Texas MedClinic Patient Information Worksheet
Dagtor:

Yime in

AT

Reason for today's visit Date of Injury

[ IMr. [ JMrs. [ IMs. [ 1Dr.  Name [ 18n [ 3Jr
 Address Apt City, State, Zp ‘ o

Primary Phone # . Secondary Phone # e R

1 Home 7 work ) Cent - 73 Home {3 Work 7 Celt
Gate of Birth Soclal Security &
(i potient is Jess than 18 yours old, pIeass Complens I GUerEan HOmTaton belam }
' HIPAA acknowledgement on File ¥
Are you a full time student? Yes Ho X
Y b1 b Would you like your record sent to your family doctor?{ 1Yes [ ] No

Referring Physican Family Doctor

E-Mall Address Preferred Pharmacy ) o8

P cy Location/add
| How did you hear about Texas MadCEnmc? Farmacy Locatianjaddr

{Radin, Yellow Pages, Physician, sic.) .

Guardiaﬁ { Guarantor {f other than patientl:

[ 1M [ JMrs. [ TMs. [ 1Dr.  Name » [ 18 { lJr.

Address Apt ____ City, State, Zip

Primary Phone # n Secondary Phone # Date of Birth

[ Home [ work C} Call [:} Home [ work ] Cel
Social Security Number

[ ]Cash { 1Check
[ 1 Debit Card pwith Visa, MC lugo only}
{ ] Credit Card {’ Visa, MC, Discaver)

¥ _.'TIME DFSERVICE

[ 1 lnsurance {Piaase pmvide your Insurance card io the receptjomsz, and review
Texas MedCiinic's insurance Filing Policy,

{ ] Madicare {Payment is requmed at time of service - See Insurance Filmg F’cﬁcy)

Employer Name

Store Number and/or Location

Empfoyer Felephone #
(it cifarent from above)

insured [.D, Number

iF TEXAS MEDCUN%C WJLL BE FILFNG A CLAIM WITH ¥YOUR INSURANCE CARR]ER PLEASE COMPLETE THE FOLLOWING:

insured EmployerfGroup Name

finsured fs different than Guardian / Guaranior, piease cemplele the follawing:

Ingurance Company

~ Group #

Insured's Name

Bate of Birth

Insured's Address

insured's Home Telephone #

Apt City, State, Zip

Receptionist

vi1g




