
DISCLAIMER: 
Filling out this form and emailing to the physician does not create a physician patient relationship until the 
patient is physically seen by the physician. 

 
COMMONWEALTH PAIN SPECIALISTS 

PATIENT REGISTRATION 
 
Patient:  ______________________________________________________________________________ 
  Last Name   First Name    Middle Initial 
 

Address: ______________________________________________________________________________ 
  Street       City  State  Zip 
 

DOB: _______________ Home Phone#: _______________  Marital Status: ______________ 
 
Sex: ________(M or F) Work Phone#: ________________ SSN#: _______________________ 
 
    Cell Phone   #: ________________    email:_______________________ 
 
Spouse Name: ____________________  Date of Birth: _____________ SSN# ________________ 
 
REFERRING Physician: ____________________________  Phone# ____________________ 
 

_____________________________________________________________ 
Street Address    City  State  Zip 

 
FAMILY (PCP) Physician: ____________________________  Phone# ____________________ 
 

_____________________________________________________________ 
Street Address    City  State  Zip 

 

REASON FOR REFERRAL: _____________________________________________________________ 
 
Emergency Contact:  _____________________________________________________________ 
    Name     Relationship 
 

    _____________________________________________________________ 
    Home Phone#    Work Phone # 
 
Patient Employer:  _____________________________________________________________ 
 

    _____________________________________________________________ 
Street Address    City  State  Zip 

 
Is injury due to an Auto Accident? NO YES   If yes, Accident Date: _____________ 
 
Is injury a Worker’s Compensation Injury?  NO YES  If yes, Injury Date: ________________ 

 
 
Primary Insurance: ________________________________________________________ 
 

Subscriber Name: ______________________ ID# ___________________________________ 
 
 
Secondary Insurance: _________________________________________________ 
 

Subscriber Name: ______________________ ID# ___________________________________ 
 
 
 
THE INFORMATION THAT I HAVE GIVEN IS COMPLETE AND TRUTHFUL 
 
______________________________________________  ______________________________ 
Patient Signature       Date 


