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(NEW PATIENT PACKET 4 PAGES) 

NEW PATIENT INFORMATION 

NEUROLOGICAL / NEUROSURGICAL EVALUATION 
(Please complete pages 1 through 4 completely)     

Patient Name: ______________________________________ Date of Visit: ________________ Male /  Female     Age_____ 

Physician Requesting Consultation: ______________________________Primary Care M.D. __________________________ 

     Height ________   Weight ________ 
HISTORY OF PRESENT ILLNESS    

Chief Complaint (Reason why you are here) _________________________________________________________________ 

____________________________________________________________________________________________________ 

Where are you having pain and unusual symptoms? __________________________________________________________ 

When did these symptoms start? __________________________________   Symptoms started Suddenly  Gradually 

Are your complaints due to:  ACCIDENT    INJURY    RECENT ILLNESS   OTHER__________________________ 

If this problem is due to an accident, is it work-related? No   Yes      Date of Accident ____________________ 

How did accident/injury occur?____________________________________________________________________________ 

Have you experienced similar symptoms prior to accident – injury?_______________________________________________  

Are you currently able to work?  No   Yes      If no, last date of work __________________________________________ 

What tests have been done to evaluate this problem? _________________________________________________________ 

Which Physicians have seen you for this problem? ___________________________________________________________ 

REVIEW OF SYSTEMS   (Place ‘X’ in the box next to symptoms you are currently having) 

CONSTITUTIONAL:  Fever Fatigue Weight Loss or Gain 

EYES, EARS, NOSE, THROAT:  Hearing Loss Ringing in Ears Visual Loss Double Vision Nose Bleeds 

CARDIOVASCULAR:   Heart Symptoms Chest Pain Irregular Heart Beat Shortness of Breath 

RESPIRATORY:   Shortness of Breath Excessive coughing Wheezing 

GASTROINTESTINAL:   Nausea Vomiting   Abdominal Pain  Constipation   Diarrhea 

HEMATOLOGICAL / LYMPHATIC:  Anemia   Easy Bruising   Spontaneous Bleeding    

GENITAL/URINARY: Frequency / Pain Urinating Difficulty Passing Urine   Blood in Urine Sexual Dysfunction 

PSYCHIATRIC:  Anxiety   Mood Swings Other_____________________________ 

ENDOCRINE:   Excessive Thirst  Excessive Urination   Excessive Sweating 

NEUROLOGICAL:  Seizures Paralysis   Memory Loss 

MUSCULOSKELETAL:   Cramping Weakness   Fatigue of Muscles   Joint Pain / Inflammation 

INTEGUMENTARY:   Skin Rashes  Other ______________________________________________ 

I certify that the above CHIEF COMPLAINT, HISTORY OF PRESENT ILLNESS, FAMILY HISTORY AND SOCIAL HISTORY 
are accurate to the best of my knowledge. 

_____________________________________________________________Date: ___________________________ 
 Your Signature                   Date of Visit 
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Patient Name: _________________________________ 
 

 

Date of Visit:__________________ 

 
 
Shade areas of pain, numbness and tingling (please be specific) 

 

 

 WORSE BETTER N/A 
Walking    
Standing    
Sitting    

Lying Down    
Bending    
Bowel Movement    

Driving    
Coughing/Sneezing    
Rising from Sitting    

 
Is there weakness of your arms?  Yes    No   
Is there weakness of your legs?   Yes    No 

How long can you sit with no / minimal pain? __________ 
How long can you stand with no / minimal pain?________ 
How long can you walk with no / minimal pain? ________ 
      

Have you had trouble controlling your bowels or bladder? 

 Yes   No  If yes, is this a new problem?  Yes    No 
 
What studies have you had for your symptoms?    

