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275 Commercial Blvd., Suite 204
Lauderdale By The Sea, FL  33308 

Tel. (954) 916-7062   Fax. (954) 916-7487 

Registration Forms 
PATIENT INFORMATION 

Patient Name Last: First: Middle Name: 

Street Address: City: State: ZIP Code: 

Home phone: Work phone: Mobile phone: 

Social Security: Birth Date: Age: 

Sex:  M   F Race:  American Indian or Alaska Native   Asian   Black   Caucasian   Pacific Islander   Declined   Other 
(Please check one) 

Ethnicity:   Hispanic   Non-Hispanic   Declined 
(Please check one) 

Language:  

Marital status:   Divorced   Married   Separated   Single   Widowed Home Email: 

Employer Name: Occupation: 

Employer Address: City: State: ZIP Code: 

Emergency Contact Name: Emergency Contact Number: 

INSURANCE INFORMATION 
Is this patient covered by insurance?   Yes   No     (Please give your insurance card to the receptionist) 

Health Insurance Carrier Auto Insurance  Company 

Primary Insurance Name: Company  Name:  

Insurance ID: Group#: Policy Number: 

Group Name: 

Insured Name: Insured Name: 

Insured SSN: Insured DOB: Claim Number: Insured DOB: 

Patient’s relationship to subscriber:   Self   Spouse   Child   Other Patient’s relationship to subscriber:   Self   Spouse   Child   Other 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION AND ASSIGNMENT OF BENEFITS 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION:  I hereby authorize THE SPINE CENTER, PA. Doctors and staffs to examine me and make such tests and perform such procedures 
as are reasonable and necessary for diagnosis of my condition and also consent to required treatment.  Release of any medical information is necessary in the course of my examination or treatment 
and for the process of this claim. 
ASSIGNMENT OF BENEFITS:  I hereby authorize payment from any insurance company or governmental agency directly to THE SPINE CENTER, PA. for any benefits.  I also authorize THE SPINE 
CENTER, PA. to release any medical information necessary to expedite such insurance claims.  I hereby agree to pay co-payments, co-insurances, or deductibles that apply to my insurance plans.  
Also, I hereby agree to pay the entire or remaining amount of my fees if such fees are not covered or paid by my insurance be nefits within 90 days of billing.  I permit a copy of above to be used in 
place of original, which has been filed in the office of THE SPINE CENTER, PA.  I also understand that THE SPINE CENTER, PA. is required by applicable federal and state law to maintain the 
privacy of my “Protected Health Information” (PHI).  A notice about their privacy practices, legal duties and my rights concerning my “PHI” is on display and offered to me at the front office. 

Patient/Guardian signature Print Name Date 
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  AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

I hereby authorize The Spine Center to     

Release to:     

Receive from:  

Person or Organization Address 

Phone Fax 

Information/copies from the medical records on: 

Patient Date of Birth     Social Security 

Date of Service:  

INFORMATION TO BE RELEASED: 

Doctor Visit Notes Operative Reports Lab Reports 

Radiology Reports Billing Records   Other 

This information is being released for the following purpose: 

Continued Care      Attorney/Litigation   Insurance  Disability Other+ 

I understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken in reliance on it 

and that in any event this authorization shall expire (180) days from the date of my signature, unless specified in writing here:  

TO PATIENT PARTY RECEIVING THIS INFORMATION: This information has been disclosed to you from records that 

congeniality may be protected by federal law. If so, federal regulations (42 CFR part2) prohibit you from making and further disclosure 

of it without specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general 

authorization form the release of information or other information is not sufficient for this purpose. 

FOR PATIENT RECORDS APPLICABLE UNDER FEDERAL LAW 42 CFR PART2. 

Signature of Patient or Guardian Date 

Relationship to Patient 

Print Name of Legally Authorized Rep.  Witness-Printed 
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HIPAA & NOTICE OF OUR PRIVACY PRACTICE

As required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) 

This notice describes how health information about you (as a patient of this practice) may be used and disclosed, and how you can get 
access to your individually identifiable health information. 

