am responsible for all charges, regardless of insurance coverage.

PATIENT/PARENT SIGNATURE DATE: / /





