
  

Welcome!     

Thank   you   for   choosing   New   England   Advanced   Spine   &   Pain   Center    (NEAS&P)   to   manage   your   chronic   pain   medical   care.   Please   complete   the   
following   forms   and   bring   them   to   the   office   with   you   the   day   of   your   appointment.     

Please   take   your   time   to   complete   these   forms   as   it   is   necessary   to   have   very   detailed   information   concerning   your   medical   condition(s).   This   will   help   
Dr.   Abraham   and   his   staff   to   give   you   the   best   care   possible.     

Listed   below   are   reminders   to   make   your   appointment   and   treatment   a   success:     

  You   must   bring   your   insurance   card(s).   All   applicable   co-pays   and/or   deductibles   are   collected   at   the   time   of   your   appointment.    Personal   checks   are   
not   accepted.      Cash,   Mastercard/Visa,   and   Money   Orders   will   be   accepted.     
Check   with   your   insurance   prior   to   your   appointment   to   verify   your   benefits.   Call   the   toll   free   number   listed   on   the   back   of   your   insurance   card.     

  You   must   bring   a   valid   form   of    PHOTO   ID   .     

   NEAS&P   looks   forward   to   treating   and   taking   care   of   you.   Please   call   if   you   have   any   questions   prior   to   your   appointment.     

Patient   Information:   

Last   Name   ____________________________   First   Name______________________    Middle   Initial   _______   

Date   of   Birth   _______________________     Social   Security   #   ____________________________   

Home   Address   ______________________________    City___________________   State_________   Zip________   

Cell   Phone_______________________    Home   Phone   __________________   Work   Phone__________________   

Email   Address   _______________________________   

Emergency   Contact:   ____________________________    Phone   _______________________________   

Emergency   Contact   Relation   to   Patient   _______________________________   

Primary   Medical   Insurance   _____________________________________     ID   ___________________________________   

Secondary   Medical   Insurance   ____________________________________ID____________________________________   

Referring   Physician   ____________________________________________________   

Primary   Care   Physician   _________________________________________________   
  

  



 

 

 
 
 



 

 

 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 



 

 
 
 



 

 



 

 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



FINANCIAL RESPONSIBILITY  

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute 
for payment. Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge. It is your 
responsibility to pay any deductible amount, co-insurance, or any other balance not paid for by your insurance.  

If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s 
fees and costs of collection.  

PATIENT’S AUTHORIZATION  

In order to submit a claim for payment for services covered under your policy, we must have your authorization to release 
medical information to your insurance carrier.  

MEDICARE & MEDICAID  

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 any related Medicare or Medicaid claim. I request that payment of authorized benefits                     
be made on my behalf. I assign the benefits payable for physician services to the physician or organization furnishing the services                     
or authorize  
such physician or organization to submit a claim to Medicare or Medicaid for payment to me.  

I request that payment under the medical insurance program be made to me or New England Advanced Spine & Pain Center , LLC 
(Dr. Bassem O. Abraham) on any bills for services furnished by Dr. Abraham.  

ALL OTHER INSURANCE  

I hereby authorize Dr. Abraham to submit a claim to my insurance carrier or its intermediaries for all covered services rendered by 
the physician and authorize and direct my insurance carrier to issue payment check(s) directly to me or to the physician rendering the 
covered services.  

I authorize Dr. Abraham to furnish complete information to my insurance carriers or its intermediaries regarding 
services rendered.  

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as 
an original. I understand that I am financially responsible for all charges whether or not paid by said insurance. I hereby 
authorize said assignee to release all information necessary to secure the payment.  

I UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR FULL PAYMENT OF MY BILL OR ANY BALANCE 
NOT COVERED BY MY INSURANCE CARRIER IN A TIMELY FASHION. 

 PATIENT/RESPONSIBLE PARTY SIGNATURE  __________________________________________________ 

DATE _________________________________________ 
 