PLEASE REVIEW THIS NOTICE CAREFULLY 

A. OUR COMMITMENT TO YOUR PRIVACY
Our practice is dedicated to maintaining the privacy of your individually identifiable health information (IIHI). In conducting our business, we will create 
records regarding you and your treatment and the services we provide for you. We are required by law to maintain the confidentiality of health information 
that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice
concerning your IIHI. By federal and state law, we must follow the terms of the notice of privacy practices that we have in effect at this time. 

We realize that these laws are complicated, but we must provide you with the following important information: 

 How we may us and disclose your IIHI 
 Your privacy rights in your IIHI 

 Our obligations concerning the use and disclosure of your IIHI 

The terms of this notice apply to all records containing your IIHI that are created or retained by our practice. We reserve the right to revise or amend this 
Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in 
the past, and for any of your records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our offices in a visible 
location at all times, and you may request a copy of our most current Notice at any time. 

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT: 

Saqib A. Siddiqui MD 
The Spine Center P A 
275 Commercial Blvd., Suite 204 
Lauderdale By The Sea, FL 33308 

C. WE MAY USE AND DISCLOSURE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (IIHI) IN THE FOLLOWING 
WAYS

The following categories describe the different ways in which we may use and disclose your IIHI. 
1. Treatment. Our practice may use your IIHI to treat you. For example, we may ask you to have laboratory tests (such as blood or urine tests) and diagnostic 

tests (x-ray, MRI, or EMG). Some may be ordered prior to your initial consultation to maximize the benefit of your visit. Any test ordered prior to your initial 
evaluation is as a response to the symptoms you provided during your new patient intake questionnaire. You can refuse these suggested tests prior to seeing 
the physician or care provider. Any of the people who work for our practice – including, but not limited to, our doctors and nurses, or indirectly with any 
provider we refer you to – may use or disclose your IIHI in order to treat you, or to assist others in your treatment. Additionally, we may need to disclose 
your IIHI to others who may assist in your care, such as your spouse, children, or parents.

2. Payment. Our practice may use and disclose your IIHI in order to bill and collect payment for the services and items you may receive from us. For example, 
we may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with details 
regarding your treatment and health status to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your IIHI to
obtain payment from third parties that may be responsible for such costs, such as family members or insurance companies. Also, we may use your IIHI to 
bill you directly for services and items.

3. Health Care Operations. Our practice may use and disclose your IIHI to operate our business. As examples of the ways in which we may use and disclose 
your information for our operations, our practice may use your IIHI to evaluate the quality of care you receive from us, or to conduct cost-management and 
business planning activities for our practice.

4. Appointment Reminders. Our practice may use and disclose your IIHI to contact you or a family member who answers the phone (or to leave a recorded
message) to remind you of an upcoming appointment. 

5. Treatment Options. Our practice may use and disclose your IIHI to inform you of potential treatment options or alternatives.
6. Health-Related Benefits and Services. Our practice may use and disclose your IIHI to inform you of health-related benefits or services that may be of 

interest to you. 
7. Release of Information to Family/Friends. Our practice may release your IIHI to a friend or family member that is involved in your care, or who assists 

in taking care of you. For example, a parent or guardian may ask that a babysitter take their child to our office for care. In this example, the babysitter may 
have access to this child’s medical information. 

8. Disclosures Required by Law. Our practice will use and disclose your IIHI when we are required to do so by federal, state, or local law.

D. USE AND DISCLOSURE OF YOUR IIHI IN CERTAIN SPECIAL CIRCUMSTANCES 
The following categories describe unique scenarios in which we may use or disclose your identifiable health information:

1. Public Health Risks. Our practice may disclose your IIHI to public health authorities that are authorized by law to collect information for the purpose 
of: 

 Maintaining vital records, such as births and deaths 



275 Commercial Blvd., Suite 204
Lauderdale By The Sea, FL  33308 

Tel. (954) 916-7062   Fax. (954) 916-7487 

4

 Reporting child abuse or neglect 

 Preventing or controlling disease, injury or disability 

 Notifying a person regarding potential exposure to a communicable disease 
 Notifying a person regarding a potential risk for spreading or contracting a disease or condition

