






DETAILS REGARDING CURRENT PAIN/DISCOMFORT: Please complete the following with as 
much detail as possible.  
 
 
How long have you suffered or worried about this pain/discomfort? 

❏ Haven't, this is prevention 
❏ A few days 
❏ 1-2 weeks 
❏ 2-4 weeks 
❏ 1-3 months 
❏ Long enough 
❏ Seems like too long (years) 

 
What concerns you most? 

❏ Not knowing what’s wrong 
❏ Depending upon painkillers 
❏ Losing mobility or independence 
❏ The risk of facing surgery  

 
Other concerns (specific) 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Number one thing you would like to achieve? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
What does this pain/discomfort stop you from doing? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
 
 
 



PATIENT CONSENT 

CONSENT FOR TREATMENT: 

I voluntarily consent to the rendering of care, including treatment and performance of diagnostic procedures, I understand 

that I am under the care and supervision of the attending physician and it is the responsibility of the staff to carry out the 

instructions of such physician(s). 

RELEASE OF INFORMATION: 

By signing this form, you are granting consent to Disc, Sport and Spine Center of Morris to use and disclose your 
protected health information for the purposes of treatment, payment, and health care operations. Our Notice of Privacy 

Practices provides more detailed information about how we may use and disclose the protected health information. You 

have a legal right to review our Notice of Privacy Practices before you sign the consent, and we encourage you to read it 

in full. 

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised notice 

by telephoning our office at 201 - 798 - 2922. You have a right to request us to restrict how we use and disclose your 
protected health information for the purpose of treatment, payment, or health care operations. We are not required by law 

to grant your request, however, if we do decide to grant your request, we are bound by our agreement. 

You have the right to revoke this consent in writing, except to the extent we already have used or disclosed your protected 

health information in reliance on your consent. 

MEDICARE AND MEDICAID CONSET TO RELEASE INFORMATION: 

I certify that the information given by me in applying for payment under Title XVIII and/or Title XI 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 for its intermediary carriers, any information needed for this or related Medicare or Medicaid claim. 

VERIFICATION OF NON-PREGNANCY (Female Patients Only): 

By my signature on this form I do hereby state that to the best of my knowledge, I am not pregnant, not is pregnancy 

suspected or confirmed at this particular time. Date of last menstrual period ______________ _ 

X 

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

Print Patient's Name 

X 
----------------------

Patient's Signature 

X 
------------- ---------

Parent / Guardian (If under the age of 18) 



10 Pine Street

Morristown, NJ 07960

P: 201-798-2922 / F: 201-798-0307 

ATTENTION PATIENTS 

As a courtesy to our patients, we will submit claims to your health insurance for all services 

rendered in our office. Please be aware that your insurance company may send payments 

made directly payable to you instead of this office. We ask that you bring in the check(s) and 

the explanation of benefits statement to this office immediately upon receipt. 

Please note that these payments must be presented to the office, otherwise you will be held 

responsible for the payment to your account. 

If you have any questions or concerns, please do not hesitate to speak with me. 

Please sign and return to the front desk. 

Print Patient Name 

Patient Signature 



1. 

ASSIGNMENT OF BENEFITS FORM 

Disc, Sport and Spine Center of Morris 

10 Pine Street                                  

Morristown, NJ 07960

P: 201-798-2922 

Patient Name: 

Employer: 

Claim Group: 

SS#/ ID#: 

Date: __________ _ 

I hereby instruct and direct _______________ Insurance Company to pay by 

check made payable to and mailed to: 

Disc, Sport and Spine Center of Morris 

10 Pine Street 

Morristown, NJ 07960 

or the professional or medical expense benefits allowable and otherwise payable to me under my 

current insurance policy as payment toward the total charges for the professional services rendered. 

THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not 

exceed my debtedness to above-mentioned assignee, and I have agreed to pay, in a current manner, any 

balance of said professional service charges over and above this insurance payment. 

A photocopy of the Assignment shall be considered as effective and valid as the original. 

I also authorize the release of any information pertinent to my case to any insurance company, adjuster 

or attorney involved in this case. 

I authorize doctor to initiate a complaint to the Insurance Commissioner or my health care provider for 

any reason on my behalf. 

x 
________________ _ Date: __________ _ 

Signature of Policyholder 

x 
________________ _ Date: ___________ _ 

Signature of Claimant if other than Policyholder 

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

Date: __________ _ 

Witness 


	ADDENDUM TO PATIENT REGISTRATION FORM
	HIHC patient registration-form