 Xrays     CT Scan    MRI    Bone Scan    Myelogram 
 

 EMG / nerve test    Bloodwork   Discogram   Other  
 

What treatments have you had for this pain? 
 Medications     Physical Therapy     Chiropractic 

 

 Steroid Injections           Surgery 
 

Alternative treatment (massage therapy, acupuncture, etc)   
PAIN SCALE    None 0   1   2   3   4   5   6   7   8   9   10   Worst  
  
LOCATION OF SEVERE PAIN  ______________________________ 

 
Expectation from visit:  
 

______________________________________________________________________________________________________ 
PLEASE DO NOT WRITE BELOW LINE 

 
BP:___________________  P:___________   R:____________ 
 

 
 
 

 
 
 
                                                                         
 

                                                                                
                                                                             
 
 
 
 
 



NORTHSIDE HOSPITAL 

Southeastern Neurosurgical Specialists 

Patient Name __________ _ 

Date of Birth I __ I __ _ 

English - Spanish 

FINANCIAL ACKNOWLEDGEMENT 

Month Day Year 

ASSIGNMENT OF BENEFITS: Unless I have specified otherwise. verbally or in writing, in consideration of the services provided at Northside Hospital. I hereby assign and 
transfer to the Hospital and other medical providers all hospital and medical provider benefits payable under my insurance policies or benefit plans. I hereby assign and transfer all 
related rights and remedies due under the insurance policies or benefit plans that I have identified or will identify in connection with all services rendered, including but not limited 
to all rights and remedies pursuant to applicable state, federal and ERISA regulation. I hereby assign and transfer all rights to the Hospital and other medical providers applicable 
under ERISA, federal or state regulation to pursue any benefit denial, limitation of coverage or request for an administrative review offiduciary duties involving administration of 
benefits by the U. S. Dept of Labor, the Department of Community Health or the Department of Insurance. I authorize and direct the insurance company to pay all such benefits to 
the Hospital and appropriate medical providers. I understand that assignment does not relieve me of any responsibility I may have for payment of charges not paid by the insurance 
company, unless otherwise provided by the terms of an agreement between the insurance company and the Hospital. If admission is for pregnancy, assignment of benefits wi II 
also apply to any newborn child. I certify that the information I have provided with respect to my coverage is true and accurate. I also understand that Northside Hospital may 
have to submit my health information for this or a related claim, including confidential information (i.e. mental health, alcohol/drug abuse or HIV/AIDS). for payment purposes. 
This assignment will remain in effect until revoked by me in writing. 

PRECERTIFICATION: I understand that my insurance policy may require compliance with a utilization review program to make certain that health care benefit funds are 
expended when justified. I understand that it is the utilization review program's responsibility to review proposed elective admissions and anticipated courses of treatment. I
understand that if the utilization review program determines that admission is necessary and appropriate and issues certification, the benefits of my health plan will be made 
available to me in accordance with the terms of my policy. However, if certification is denied. health care benefits may be withheld. I understand that precertification may be the 
responsibility of the patient or financially responsible party and his or her physician. I understand that Northside Hospital is willing to admit as requested by my physician. I also 
understand that I may be financially responsible for all hospital charges incurred as a result of admission should the utilization review program refuse to certity that the admission 
is appropriate, or should the certification effort occur too late to be valid. I understand that to protect myself from unnecessary personal financial losses, I must provide insurance 
coverage at time of registration, review my obligations with my insurance company, utilization review program, and personal physician without delay. 

ABOUT YOUR BILLING: 

Hospital and Provider-Based Services - In addition to a bill received from Northside Hospital, you may receive a bill for the professional component of treatment. Although 
Northside Hospital may be a provider in an insurance network, the physician or professional service group may or may not be a covered provider of service. Medicare and 
Medicare Advantage patients will receive a coinsurance liability estimate. If the care received is outpatient care, the insurance carrier will process the claim(s) on an outpatient 
basis. Outpatient services may require co-insurance, deductible and/or co-pay, depending on insurance policy benefits. 

Physician Practice Locations - If services are received in a physician practice, which is not a provider-based outpatient location of Northside Hospital, insurance benefits will 
be processed as a physician office visit. 

