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Self Referral Form 
 

PATIENT INFORMATION (Please Print) 
 

Date________________   (   ) Single   BIRTHDATE: 
      (   ) Married    AGE: 

(   ) Widowed    HEIGHT: 
(   ) Divorced    WEIGHT: 

SEX: M     F 
 
Social Security Number: ______________________ 

 
Patient Name_______________________________________________________________________________ 

             Last     First         Middle Initial 
 

Address___________________________________________________________________________________ 
Number & Street        City       State            Zip 

 
Home Phone: __________________________Occupation/Employer: __________________________________ 
 
Business Phone: ________________________Cell Phone: __________________________________________ 
 
Emergency Contact: ____________________ Relationship & Name: __________________________________ 
 
Primary Ins: ___________________________Secondary Ins: ________________________________________ 
 
Are you the subscriber? Yes   No 
 
Is the insurance in your name? Yes  No If no, subscriber name: _______________________________________ 
 
SSN of subscriber: _____________________ Subscriber birthdate: __________________________ 
 
Family Doctor: ______________________________________________________________________ 
 
Phone Number: ____________________________ Fax: _____________________________________ 
 
Were you seen in an emergency room for this problem?   Yes  No 
 
Hospital: __________________________________ Date: __________________ 
 
 
 

www.smithhospital.com/spine 
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In this section, check the ONE BOX that best describes how your problem started, and then answer the 
questions.   

    Describe Symptoms 
 
(   ) No Injury (onset was (   ) gradual or (   ) sudden)                          ____________________________ 
             ____________________________ 
Why do you think it started?          ____________________________ 

    ____________________________ 
             ____________________________ 
(   ) Injury ((   ) accident or (   ) sport) Not auto or work         ____________________________ 
             ____________________________ 
Where & how did it happen?          ____________________________ 
             ____________________________ 
(   ) Injury at work    Date: _________________        ____________________________ 
From a (   ) lift (   ) twist (   ) fall (   ) bend (   ) pull (   ) reach      ____________________________ 

    ____________________________ 
(   ) Auto accident     Date: _________________                                 ____________________________ 

 

How was your vehicle hit? 

RELEASE OF MEDICAL INFORMATION AUTHORIZATION 

Fax Information to: (229) 671-2145 

______________________  ______________________          ____________ 

                  Printed Patient Name          Patient Signature                                 Date of Birth 

1. I give my permission for ____________________________ to release to _______________________________ 

                 (Person or Agency)    (Person or Agency) 

the following information______________________________________________________________________________ 

2. I consent only to the release of information for: 

a. Specific date of service: _________________________ 

b. Specific person or agency named above. 

c.   Documents named:  _________________________________________________________________________ 

3. The purpose of this information is: ________________________________________________________________________ 

www.smithhospital.com/spine 


