








MEDICATIONS: CHART# __ _ 

ALLERGIES 

PAST SURGICAL HISTORY (procedure/approximate dates) 

MEDICAL HISTORY (prior & current) 

D Heart Attack (year) ______ _ 

D Cancer (type) _______ _

D Stroke (year) ________ _

D Heart Failure D Kidney Stone 

D High Blood Pressure D Hepatitis 

Other: 

D Kidney Disease 

D Asthma 

D Gallbladder Disease 

D Diabetes 

D Rheumatoid Arthritis D Osteoporosis

0 Tuberculosis O Prostate Disease 

D Anxiety/Depression D High Cholesterol

-----------------------------------

FAMILY HISTORY 

Single Married Separated Divorced Widowed 

Current Never Former (quit) 

None Casual Moderate Heavy 

None Casual 1-3 Moderate 3-6 Heavy 6 or more 

Never Current Former 

SOCIAL HISTORY 

Marital Status: 

Tobacco Use: 

Alcohol Use: 

Caffeine: 

Drug Use: 

Exercise: Never Daily Weekly Other 

Signature: __________________ _ Date: 
----------

STAFF SECTION: Height ___ Weight __ _ BP
-�

Pulse __ _ BMI __ _ 
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The Spine Center of Williamsburg, 219 McLaws Circle, Williamsburg, Va 23185 

Patient Financial Responsibility Contract 

Please read and sign where indicated-this document describes your financial responsibilities. 

 

I agree to be financially responsible for payment of The Spine Center of Williamsburg’s services.  Cash, check or credit 
cards are acceptable forms of payment for these services. 

Current insurance cards must be presented at every office visit.  The Spine Center of Williamsburg is not responsible for 
filing your insurance claim, but as a courtesy we will do so.  I agree to pay the remaining balance after my insurance has 
paid on my claim immediately upon receipt of a statement. 

I agree to give The Spine Center of Williamsburg my complete and accurate insurance information for primary and 
secondary insurance benefits including referral documents from other providers, if needed.  I understand that if I fail to 
give complete and accurate information about my insurance benefits this may result in a denial of my claim or a delay in 
payment.  I agree to pay The Spine Center of Williamsburg the balance on my account after my insurance claim has been 
processed. 

I agree that if my insurance benefit requires me to provide a referral and if the referral is not in place before my 
appointment, that I will pay in advance an estimate of charges for my office visit or reschedule my appointment.   

I understand that I will be responsible for any missed appointment or any cancelled appointment in which a 24-hour 
notice was not given.  There will be a $25.00 fee for any missed office visit. 

I understand there will be a $25.00 for all returned checks. 

I understand that all services provided to me by The Spine Center of Williamsburg are considered medically necessary, if 
I fail to comply with my provider’s instructions it may be against medical advice and may void my insurance benefits.  
Should this occur, I agree to pay the balance remaining on my account after my insurance has processed claims. 

I understand that my insurance may or may not agree to the usual, customary or reasonable charges for my local area.  I 
understand that my benefits may not cover all services or might deny payment for services that have been approved of 
in advance.  I agree to pay the balance remaining on my account after insurance has been processed.  

If I have a high deductible policy or do not currently have insurance benefits, I agree to pay an estimate of charges for 
my office visit in advance and understand that other charges may apply. 

The Spine Center of Williamsburg has a contract with my insurance company.  The Spine Center of Williamsburg will 
receive payments from my insurance company for covered services provided by my insurance benefits.  I agree to pay 
copayments and deductibles at the time of service.  If copayments are not made at the time of service, I understand that 
my appointment may be rescheduled. 

I agree to pay the balance remaining on my account for any reason upon receipt of a statement and I understand that 
when requested, I must give The Spine Center of Williamsburg my current address and other contact information.  I 
understand that if I fail to pay the balance on my account this may result in The Spine Center of Williamsburg pursuing 
any collection means possible. 

If my account become delinquent, it may be forwarded to an outside collection agency without notice.  If this happens, I 
will be responsible for all costs of collection, including but not limited to interest(18%), rebilling fees, court costs, 
attorney fees and collection agency costs(33%). 

If the reason for my appointment is related to a work injury or auto accident, I agree to give The Spine Center of 
Williamsburg the case number or policy number, the workman’s compensation or insurance carrier’s name, address or 



other contact information at the time of my appointment so that The Spine Center of Williamsburg can bill workman’s 
compensation or the auto insurance carrier for my visit.  If I do not provide this information at the time of the visit, I 
agree to pay all charges for my visit. 

 

I have read and I understand The Spine Center of Williamsburg’s financial policies and I accept responsibility for the 
payment of any fees associated with my care. 

 

________________________________________________________________      _______________ 

Patient Signature                                                                                                                     Date 

 

Assignment of Benefits 

I hereby authorize direct payment of medical benefits, including medical benefits to which I am entitled to The 
Spine Center of Williamsburg.  This is a DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS. This authorization will 
remain in effect until cancelled by me in writing.  A copy of this authorization is as valid as the original document. 

I authorize the release of any medical information necessary in order to obtain payment and I understand that I am 
financially responsible for all charges, late fees, interest, attorney fees and collection charges considered patient 
responsibility by my insurance company.  I understand that if I am not insured, I am responsible for the charges of all 
services provided to me.  I authorize The Spine Center of Williamsburg to deposit checks received on my account when 
made out in my name.  

 

I have read and I understand The Spine Center of Williamsburg’s financial policies and I accept responsibility for the 
payment of any fees associated with my care. 

 

 

__________________________________________________________________  _____________________ 

Patient Signature                                                                                                                     Date 

 

__________________________________________________________________  ______________________ 

Witness Signature                                                                                                                     Date 

 

 

 
 

 


