
 
PLEASE COMPLETE ALL ENTRIES 

 

PATIENT NAME: _____________________________________   ADDRESS: _____________________________________________ 

HOME PHONE: ___________________CELL PHONE: _____________________ CITY, STATE: _______________ ZIP:  ___________ 

DATE OF BIRTH: _________________   PATIENT SSN: _____________________   SEX: _______   MARITAL STATUS: _____________ 

RACE: ______________       PRIMARY LANGUAGE: ________________            ETHINCTY:       Hispanic/Latino              Not Hispanic/Latino 

PATIENT EMPLOYER: _______________________________ OCCUPATION: _________________________ 

PRIMARY DOCTOR: ____________________________    PHONE #: ________________________________ 

SPOUSE NAME:   ______________________________   PHONE: __________________       DATE OF BIRTH: ___________________ 

EMAIL ADDRESS: ____________________________________________________________________________ 

PHARMACY NAME: ________________________CITY/STATE: _________________________ PHONE #: _____________________ 

                                                                INSURANCE INFORMATION 

 

PRIMARY INSURANCE NAME: ________________________________________________ 

SUBSCRIBERS NAME:   _______________________________    DOB: _____________     SELF       SPOUSE       PARENT    GUARDIAN 

ID#   ______________________________________               GROUP# _______________________ SS#: _______________________ 

SECONDARY INSURANCE NAME: _____________________________________________ 

SUBSCRIBERS NAME:   _______________________________   DOB: ____________        SELF      SPOUSE     PARENT  GUARDIAN 

ID# _______________________________________                GROUP# _______________________ SS#: ______________________ 

                                               IN CASE OF EMERGENCY 

NAME: _____________________________________________ PHONE NUMBER:   _____________________________________ 

RELATIONSHIP TO PATIENT:    _____________________________ 

 

Please list any additional person(s) that we may release information to: 

___________________________________ _________________________________ __________________________________ 

CONSENT FOR EPRESCIBE PROGRAM 

BY SIGNING THIS CONSENT FORM, YOU ARE AGREEING THAT YOUR PROVIDER AT PETERSEN NEUROSPINE. LLC. MAY REQUEST AND USE YOUR PRESCRIPTION 

MEDICATION HISTORY FROM OTHER HEATHCARE PROVIDERS AND OR THIRD-PARTY PHARMACY BENEFIT PAYORS FOR TREATMENT PURPOSES. 

ASSIGNMENT AND RELEASE 

I HERBY AUTHORIZE MY INSURANCE BENEFITS BE PAID DIRECTLY TO THE PHYSICIAN AND I AM FINANCIALLY RESPOSIBLE FOR NON-COVERED SERVICES. I ALSO AUTHORIZE 

THE PHYSICIAN TO RELEASE ANY INFORMATION REQUIRED IN THE PROCESSING OF THIS CLAIM AND ALL FUTURE CLAIMS. IF MY ACCOUNT IS SENT TO COLLECTION 

AGENCY, I AGREE TO PAY ALL COLLECTION AND ATTORNEY FEES. 

SIGNATURE: ___________________________________________ DATE: _____________________ 



THE BELOW CONSENT IS FOR X-RAY SERVICES RECOMMEND BY PETERSEN NEUROSPINE, PLLC. 
 

Clark & Hirsch Neurosurgery & Spine 
WE APPRECIATE THE OPPORTUNITY OF SERVING YOU 

 
CONSENT FOR TREATMENT: I, undersigned, consent to the care and treatment by the attending 
physicians, associates, or assistants of Clark & Hirsch Neurosurgery & Spine, PC. 
 
 
Patient:  ___________________________________________              Date _______________________ 
 
Person other than patient/relationship _____________________________________________________ 
 
ASSIGNMENT OF BENEFITS AND GUARANTEE OF ACCOUNT: In Consideration of all services and supplies 
provided by Clark & Hirsch Neurosurgery & Spine, PC I understand and agree that I have full 
responsibility to pay Clark & Hirsch Neurosurgery & Spine, PC and understand the charges not covered 
by my insurance remain my responsibility and assign insurance benefits to Clark & Hirsch Neurosurgery 
& Spine, PC. I accept full financial responsibility for the immediate payment of any charges not covered 
by my insurance. I accept the fees charged as a legal and lawful debt and agree to pay said fee. I agree to 
reimburse Clark & Hirsch Neurosurgery & Spine, PC to fees of any collection agency, which may be 
based on percentage at a maximum of 33% of the debt, and all costs and expenses, including reasonable 
attorney’s fees, we incur in such collection efforts. I agree for Clark & Hirsch Neurosurgery & Spine, PC 
to coordinate my care, service my account or to collect monies I may owe, Clark & Hirsch Neurosurgery 
& Spine, PC and or their agents may contact me by telephone at any telephone number associated with 
my account, including my wireless telephone numbers, which could result in charges. Clark & Hirsch 
Neurosurgery & Spine, PC may also contact me by sending text messages or emails, using any email 
address I provide. Methods of contacting may include prerecorded or artificial voice messages and or 
use automatic dialing devices, as applicable. 
 
Notice of Privacy Practices Receipt: I have received the Notice of Privacy Practices provided by Clark & 
Hirsch Neurosurgery & Spine, PC. 
 
 
 
Patient Signature ______________________________________________________________________ 
 
Person other than patient/relationship _____________________________________________________ 
 











APPOINTMENT CANCELLATION/NO SHOW POLICY 

Thank you for trus.ng Petersen Neurospine, PLLC for your specialty care. When you schedule 

with us, we set our appointments so that each pa.ent receives the appropriate amount of .me 

to be seen by our physician and staff. Therefore, it is impera.ve that you keep your scheduled 

appointment and arrive on .me. 

As a courtesy, and to assist with a helpful reminder to pa.ents, Petersen Neurospine, PLLC 

sends email reminders of your scheduled appointment. When .me allows, reminder calls are 

done as a courtesy as well. If you are unable to make your scheduled appointment, please 

contact our office so that we may reschedule you and accommodate those pa.ents who are 

wai.ng to schedule with the physician. 

Therefore, Petersen Neurospine, PLLC has implemented the following policy: 

• EFFECTIVE FEBRUARY 1, 2022, new AND established pa.ents who fail to cancel or 

reschedule their appointment with at least a 24-hour no.ce, will be assessed a $50 “no 

show charge” to your account. 

• This “no show charge” is not reimbursable by your insurance company. You will be billed 

directly. 

Our office understands that unforeseen circumstances occur, and you may not be able to keep 

your scheduled appointment with our office. If this does occur, please contact our office, and 

speak with the Office Manager as those issues will be handled separately. 

You may contact Petersen Neurospine, PLLC 24 hours a day, 7 days a week by calling 

251-607-6117. If it is outside of our business hours of Monday-Thursday 8:00 am to 5:00pm and 

Friday 8:00am to 12:00pm, please leave a message. Messages leU are acceptable no.fica.ons 

of the need to cancel your appointment.  

I have read and understand the “appointment cancella.on/no show policy” for Petersen 

Neurospine, PLLC. I understand that I must no.fy Petersen Neurospine, PLLC within 24 hours of 

my scheduled appointment to cancel or reschedule, or I will be billed a $50 no-show charge 

directly, as my insurance company will not reimburse this charge. 

Sign: ________________________________________ Date: _________________________ 

Pa.ent Name: ________________________________________ 




