
Effective August, 2009 

NOTICE OF PRIVACY PRACTICES OF INJURY SPECIALISTS 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 
CAREFULLY. 
 

Uses and Disclosure of Health Information: 
Without your consent, we may use health information about your for treatment (such as sending your medical record 
information to a specialists physician as part of referral), to obtain payment for treatment (such as sending billing 
information to a health insurance plan), and for administrative purposes (such as comparing patient data to improve 
treatment methods). 
 
We may also use or disclose identifiable health information about you without your authorization for several other 
reasons.  Subject to certain requirements, we may give out health information without your authorization for public 
health purposes, abuse or neglect reporting, auditing purposes, research studies, coroners, funeral arrangements and 
organ donations, workers; compensation purposes, judicial/administrative proceedings, specialized governmental 
functions and emergencies.  We may also disclose identifiable health information to your relatives or friends 
involved in your treatment or payment for your treatment.  We provide information when otherwise required by law, 
such as for law enforcement in specific circumstances.  We may also contact you to leave you messages about 
appointment reminders or treatment alternatives.  In any other situation, we will ask for your written authorization 
before using of disclosing any identifiable health information about you.  If you choose to sign an authorization to 
disclose information, you can later revoke that authorization to stop any future uses and disclosures. 
 
We may change our policies at any time.  Before we make a significant change in our policies, we will change our 
notice and post the new notice in the waiting area, in each examination room, and on our Web site as applicable.  
You can also request a copy of our notice at any time.  For more information about our privacy practices, contact the 
person listed below. 
 

Individual Rights: 
In most cases, you have the right to look at or get a copy of health information about you that we use to make 
decisions about your care.  You also have the right to receive a limited list of instances where we have disclosed 
health information about your.  If you believe that information in your record is incorrect or if important information 
is missing, you have the right to request that we correct the existing information or add missing information. 
 
You have the right to request that your health information be communicated to you in a confidential manner such as 
sending mail to an address other than your home.  If this notice was sent to you electronically, you may obtain a 
paper copy of the notice. 
 
You may request in writing that we not use or disclose your information for treatment, payment, or administrative 
purposes.  We will consider your request but are not required to accept it. 
 

Complaints: 
If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about 
access to your records, you may contact the person listed below.  You may also send a written complaint to the U.S. 
Department of Health and Human Services.  The person listed below can provide you with the appropriate address 
upon request.  Under no circumstances will you be retaliated against for filing a complaint. 
 

Our Legal Duty: 
We are required by law to protect the privacy of your information, provide this notice about our information 
practices, and follow the information practices that are described in this notice. 
 
If you have any questions or complaints regarding privacy, please contact our Privacy Officer at (314) 895-3002 ext. 112 
 
RECEIPT ACKNOWLEDGED: ____________________________________ 
 

Printed Patient Name: ___________________________________________ 
 

Date: _____________________________ 
 

 



 

 
 
 
 
 
 
 
Dear Patient, 
 
We appreciate you choosing Injury Specialists and want your visit to be made 
easier.  Therefore, below you will find documents to be completed prior to your 
first visit. When the documents are completed hit the “submit button” or print 
them and bring with you along with information on whom is responsible for your 
bill, your insurance cards, test results (any radiology reports performed), and any 
other relevant information.  
 
As a courtesy, we will attempt to verify your insurance benefits (provided we are 
given accurate information), and/or obtain authorization for treatment prior to our 
visit.  If your insurance plan requires a referral, you are responsible for obtaining 
the referral prior to your visit. 
 
Your cooperation is greatly appreciated and will assist in expediting your initial 
visit. 
 
