
CONSULTANTS IN PAIN MANAGEMENT 

Patient Registration Date: 

Patient Name: _____________________________________ DOB: ____________ Social Security: _________________ 

Address:  _________________________________________ City: ______________________ State: _____ Zip: ______ 

Phone: (Home) ________________ (Cell) ______________  Email: __________________________________________ 

Female _____ Male _____     Marital Status:  S__ M __ W __ D __     Race:  _______ Primary Language:  ____________ 

Ethnicity: African American, American Indian, Asian, Black American, Chinese, European American, German 

American, Hispanic, Latino, Russian, White American, Other: _____________________   

EMPLOYMENT  
Name of Employer: _________________________________   Address: _______________________________________ 

City: ______________________ State: _____ Zip: ________   Work Phone:  ___________________________________ 

Spouse Name:  _____________________________________   Employer:  ___________________ Phone: ___________ 

Emergency Contact not living with you:  _______________________________________________ Phone: ___________ 
Relationship to contact:  ______________________________ 

IF MINOR CHILD:  

Father’s Name:  ___________________________________ Employer:  ___________________ Phone: ______________ 

Mother’s Name: ___________________________________ Employer:  ___________________ Phone: ______________ 

INSURANCE INFORMATION 

Primary Insurance 

Company Name: __________________________________ 

Policy in Name of: ________________________________ 

Policy Holder’s DOB: _____________________________ 

Policy Holder’s SS #: _____________________________ 

Group #: _____________ Policy #: ___________________ 

Secondary Insurance 

Company Name: __________________________________ 

Policy in Name of: ________________________________ 

Policy Holder’s DOB: _____________________________ 

Policy Holder’s SS #: _____________________________ 

Group #: _____________ Policy #: ___________________ 

WORKER’S COMP INSURANCE INFORMATION 
Is this visit work related?  NO ___ YES ___   Claim #:____________________________ 

Company Name/Address: ___________________________________________________________________________ 

Injury covered by WC: ________________________________________ Adjuster: ___________________________ 

Previous Pain Management Provider: ___________________________________________________________________ 

_________________________________________________________________________________________________ 
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