 Reporting reactions to drugs or problems with products or devices 

 Notifying individuals if a product or device they may be using has been recalled 
 Notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or neglect of an adult patient (including domestic violence); 

however, we will only disclose this information if the patient agrees or we are required or authorized by law to disclose this information 

 Notifying your employer under limited circumstances related primarily to workplace injury or illness or medical surveillance 
2. Health Oversight Activities. Our practice may disclose your IIHI to a health oversight agency for activities authorized by law. Oversight activities can 
include, for example, investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or actions; 
or other activities necessary for the government to monitor government programs, compliance with civil rights laws and the health care system in general. 
3. Lawsuits and Similar Proceedings. Our practice may use and disclose your IIHI in response to a court or administrative order, if you are involved in 
a lawsuit or similar proceeding. We also may disclose your IIHI in response to discovery request, subpoena, or other lawful process by another party involved 
in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the information the party has requested.  In 
general, we will require that the party that requests your records provide a records-release form, signed by you within the last 3 months. 
4. Law Enforcement. We may release IIHI if asked to do so by law enforcement official:

 Regarding a crime victim in certain situations, if we are unable to obtain the person’s agreement 

 Concerning a death we believe has resulted from criminal conduct 
 Regarding criminal conduct at our offices 

 In response to a warrant, summons, court order, subpoena or similar legal process 

 To identify/locate a suspect, material witness, fugitive or missing person
 In an emergency, to report a crime (including the location or victim(s) of the crime, or the description, identify or location of the perpetrator)

5. Deceased Patients. Our practice may release IIHI to a medical examiner or coroner to identify a deceased individual or to identify the cause of death. If
necessary, we also may release information in order for funeral directors to perform their jobs.
6. Organs and Tissue Donation. Our practice may release your IIHI to organizations that handle organ, eye or tissue procurement or transplantation, 
including organ donation banks, as necessary to facilitate organ or tissue donation and transplantation in you are an organ donor. 

7. Research. Our practice may use and disclose your IIHI for research purposes in certain limited circumstances. We will obtain your written authorization 
to use your IIHI for research purposes except when: (a) our use or disclosure was approved by an Institutional Review Board or a Privacy Board; (b) we obtain 
the oral or written agreement of a research that (i) the information being sought is necessary for the research study; (ii) the use or disclosure of your IIHI is 
being used only for the research and (iii) the researcher will not remove any of your IIHI from our practice; or (c) the IIHI sought by the research only relates 
to decedents and the researcher agrees either orally or in writing that the use or disclosure is necessary for the research, and if we request it, to provide us 
with proof of death prior to access to the IIHI of the decedents. 
8. Serious Threats to Health or Safety. Our practice may use and disclose your IIHI when necessary to reduce or prevent a serious threat to your health 
and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization 
able to help prevent the threat. 
9. Military. Our practice may disclose your IIHI if you are member of the U.S. or foreign military forces (including veterans) and if required by the 
appropriate authorities. 
10. National Security. Our practice may disclose your IIHI to federal officials for intelligence and national security activities authorized by law. We also 
may disclose your IIHI to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct investigations. 
11. Inmates. Our practice may disclose your IIHI to correctional institutions or law enforcement officials if you are an inmate or under the custody of law 
enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to you, (b) for the safety and
security of the institution, and/or (c) to protect your health and safety or the health and safety of other individuals.
12. Workers’ Compensation. Our practice may release your IIHI for worker’s compensation and similar programs.

I have received or reviewed the privacy practice notice (4 pages) for Saqib A Siddiqui MD, and understand the situations in which this practice may need to 
utilize or release my medical records.  I also understand that I agreed to the use of those records when I initially applied for care at this office (my Application 
For Care) on my first visit, whenever that may have occurred. 

I understand that this office will properly maintain my records, and will use all due means to protect my privacy as outlined in this privacy practices statement. 

____________________________________   ________________ 
Patient Signature    Date 

_______________________________________ 
Print Patient Name 
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MEDICATION POLICY 

This practice follows a strict medication policy for all patients and is outlined below. All patients are required to review the policy below and sign an 
acknowledgement stating they have reviewed the policy and agree to abide by the provisions of the policy. 