 
Sincerely, 
 
 
 
The Physicians and Staff of Injury Specialists 
Drs. Barry I. and Rachel A. Feinberg 

 



Effective August, 2009 

NP  UP  RT      BIF  RAF                       Office Use_______ 

INJURY SPECIALISTS 
REGISTRATION FORM  

(PLEASE PRINT) 
Today’s Date:__________         SS#: _____-_____-_______ 
Patients Name:____________________________________    Birthdate: ___/___/______ Age: _____ Sex:  M   F 
Street Address: ____________________________________    City: ____________________    State:_____     Zip:_________ 
Home Phone: (____) ____-______     Cell Phone: (____) ____-_____ Email Address: _______________________________ 
Employer: ________________________________   Occupation: ________________________  Work Phone: (____) ____-_____ 
Employer Address: _________________________________  City: _____________________  State: _______  Zip: __________  
Marital Status:  Single   Married   Widowed   Separated   Divorced      Emergency Contact Name: _____________________________ 
Relationship: ________________     Phone: (____) _____-_________    How did you hear about us? ______________________ 
 
Are you here for injuries sustained in a motor vehicle accident?   NO   YES    

Date of accident: ____/____/_______  State: _______ 
�‡ It is our policy to bill your health insurance for charges relating to all motor vehicle accidents �‡ 

 
Are you here for injuries sustained in a work-related accident?    NO   YES 
Date of accident:____/____/______    Have you filed a work comp claim?   NO   YES-Claim Number:_______________________ 
Contact Person/Employer: _______________________________   Phone: (____) ____-______ 
 

Are you being represented by an attorney?    NO   YES - Name: ______________________________________________ 
Phone: (____) ____-_______    Address: ______________________________________________________________________ 

 
�‡ HEALTH INSURANCE INFORMATION MUST BE COMPLETED  �‡ 

PRIMARY INSURANCE INFORMATION  
Name of Insurance Company: _______________________________________________________________________________    
ID: ____________________________________     Group: ____________________________       Copay: ___________ 
Subscriber’s Name: __________________________________   SS# _____-____-______   Date of Birth: ____/____/_______ 
Relation to patient: _________________ Employer: ______________________________ Work Phone: __________________ 
 

SECONDARY INSURANCE INFORMATION  
Name of Insurance Company: _______________________________________________________________________________ 
ID: ____________________________________     Group: ____________________________       Copay: ___________ 
Subscriber’s Name: __________________________________    SS# ____-___-_______     Date of Brith: ____/____/_______ 
Relation to patient: _________________  Employer: ______________________________  Work Phone: __________________ 
 
 

ASSIGNMENT AND RELEASE  
I, the undersigned, have insurance benefits and assign directly to Gateway Pain Center, DBA Injury Specialists  all medical 
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 Gateway Pain Center, DBA Injury Specialists  to release all information 
necessary to secure the payment of benefits. I authorize the use of my signature for all my insurance submissions. I authorize 
Gateway Pain Center, DBA Injury Specialists  to release a copy of this form to Frontenac Surgery & Spine Care Center , and  
Rehab Dynamics  for insurance verification purposes in the event that I am referred to their facility for treatment. I also understand 
That if treated at Frontenac Surgery & Spine Care Center , I will receive a separate bill for the facility, or if treated by Rehab 
Dynamics , I will receive a separate bill for therapy services. 
 
Signature of Insured/Guardian: _____________________________________________________   Date: ____/____/_______ 
 

MEDICARE AUTHORIZATION  
I request that payment of authorized Medicare benefits be made either to me or on my behalf to Gateway Pain Center, DBA  
Injury Specialists  for any services furnished me by Gateway Pain Center, DBA Injury Specialists . I authorize any holder of  
medical information about me to release to CMS and its agents any information needed to determine these benefits payable for  
related services. I understand my signature requests that payment be made and authorizes release of medical information  
necessary to pay the claim. If “other health insurance” is indicated in item 9 of the CMS-1500 form, or elsewhere on other  
approved claim forms or electronically submitted claims, my signature authorizes releasing of information to the insurer or agency  
shown. In Medicare assigned cases, the physicians or supplier agrees to accept the charge determination of the Medicare carrier  
as the full charge, and the patient is responsible only for the deductible, co-insurance, and non-covered services. Co-insurance  
and the deductible are based upon the charge determination of the Medicare Carrier. 
 
Beneficiary Signature: __________________________________________________________   Date: ____/____/________ 






















