
PATIENT INFORMATION         

HEMMO A BOSSCHER, MD, PA 
3505 22nd Place   Lubbock, TX  79410 

Phone (806) 785-5700  Fax (806) 785-6768 

   

Name: Last __________________________ First ____________________ Middle_______ DOB ____________ 

Sex   M  F SSN ___________________ Marital 
Status  Single  Married  Separated  Divorced  Widowed 

Address________________________________________ City___________________ State______ Zip ____________ 

Driver’s License State and Number:  _______     _____________________ 

May we leave msg on answering machine? Best number to call During the day In the evening 
YES  NO  N/A Home Phone (         ) ___________________   

YES  NO  N/A Work Phone  (         ) ___________________Ext_____   

YES  NO  N/A Cell Phone    (         ) ___________________   

FAMILY PHYSICIAN   Name ____________________________________ Phone (         ) _________________ 

Address________________________________________ City___________________ State______ Zip ____________ 

PAYMENT Complete this section only if someone other than patient is financially responsible  

Name ______________________________________________ Relationship to patient________________________ 

DOB ___________ Sex   M  F SSN _____________________ Marital Status ___________________ 

Hm Phone (         ) ____________ Driver’s License State and Number:  _______     ________________________

Address________________________________________ City___________________ State______ Zip ____________ 

Employer _______________________ Position _______________ Phone (         ) __________________x_______ 

Address________________________________________ City___________________ State______ Zip ____________ 

INSURANCE –Fill in all that applies.    Medicare   Medicaid  Workers Comp. please fill out other form 

 Insurance Company __________________________________________ Is this an employer plan?    Y    N 

Policy Holder ___________________________ DOB ___________ Who is the employer? ____________________

Relationship to patient  ____________________ Sex   M  F SSN ____________________ 

 Insurance Company __________________________________________ Is this an employer plan?    Y    N 

Policy Holder ___________________________ DOB ___________ Who is the employer? ____________________

Relationship to patient  ____________________ Sex   M  F SSN ____________________ 

MISC – Whom may we thank for referring you to us? ____________________________________________________ 

CONTACTS -  1) Spouse ___________________ Work (         ) _____________ Other (         ) _____________ 

2) Name ___________________ ________________ Home(         ) _____________ Other (         ) _____________ 

Address____________________________ City___________ St____ Zip __________ Relationship to patient 
 

PATIENT’S EMPLOYER/SCHOOL Student  Employed Full Time  Part Time  Unemployed Retired  

Employer _______________________ Position _______________ Phone (         ) __________________x_______ 

Address________________________________________ City___________________ State______ Zip ____________ 



 

HEMMO A BOSSCHER, MD, PA 
3505 22nd Place   Lubbock, TX  79410 

Phone (806) 785-5700  Fax (806) 785-6768 

    
Please sign and date in both places 

CONSENT FOR TREATMENT 
I (the patient/parent/guardian/legal representative of the patient acting on the patient’s behalf) give permission for medical 
treatment, including radiological and laboratory procedures, to be performed by the physicians and staff of Pain Management 
Associates of Lubbock.  This consent is valid from this date forward. 
 
RELEASE OF INFORMATION 
Pain Management Associates of Lubbock and/or any physician treating the patient may disclose to any person or corporation, which 
is or may be liable under a contract to the Clinic, the physician(s), the patient, and/or a family member of the patient, for all or part 
of the Clinic and/or physician charges, including but not limited to, Clinic or medial services companies, insurance companies, 
worker’s compensation carriers, welfare funds, and/or the patient’s employer. 
 
FINANCIAL AGREEMENT 
The person signing below agrees, whether he/she signs as patient or representative of the patient, that in consideration of the 
services to be rendered to the patient, he/she hereby individually obligates himself/herself to pay the account of the Clinic at the 
regular rates and terms of the Clinic.  Should the account be referred to an attorney for collection, the person signing below shall 
pay reasonable attorney’s fees and collection expenses. 
 
“I assign payment of the unpaid charges for certain medical treatment furnished by the physicians and staff of Pain Management 
Associates of Lubbock and by attending physicians for whom the Clinic is authorized to bill.   I understand that I am responsible for 
any health insurance deductibles and coinsurance at the time of services rendered.” 
 
MEDICAL CERTIFICATION 
The person signing below certifies that he/she has read this document, and is the patient, or is duly authorized by the patient as the 
patient’s representative, to execute the above and accepts its terms. 
 
“I certify that the information given by me in applying for payment under Title XVIII and/or Title XIX of the Social Security 
Administration is correct.  I authorize any holder of medical or other information about me to release to the Social Security 
Administration or its intermediaries/carries any information needed for this or related Medical claim.  I request that payment of 
authorized benefits be made on my behalf.” 
 
A copy of this consent form shall be considered as valid as the original. 
 

_________________________________ ______________ ________________ 
Printed name of Patient or Guardian  Signature    Date 
Relationship to Patient: (circle one)     Self / Child / Dependent / Other___________ 
 
 
_________________________________ _____________________________  
Printed Name of Witness   Signature of Witness   
 
ASSIGNMENT OF BENEFITS 
In consideration of services rendered, I hereby assign to Pain Management Associates of Lubbock, and/or any physician who has 
treated me, all rights, title, and interest in any payment due me for services described herein as provided in the policy, or policies of 
insurance.  I agree to pay the charges of the Clinic and/or attending physician, which may be greater than the amount paid by 
insurance company or companies.  (We ACCEPT Medicare Assignment!) 
 
A copy of this consent form shall be considered as valid as the original. 
 
 

________________ ___________________________ ________________ 
Signature of Patient or Guardian  Signature of Witness   Date 