FINANCIAL RESPONSIBILITY: Payment in full is expected at the time services are received. Accounts more than 30 days past due will accrue interest at the rate of8 percent 
annually. This interest does not apply to deductibles/copayments of Medicare/Medicaid or other governmental programs. (Accounts under an agreed alternate payment 
contract will not be considered past due, provided the plan is accepted in writing in accordance with Northside Hospital's Payment Installment Agreement Plan up 
to one hundred eighty (180) days of service, depending upon the Payment Plan established, with all conditions of the payment plan met.) Insured patients are required 
to pay identified co-pay, unsatisfied deductible, and estimated co-insurance prior to any elective services unless alternate arrangements are made. Uninsured patients are 
required to make payment in full prior to any elective services unless alternate arrangements are made. This provision does not apply, and payment will not be requested, prior 
to emergency screening and stabilizing treatment as required by federal law. 

__ I authorize Northside Hospital, or any of its affiliates, agents, contractors or business associates, to contact me (by any telephone numbers, email addresses or 
other contact points provided by me or on my behalf) by the use of any automatic dialing system, by pre-recorded forms of voice/messaging systems, by electronic 
mail owned or used by the guarantor/responsible party, by telephone or by cell phone for reasons related to the services I received at Northside Hospital or payment 
for the services I received at Northside Hospital, including but not limited to, debt collection purposes. I further understand and acknowledge that my consent in 
receiving the aforementioned communications is not required nor is it a preceding condition to receiving health care services at Northside Hospital. 

__ I do not agree with the above statement and do not wish to be contacted by the use of any automatic dialing system; by pre-recorded forms of voice/messaging 
systems; by electronic mail or by receiving voice messages on my cell phone, except for clinical issues 

By signillg below, I acknowledge and agree that I !,ave read or l,ad this form read to me and I understand and agree to its contents. 

PATIENT / REPRESENTATIVE DATE RELATIONSHIP TO PATIENT 

Interpreter Signature _____________________ _
Note: If phone interpretation used, record interpreter ID# 

RECEIPT OF NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 
I acknowledge receipt of the Notice of Privacy Practices ("Notice'') from Northside Hospital, Inc. and the Northside Hospital medical staff. The Notice provides information 
about how Northside Hospital and the Northside Hospital medical staff members may use and disclose my health information. I have been encouraged to read the Notice in 
full. 
I understand that Northside Hospital and its Medical Staff members operate as an ''organized health care arrangement'' and have presented me with a joint notice of privacy 
practices. Although the Hospital and Medical Staff members have established an organized health care arrangement for purposes of complying with privacy laws, some or all 
of the health care professionals performing services in this hospital or its outpatient centers are not employees or agents of the Hospital and remain independent contractors. 
Independent contractors are responsible for their own actions and Northside Hospital shall not be liable for the acts or omissions of any such independent contractors. 

I understand that the Notice is subject to change. If Northside Hospital changes the Notice, I may obtain a copy of the revised Notice at Northside's website 
(www.northside.com ). 

PATIENT / REPRESENTATIVE DATE RELATIONSHIP TO PATIENT 

INABILITY TO OBTAIN ACKNOWLEDGEMENT FOR RECEIPT OF PRIVACY PRACTICES 

D Patient/Representative refused to sign D Patient not competent to sign and legal representative not present D Other _______________ _ 

Interpreter Signature ___________________ _
Note: If phone interpretation used. record interpreter ID# 

Reorder #26703 PP0004 (SNS_A) 
Piedmont Graphics Rev. 05/27/16 ANNUAL ACKNOWLEDGEMENT 



ddean
Highlight

ddean
Pencil



ddean
Pencil



NORTHSIDE HOSPITAL 

Southeastern Neurosurgical Specialists 

English - Spanish 

Full Name: ____________________ _ Date of Birth __________ _ 
(First) (Middle) (Last) 

Gender (circle) Male Female Marital Status (circle) Single Married Divorced Widowed 
Address _________________ City ________ State __ Zip ____ _ 
*Preferred Phone Number □ home □ cell _________________________ _

*Email _____________________________________ _
Ethnicity □ Hispanic or Latino □ Not Hispanic or Latino □ Unknown/Declined
Race □ American Indian/Alaskan Native □ Asian □ Black/African American □ Native Hawaiian/Pacific Islander