All clinic personnel have also reviewed the policy and will implement and strictly abide by it.  Unless the physician personally consents to a request for a 
deviation from the protocol, it will be followed explicitly. 

1. We DO NOT give refills in this practice. You will be given enough post-op pain medication, anti-spasm medications etc. for 2-3 weeks after surgery until
we can see you for follow up in the office. You will be given a prescription either on your pre-operative medical conference visit or on the day of your
discharge from the surgery center or the hospital.  We are a surgical practice and do not “take over prescribing” your pills or medications from your
GP or referring physician.  Please do not call, email, fax or request refills! Once again, we do not do refills.

2. All medications are to be taken as prescribed.  If there are any questions or problems with the medications they should be directed to the medical assistant.
The medical assistant will notify the physician as necessary.  After hours or if there is an urgent or emergent matter, the physician will be notified and the
patient may be directed to proceed to an Urgent Care facility or Emergency Room as indicated.  A physician from this practice will always be available
for questions from the emergency room staff regarding your medications or condition.

3. In connection with certain medication, patients may be requested to have a urine test every three to six months to allow continued usage of these
medications.

4. Stronger narcotic medications, including those requiring additional paperwork such as triplicate forms or Department of Public Safety or Drug Enforcement
Agency stickers, are not used in this practice.  The doctors in this practice do not have triplicate prescription forms or DEA stickers.  Patients
requiring these will be referred to a pain management specialist.

5. No narcotic pain medications, tablet, skin patch, or injection, are kept on the premises.

6. Narcotic pain medications are used in this practice for management of acute post-operative incision pain. Once this period is over your pain medications
will once again be prescribed by  your GP, internist, or referring physician. If you require chronic pain control you will be referred to a pain management
specialist or enrolled in a chronic pain program. Once again, we do not assume control of, or take over management in any way of your chronic
pain and pain medications for longer than 90 days after surgery.

After that period this is the responsibility of your GP, internist or pain management physician. If you suffer from severe chronic pain, you
may be referred to a pain management physician before surgery to help you lower your usage of pain medications.

PAIN MEDICATION WILL ONLY BE WRITTEN FOR  
SURGICAL & POST-OP PATIENTS AND DR. SIDDIQUI WILL BE THE 

ONLY PRESCRIBING DOCTOR DURING THIS TIME. 
 ALL OTHER PATIENTS WILL BE REFERRED TO PAIN MANAGEMENT. 

After reviewing the medication policy above, I understand and agree to these provisions. 

_____________________________________ 
Patient Signature 

_____________________________________ 
Print Name 

_____________________________________ 
Date 
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OFFICE OF INSURANCE REGULATION

Bureau of Property & Casualty Forms and Rates 

Standard Disclosure and Acknowledgement Form 

Personal Injury Protection  - Initial Treatment or Service Provided 

The undersigned insured person (or guardian of such person) affirms: 

1. The services or treatment set forth below were actually rendered. This means that those services have already been provided. 

2. I have the right and the duty to confirm that the services have already been provided. 

3. I was not solicited by any person to seek any services from the medical provider of the services described above.

4. The medical provider has explained the services to me for which payment is being claimed. 

5. If I notify the insurer in writing of a billing error, I may be entitled to a portion of any reduction in the amounts paid by my motor vehicle insurer. If entitled, my 
share would be at least 20% of the amount of the reduction, up to $500. 

Insured Person (patient receiving treatment or services) or Guardian of Insured Person: 

Name (PRINT or TYPE)  Signature   Date 

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered 1 above and also: 

A. I have not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to make a claim for Personal Injury Protection

benefits.

B. The treatment or services rendered were explained to the insured person, or his or her guardian, sufficiently for that person to sign this form with informed consent. 

C. The accompanying statement or bill is properly completed in all material provisions and all relevant information has been provided therein. This means that each 

request for information has been responded to truthfully, accurately, and in a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is proper. This means that no service has been upcoded, unbundled, or constitutes an invalid or

not medically necessary diagnostic test as defined by Section 627.732 (15) and (16), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own hand): 

     Saqib A. Siddiqui, M.D. 

