SOUTH TEXAS SPINAL CLINIC, P.A.
PATIENT DEMOGRAPHIC SHEET
ACCT # DOCTOR: DATE:

PLEASE PRINT

Check Appropriate Block(s)

[0 Medicare [1 Medicaid 1 Group Health Plan 71 Workman’s Comp [Other

PATIENTS NAME (Last name, first, middle intl) PATIENT BIRTHDAY -(mm,dd,yy) / AGE SOCIAL SECURITY #
PATIENTS ADDRESS: CITY: STATE : ZIP: HOME PHONE #:
CELL # SEX: DRIVER LICENSE # & STATE MARITAL STATUS:

[JMALE O FEMALE [J Married [0 Single [ Divorced JWidowed
PATIENT’S PRESENT EMPLOYER ADDRESS: CITY /STATE ZIP: WORK PHONE #:
SPOUSE’S / GUARDIAN NAME ADDRESS: CITY /STATE ZIP: HOME PHONE #
SPOUSE’S / GUARDIAN EMPLOYER ADDRESS: CITY / STATE ZIP: WORK PHONE#:
SPOUSE’S / GUARDIAN DATE OF BIRTH:
NAME OF POLICY HOLDER (IF DIFFERENT FROM ABOVE) DATE OF BIRTH: SOCIAL SECURITY #
POLICY NAME & ID# POLICY GROUP # EMPLOYER: RELATIONSHIP TO PATIENT:

MAY WE DISCUSS CLINICAL & FINANCIAL INFORMATION | MAY WE LEAVE A MESSAGE AT YOUR HOME, ANSWERING

WITH YOUR SPOUSE? YES NO MACHINE OR THIRD PARTY? YES NO
NEAREST RELATIVE OR FRIEND NOT LIVING WITH YOU: Relationship Phone #:
Name ( )
EMERGENCY CONTACT: Address: Phone #:
Name ( )
REFERRED BY: Address: Phone #:

( )
REPRESENTING ATTORNEY (If Applicable)
IS PATIENT’'S CONDITION RELATED TO EMPLOYMENT? DATE OF ACCIDENT
(Current or previous) 0 Yes 0 No / /
AUTO ACCIDENT? 1 Yes [l No / /

OTHER ACCIDENT? Yes 0 No / /

ASSIGNMENT OF BENEFITS: I hereby authorize and direct my Insurance Carrier to pay directly to the South Texas Spinal Clinic, P.A. all
benefits otherwise payable to me for Medical and/or Surgical services. | understand | am financially responsible for any non-covered
services, deductibles or co-payments.

SIGNATURE DATE

MEDICAL RELEASE OF INFORMATION: | hereby authorize South Texas Spinal Clinic, P.A. to release any Medical Information required to
process my claim.

SIGNATURE DATE

| WILL BE PAYING TODAY BY
(Check one if self pay)
CASH CHECK CREDIT CARD

STSC-.617
9.01.06



