Ellis Pain Center

Athens, Georgia
Patient Information Sheet

Patient Name Last First Middle
Date of Birth Social Security #
911 Address Telephone

( )
Mailing Address
Referring Physician Address Telephone

( )

In the event of an emergency, please contact:
Name Address Relation to Patient Telephone ( )

Insurance Information

Primary Insurance Address Policy ID #
Secondary Insurance Address Policy ID #
Workers’ Compensation Date of Injury Address Claim #

I hereby authorize my insurance benefits to be paid directly to Dr. Mark A. Ellis, realizing I am responsible
to pay non-covered services; and, I hereby authorize the release of pertinent medical information to insurance

Ccarriers.

Patient Signature

Date

EPM002



