
EAS_TERN SHORE PAIN MAN AGEMENT, P.C. 

PO Box 2064 

Fairhope, AL 36533 

REGISTRATION AND HISTORY 

· PATIENT INFORMATION

Date ___________ _ 

Patient ____________________ _ 

Address ____________________ _ 

City State Zip 

Sex: 0 M O F Age __ _ Birthdate _ _______ _ 

0 Single O Married O Widowed O Separated O Divorced 

Patient SS# ___________________ _ 

Occupation ___________________ _ 

Employer ____________________ _ 

Employer Address _________________ _ 

Employer Phone _________________ _ 

Spouse's Name _________________ _ 

Birthdate __________ SS# ________ _ 

Occupation ___________________ _ 

Spouse's Employer ________________ _ 

Whom may we thank for referring you? __________ _ 

PHONE NUMBERS 

Home ______ Work ______ Cell _____ _ 

Best time and place to reach you ____________ _ 

IN CASE OF EMERGENCY, CONTACT ________ _ 

Name ___________ Relationship _____ _ 

Home Phone _____ __ Work Phone _______ _ 

PLEASE READ AND SIGN: 

INSURANCE 

Who is responsible for this account? ___________ _ 

Relationship to Patient _______________ _ 

Method of payment - o Cash a Check a Insurance o Debit Card a MasterCard o Visa 

Insurance Co. 
-------------------

Group # ____________________ _

Is Patient covered by additional insurance? o Yes D No 

Subscriber's Name ________________ _ 

Birthdate __________ SS# ________ _ 

Relationship to Patient _______________ _ 

Insurance Co. __________________ _ 

Group # ____________________ _
ASSIGNMENT AND RELEASE 
I, the undersigned, certify that I (or my dependent) have insurance coverage with 

::--=:-:-----=--:-:--,.,,..--:---:--:--::----:--:------,,----:-:----c , and assign directly to 
Dr. Robert E. McAlister, Jr., M.D. all insurance benefits, if any, otherwise payable 
to me for services rendered. I understand that I am financially responsible for all 
charges whether or not paid by insurance. I hereby authorize the doctor to release 
all information necessary to secure the payment of benefits. I authorize the use of 
this signature on all insurance submissions. Dr. McAlister is a Medicare opt out 
Physician and does not render services which may have been or are covered 
under Medicare except for emergency or urgent care services. 

Responsible Party Signature 

Relationship Date 

ACCIDENT INFORMATION 

Is condition due to an accident? 0 Yes O No Date ____ _ 

Type of accident a Auto O Work a Home O Other 

To whom have you made a report of your accident? 

0 Auto Insurance O Employer O Worker Comp. rJ Other 

0 Legal action pending 

Attorney Name (if applicable} _____________ _ 

l. THE UNDERSlGNED, HEREBY AGREE TO PAY ALL AMOUNTS AND CHARGES HEREAFTER INCURRED BY MYSELF

AND OTHER MEMBERS OF MY FAMILY FOR SERV ICES RENDERED. FAILURE TO MAKE PAYMENT WHEN REQUEST

ED IS A BASIS FOR LEGAL ACTION AND THE UNDERSIGNED AGREES TO PAY ALL COSTS OF COLLECTION INCLUD
ING A REASONABLE ATTORNEY'S FEE. I UNDERSTAND THAT PAYMENT IS DUE AT THE TIME OF SERV ICE. AND THAT 
I. AND NOT MY INSURANCE COMPANY, AM RESPONSIBLE FOR THE ENTIRE BILL.

I HEREBY ACKNOWLEDGE RECEIPT OF YOUR PRACTICE'S PRIVACY NOTICE AND UNDERSTAND YOUR PRIVACY 
POLICY POSTED IN YOUR PATIENT WAITING ROOM. 

I AUTHORIZE ROBERT E. McALISTER. JR., M.D .. TO RENDER MEDICAL TREATMENT DEEMED NECESSARY BY HIM 
TO THE PATIENT NAMED HEREIN. 

DATE _____ _ 

DATE 

SIGNATURE 

WITNESS 

(SEALED) 

(SEALED) 


























