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                                         Fax: 940-626-8137



BASIC INFORMATION

Please Print and Fill Out Completely

Name:_______________________________________________________________________

Last
First
MI

Date: ________________  Gender: ______  Date of Birth: _________________  Age: _______
Address: ____________________________________________________________________


Street
City
State
Zip Code

Home #: ___________________  Cell #:___________________Work #:__________________

Email: __________________________________  Social Security #: _____________________

Primary Care Doctor’s Name: ________________________ Office #:_____________________
Insurance: ________________________________  Policy Holder: _______________________
Group: ___________________________________  Member ID: ________________________
Employed:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Name of Employer: ____________________________ Occupation: ______________________
Address: ____________________________________________________________________


Street
City
State
Zip Code

Highest Level of Education:_________________

Marital Status:  (Please select one)

 FORMCHECKBOX 
 Single   FORMCHECKBOX 
 Engaged   FORMCHECKBOX 
 Married x ___yr   FORMCHECKBOX 
 Remarried   FORMCHECKBOX 
 Separate   FORMCHECKBOX 
 Divorce   FORMCHECKBOX 
Widowed

Children :  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
If yes, how many : _______
Currently live with:_____________________________________________________________
How did you hear about us?  (Please select one)
 FORMCHECKBOX 
 Friend   FORMCHECKBOX 
 Relative   FORMCHECKBOX 
 Health Care Professional   FORMCHECKBOX 
 Internet   FORMCHECKBOX 
 Phone Book

Name of the person who referred you if applicable: ___________________________________
WHO SHOULD WE CONTACT IN CASE OF EMERGENCY?

Name: _______________________________________  Phone #: _______________________
Address: ____________________________________________________________________
Relationship to Patient: _________________________________________________________
RESPONSIBLE PARTY

Who is the guarantor? (Who will be responsible for paying?) For example, if the patient is a minor, this might be a parent. If the claim to be filed on an insurance policy your spouse has through their employer, this would be your spouse’s information.

 FORMCHECKBOX 
 Same as Patient (If you are the patient and will be responsible for the finances, check the box and skip to the next section)

Name:_______________________________________________________________________

Last
First
MI

Social Security # ________________________________ Date of Birth ___________________
Address: ____________________________________________________________________


Street
City
State
Zip Code

Home #: ___________________  Cell #:___________________Work #:__________________

Occupation: ___________________________Employer:_______________________________

Employer Address: ____________________________________________________________


Street
City
State
Zip Code

Signature: _____________________________  Date: _____________________

Basic Information
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