□ White □ Other □ Unknown/Declined

Preferred Language □ English □ Spanish □ Chinese(Cantonese) □ Chinese(Mandarin)
□ Italian □ Japanese □ Portuguese □ Russian

□ French □ German
□ Other

Employer _____________________ Employer Phone ___________ _ 
Preferred Communication for Appointment Reminders: □ Phone Call □ Automated Text □ Automated Email
If this practice lacks the capability for text or email reminders, may we use the phone number for reminders □ yes □ no. 
Pharmacy Information 
Pharmacy Name _______________ _ Phone ________ Fax. ______ _ 
Pharmacy Address ________________________________ _ 
Guarantor if not the patient (financially responsible party for minor or incapacitated adult): 
Name ________________ Date of Birth _____ Relationship to Patient. _____ _ 

Address _________________ City ________ State __ Zip ____ _ 
*Preferred Phone Number □ home □ cell __________ *Email ______________ _

*Note: By providing a phone number or email address, you are consenting to being contacted at that number or address regarding
your treatment or billing information. In addition, your email will be used to invite you to join our secure patient portal if available at the
practice. To ensure the secur;ty of your information, it is against our policy to email patient information. You may complete the Request
tor Confidential Communications form to request limitations on the method or content of communication.

Emergency Contacts Information and Relationship to Patient: 
Name __________________ Relationship _____ Phone _______ _ 
Name Relationship Phone _______ _ 

Referring Physician Information: 
Physician Name _______________ Specialty _______ Office Name ______ _ 
Address: Phone Fax _______ _ 

Primary Care Physician Information (if different than referring physician): 
Physician Name _______________ Specialty _______ Office Name ______ _ 
Address: __________________ Phone Fax _______ _ 
Does your insurance require a referral? __ YES __ NO; if yes, please provide the referral to the receptionist 

Name of Insurance 
Name of Policy Holder 
Date of Birth of Policy Holder 
Policy/Member ID Number 
Group/Plan Number 
Phone Number 
Effective Date of Policy 

Primary Insurance Secondary Insurance 

Patient/Guarantor Signature ___________________ Date _________ _ 
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rq:f A Northside Network Provider 

English - Spanish 

[OPTIONAL FORM - NOT REQUIRED TO BE COMPLETED] 

Name of Patient: _____________ _ Phone#: ____________ _ 

Address: Patient's Date of Birth: 
---------

0 ate: 
---------------

As a patient, you have the option to designate a spouse, family members, friends, or other persons with whom this practice 
can communicate with about your health care status. It will be necessary to complete a new form at each Nortllside 
medical practice where you receive care. While this form is not required in all circumstances for your doctor or others at 
Northside to be able to communicate with your family about your health care, designating certain individuals who you want 
to be informed about your care on this form will ensure that your provider can speak with those people whom you have 
designated below. 

If you anticipate that you will need or want your health information to be verbally provided to your family members, friends 
or caregivers, please indicate that below so that we may best serve you. By signing below, you authorize the following 
persons to receive your verbal health information as requested, regarding your care and treatment. Updates to this form 
must be made in person. Signing this form is entirely voluntary and optional. This form does not authorize release of copies 

of your health records. 

First and Last Name Relationship 

I understand that this Consent can be revoked by submitting a written request to the Office Manager at the 
Norlhside Hospital Physician Office Practice identified at the top of 1his form. I understand that I have the right to 
revoke this Consent in writing at any time except to the extent that action has already been taken in reliance on it. This 
Consent shall remain in effect until the date I revoke it in writing or sign a new form. 

Signature of Patient or Legal representative 

__________ AM/PM __ _ 
Date Time 

Interpreter (if applicable) 
Note to staff: ij telephone interpretation provided, 
record name of company and interpreter ID number. 

Print name 

Relationship to patient 

Reason patient unable to sign 

Please complete this form and return it to the Practice manager. 

FOR INTERNAL PURPOSES ONLY: 

Date Consent Received: ____ _ 

NORTHSIDE HOSPITAL PHYSICIAN OFFICE PRACTICE 
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