Name (PRINT or TYPE)  Signature   Date 

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an application containing any false, incomplete, or 

misleading information is guilty of a felony of the third degree per Section 

817.234(1)(b), Florida Statutes. 

Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may

not be electronically furnished. Failure to furnish this form may result in non-payment of the claim.

OIR-B1-1571 

Pub. 1/2004 

ASSIGNMENT OF INSURANCE BENEFITS, RELEASE, & DEMAND 
Insurer and Patient Please Read the Following in its Entirety Carefully! 
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I, the undersigned patient/insured knowingly, voluntarily and intentionally assign the rights and benefits of my automobile Insurance, a/k/a  
Personal Injury Protection (hereinafter PIP), and Medical Payments policy of insurance to the above health care provider.  I understand it is the 
intention of the provider to accept this assignment of benefits in lieu of demanding payment at the time services are rendered.  I understand this 
document will allow the provider to file suit against an insurer for payment of the insurance benefits or an explanation of benefits and to seek 
§627.428 damages from the insurer.  If the provider’s bills are applied to a deductible, I agree this will serve as a benefit to me and I
authorize and request such litigation.  This assignment of benefits includes the cost of transportation, medications, supplies, overdue interest
and any potential claim for common law or statutory bad faith/unfair claims handling.  If the insurer disputes the validity of this assignment of
benefits then the insurer is instructed to notify the provider in writing within five days of receipt of this document.  Failure to inform the provider
shall result in a waiver by the insurer to contest the validity of this document.  The undersigned directs the insurer to pay the health care provider
the maximum amount directly without any reductions & without including the patient’s name on the check.  To the extent the PIP insurer
contends there is a material misrepresentation on the application for insurance resulting in the policy of insurance is declared voided,
rescinded, or canceled, I, as the named insured under said policy of insurance, hereby assign the right to receive the premiums paid for my PIP
insurance to this provider and to file suit for recovery of the premiums. The insurer is directed to issue such a refund check payable to this provider
only. Should the medical bills not exceed the premium refunded, then the provider is directed to mail the patient/named insured a check which
represents the difference between the medical bills and the premiums paid.
Disputes: The insurer is directed by the provider and the undersigned to not issue any checks or drafts in partial settlement of a claim that contain
or are accompanied by language releasing the insurer or its insured/patient from liability unless there has been a prior written settlement agreed
to by the health provider (specifically the office manager) and the insurer as to the amount payable under the insurance policy.  The insured and
the provider hereby contests and objects to any reductions or partial payments.  Any partial or reduced payment, regardless of the accompanying
language, issued by the insurer and deposited by the provider shall be done so under protest, at the risk of the insurer, and the deposit shall not
be deemed a waiver, accord, satisfaction, discharge, settlement or agreement by the provider to accept a reduced amount as payment in full. The
insurer is hereby placed on notice that this provider reserves the right to seek the full amount of the bills submitted.  Any effort by the insurer to
pay a disputed debt as full satisfaction must be mailed to the address above, after speaking with the office manager, and mailed to the attention
of the Office Manager.  See 673.3111.
EUOs and IMEs: If the insurer schedules a defense examination or examination under oath (hereinafter “EUO”) the insurer is hereby
INSTRUCTED to send a copy of said notification to this provider.   The provider or the provider’s attorney is expressly authorized to appear at any
EUO or IME set by the insurer.  The health care provider is not the agent of the insurer or the patient for any purpose.
This assignment applies to both past and future medical expenses and is valid even if undated.  A photocopy of this assignment is to be considered
as valid as the original.  I agree to pay any applicable deductible, co-payments, for services rendered after the policy of insurance exhausts and
for any other services unrelated to the automobile accident.  The health care provider is given the power of attorney  to: endorse my name on any
check for services rendered by the above provider; and to request and obtain a copy of any statements or examinations under oath given
by patient.
Release of information: I hereby authorize this provider to: furnish an insurer, an insurer’s intermediary, the patient’s other medical providers,
and the patient’s attorney via mail, fax, or email, with any and all information that may be contained in the medical records ; to obtain
insurance coverage information (declaration sheet & policy of insurance) in writing and telephonically from the insurer; request from any insurer all
explanation of benefits (EOBs) for all providers and non-redacted PIP payout sheets; obtain any written and verbal statements the patient or
anyone else provided to the insurer; obtain copies of the entire claim file and all medical records, including but not limited to, documents, reports,
scans, notes, bills, opinions, X-rays, IMEs, and MRIs, from any other medical provider or any insurer.  The provider is permitted to produce my
medical records to its attorney in connection with any pending lawsuits. The insurer is directed to keep the patient’s medical records from this
provider private and confidential and the insurer is not authorized to provide these medical records to anyone without the patient’s and the
provider’s prior express written permission.

