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Patient Information sheet

PA-C

Name

Last First Middle initial

Date of Birth / / Gender: Male Female
mo day year

Social Security #
Address

Street/PO Box

City State ZIP_

Telephone #: Home ( ) - Work ( )

e-mail:

Person to contact in case of emergency

Relation to you Phone #(___) .

Spouse

SpouseOs SSN - . SpouseDOB  /  /

mo day
Spouse Employer Phone ( _)

year

Address

Primary Insurance Co.

Policy# Effective Date / /

mo day year

Secondary Insurance Co.
Policy# Effective Date / /

mo day year

Employer (or parent if patient is a minQr)
Employer's address (or parent).

Street/PO Box

City
Employer's Phone # (or parent) ( )

State

ZIR

Medical Information

Who is your family doctor?

Who referred you to Neurosurgical Solutions?
Describe in your own words the problems that led to your referral taus

If you were in an accident, please glate of Accident / /
Person to contact for verification (Phone .

Please present your insurance card at the window when you have completed this form and sign below.
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+% Neurosurgical Solutions

145 Kimel Park Drive, Suite 220 Winston-Salem, NC 27103
Phone: 336-794-0057 FAX: 336-794-0501

Mark A. Lyerly, MD

Diplomate of the American Board of Neurological Surgeons

Authorization to Pay Benefits to Physician:

| herebyauthorizepaymentdirectly to the undersignef
the surgical and/or medical benefits, if any, otherwise|
payableto me for its servicesasdescribedbelow if notto
exceedthe reasonableand customarychargefor those
services.

Jeffrey  B. Martin, PA-C

Signed (patient, or parent if Minor)

Authorization to Release Information:

| hereby authorizethe undersignedphysician/Groupto
releaseany information acquiredin the courseof my
examinationor treatmentto specific insurancecarriers,
third party payorsor othersinvolved in processingand
collection of this claim.

Signed (patient, or parent if Minor)
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