
SOUTHWEST FLORIDA NEUROSURGICAL ASSOCIATES
SOUTHWEST FLORIDA REHAB & PAIN MANAGEMENT ASSOCIATES

PLEASE PRINT CLEARLY, BOTH SIDES OF FORM	 	 	 DATE ________________________________
NAME _________________________________________________________________  HOME PHONE ____________________________
	 	 LAST 	 	 	 	 FIRST	 	 	 MI	 	     

SEX: m f  a    ge: _____   birthdate: ____ / ____ / ____  so  cial se curity #: ___________________________________________

marital status: _________  spouse's name: _________________________  spouse's employer: ________________________

home address : _________________________________________________________________________________________________

city: _____________________  state: _____________  zip: _______________  is address:  permanent ____  temporary ____

other address if a bove is temporar y: _________________________________________________________________________

patient's employer: _________________________________  work phone: _____________________ years employed: _____

driver's license #: __________________________________  state: _______________

insurance information    (Please present your insurance card(s) for copying)

medicare #: ______________________________________  medi care supplement: ______________________________________

HEALTH insurance:  ______________________________________  policy #: ___________________GROUP #:_____________________

policy holder's name: ___________________________ RELATIONSHIP TO PATIENT: ___________________________ 

birthdate:_____ / _____ / _____  social security #: ___________________________________________

if visit is related to work comp or an accident, please complete below

work comp:   employer name: _________________________________________________  phone: _________________________

address: _____________________________________________________________  date of a   ccident: ______________________

accident:   a  uto accident: ___________________  other  (state type): _____________________________________________

insurance carrier: __________________________________________  poli cy #: ________________________________________

claim #: ___________________  date of accident: ________________  policy holder's name: ___________________________

birthdate: _____ / _____ / _____   social security #: _______________________RELATIONSHIP TO PATIENT: ________________

are you represented by an attorney?  ______  attorney's name: __________________________ PHONE #: ____________ 

if patient is a minor, please complete below

mother's name : _________________________________________  emplo  yer: ___________________________________________

home address: _____________________________________________________________  phone #: __________________________

mother's social security #: __________________________________________  work phone #: __________________________

father's name : __________________________________________  emplo  yer: ___________________________________________

home address: _____________________________________________________________  phone #: __________________________

father's social security #: ___________________________________________  work phone #: __________________________

please complete

referring do ctor: ________________________________________________________  phone   #: __________________________

reason for   visit: _______________________________________________________________________________________________

emergency contact (not  living with you):   name: ___________________________________________________________________

emergency phone #: ______________________________________________________________________________________________

➧

➧

➧

➧

➧



LETTER OF PROTECTION Authorization
I authorize my attorney, ______________________________, to provide to Sypert Institute, P.A. a letter of protection. 
I understand that this will authorize my attorney to protect the medical provider's unpaid bill and pay the same from any 
settlement I might receive. This does not relieve me from the responsibility to provide my medical provider(s) with insurance 
information so the insurance can be filed. NOTE: All managed care copays must be paid at time of service.

___________________________________________________ 
patient’s signature

Medicare/Champus Authorization
I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. 
I authorize any holder of medical or other information about me to release to the Social Security Administration or its 
intermediaries or carriers any information needed for this or a related Medicare claim. I request that the payment of authorized 
benefits be made on my behalf. I assign the benefits payable for medical provider(s) services to the medical provider(s) 
furnishing the services and authorize such medical provider(s) to submit a claim to Medicare for payment.

signed _____________________________________________________   date___________________________	
patient’s signature (or parent if minor)

Authorization TO RELEASE INFORMATION 
I authorize any holder of medical or other information about me to release same to the insurance carrier for the purpose of 
payment of services.
I hereby authorize payment directly to my medical provider for all medical care benefits otherwise payable to me; this is not to 
be construed as an assignment of benefits unless the medical provider has a contractual agreement with the insurance company. 
I understand that I am responsible for any insurance deductibles and coinsurance, and I am financially responsible for my 
medical bills regardless of insurance coverage. 

signed _____________________________________________________   date___________________________	
patient’s signature (or parent if minor)

Patient — please note:
This office will prepare and file your insurance for you. If you choose to file your own, please check all data before forwarding 
to your insurance company. Our office will expect payment in full on the date services are rendered if you are filing your own 
claim. There will be a $20.00 charge for each special form you request us to complete, such as disability forms, family medical 
leave, etc.
I understand that if my insurance carrier controverts or rejects my claim that I/we (am/are) responsible for all charges billed by 
this office.
Managed Care Patients: There will be a $10.00 processing fee billed to your account each time you do not pay your required 
co-payment at time of service.
For, and in consideration of, services rendered to the above named patient, I/we jointly and severally promise to pay to the 
Sypert Institute, P.A. (dba as Southwest Florida Neurosurgical Associates and/or Southwest Florida Rehab & Pain Management 
Associates) all its charges for services rendered to and for the above named patient. I/we understand the Sypert Institute, P.A. 
may elect to accept or not to accept assignment of insurance benefits as it deems advisable. Any other arrangements made by me 
(insurance company, lawyers, etc.) does not involve the Sypert Institute, P.A. and does not change my (our) responsibility to pay 
for services.
All patients (excluding contracted third party payors) are assessed a 1% monthly billing fee on any balance over 120 days.
I have read and understand all of the above.

__________________________________________________      _________________________________________________ 
(patient)	 	 	 	 	 	         (guarantor)
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