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PATIENT PHOTO IDENTIFICATION  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I hereby give permission to the staff of Pain & Spine Care Center to take my Photo 
ID and to maintain it in my Patient History. I understand that this Photo ID will  
not be used for any other purpose than as part of my Medical Records. 
 
 
 
 
  ____________________________________________                    ________________________ 
                             Patient Signature                                                                        Date 
 
 
 
 
  ____________________________________________                    ________________________ 
                            Employee Signature                                                                     Date 
 


