*

/‘j? Texas Pain & No-Fault Information Form

Regenerative Medicine

Please provide reception with your No-Fault Insurance card

Name of Insured:

Name of Injured Patient:

Patient’s Social Security Number:

Insurance Company:

Address:

Policy Number:

Insurance Agent:

Agent Phone Number: ( ) Fax: ( )

Date of Accident:

Body Part Injured:

Authorization to Disclose Information
| authorize Texas Pain & Regenerative Medicine to obtain / release all records and submit

medical claims to the above insurance on my behalf for treatment rendered pertaining to
my no fault related injury.

Patient’s Signature: Date:
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