THE PAIN [NTERVENTION CENTER

Patrick H. Waring, M.D., LLC

NAME: (MR. Ms. MRs.) JR. SR.)
LAST FIRST MIDDLE

SOCIAL SECURITY # DATE OF AGE

MARITAL STATUS: SINGLE / MARRIED GENDER. M/ F

STREET ADDRESS CITY STATE/ZIP

CELL PHONE# HOME PHONE# WORK PHONE#

EMAIL ADDRESS

EMERGENCY PRIMARY CONTACT & PHONE

EMERGENCY SECONDARY CONTACT & PHONE

THE FOLLOWING INFORMATION MUST BE COMPLETED FOR FEDERAL
GUIDELINES

RACE: ETHNICITY: LANGUAGE:
HisPANIC / NON-HISPANIC ENGLISH/ SPANISH/ITALIAN, ETC.
REFERRING PHYSICIAN: PRIMARY CARE PHYSICIAN:

PREFERRED PHARMACY FOR PRESCRIPTIONS:

NAME LOCATION PHONE /FAX

DRUG ALLERGIES:

DO YOU USE TOBACCO PRODUCTS!: CURRENT/ FORMER/ NEVER

WHAT TYPE OF TOBACCO USE? How LONG?
WHEN DID YOU STOP?

HAVE YOU RETAINED AN ATTORNEY? YES/NO

ATTORNEY NAME: PHONE #

| UNDERSTAND THAT IF | HAVE RETAINED AN ATTORNEY FOR MY INJURY/ACCIDENT THAT
THE ATTORNEY WILL BE RESPONSIBLE FOR PAYMENT AND NECESSARY PROCEDURES. THE
INSURANCE COMPANIES ARE NOW DEFERRING PAYMENT TO THE RESPONSIBLE THIRD
PARTY.

PATIENT SIGNATURE: DATE:

701 Metairie Road, Unit 2A, Suite 310 Metairie, LA 70005 (504) 455-2225 www.PainInterventionCenter.com