Demand: Demand is hereby made for the insurer to pay all bills within 30 days without reductions and to mail the latest non-redacted PIP
payout sheet and the insurance coverage declaration sheet to the above provider within 15 days.  The insurer is directed to pay the bills in
the order they are received.  However, if a bill from this provider and a claim from anyone else is received by the insurer on the same day
the insurer is directed to not apply this provider’s bill to the deductible.  If a bill from this provider and claim from anyone else is received by the
insurer on the same day then the insurer is directed to pay this provider first before the policy is exhausted. In the event the provider’s medical
bills are disputed or reduced by the insurer for any reason, or amount, the insurer is to: set aside the entire amount disputed or reduced;
escrow the full amount at issue; and not pay the disputed amount to anyone or any entity, including myself, until the dispute is resolved by a
Court.  Do not exhaust the policy.  The insurer is instructed to inform, in writing, the provider of any dispute.
Certification:  I certify that: I have read and agree to the above; I have not been solicited or promised anything in exchange for receiving
health care; I have not received any promises or guarantees from anyone as to the results that may be obtained by any treatment or service; and
I agree the provider’s prices for medical services, treatment and supplies are reasonable, usual and customary.
Caution:  Please read before signing.  Please ask to view a copy of our charges.  If you do not completely understand this document
please ask us to explain it to you.  If you sign below we will assume you understand and agree to the above.

Patient’s Name _______________________________ Patient’s Signature   ____________________________________________ 
(Please Print)                                                         (If patient is a minor, signature of parent/guardian) 

Date:  ____________________________ 
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LETTER OF PROTECTION 
________________________________________, ESQ. 
PATIENT NAME: _____________________________ 
DATE OF ACCIDENT: _________________________ 
ACCOUNT #: ________________________________ 
FILE#:  _____________________________________ 
DATE:  ______________________________________ 

I, the undersigned, hereby agree that this agreement constitutes a lien against any recovery of proceeds paid by any insurance 
carrier or from whatever source, settlement, judgment or verdict which may be paid to my attorney or myself as a result of the 
injuries by reason of this accident. 

I hereby authorize my attorney to discuss my case or provide The Spine Center with any information necessary to have payment 
paid directly to them for such sums as may be due and owing for medical services rendered me.  I furthermore, authorize my 
attorney to withhold such sums from any insurance payments or from whatever source, settlement, judgment or verdict and pay 
The Spine Center as soon as possible for said debt. 

I, ______________________________, fully understand that I am directly responsible to The Spine Center for all medical bills for 

services rendered me and this agreement does not relieve me of any personal responsibility for said charges.  I further 

understand that this agreement is made solely for the protection of said provider and such payment is contingent on any 
settlement, judgment or verdict by which I may recover said fee. 

I understand that this Letter of Protection is irrevocable and shall apply to any cause of action whether or not I should engage 

legal counsel or substitute attorney at any future time.  I further understand and agree to notify The Spine Center in writing if I 

change, terminate any attorney/client relationship. 

PATIENT SIGNATURE: _______________________________DATE: _____________________ 

I, the undersigned, being the attorney of record for the above patient, do hereby agree to observe all the terms of the above 
agreement and agree to withhold such sums from any insurance payments or from whatever source, settlement, judgment or 

verdict and pay The Spine Center as soon as possible for said debt. 

I furthermore understand and agree to immediately notify The Spine Center in writing should there occur a substitution of 

counsel, referral to another attorney or law firm, retention of co-counsel, or should the attorney/client relationship be terminated 
or modified in any manner. 

ATTORNEY SIGNATURE: ______________________________DATE: _____________________ 




