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PATIENT INFORMATION

Please fill out the form on the computer, save and print. 
First Name:     

MI:          Last Name:          
Nickname:      
Address:      


City:    FORMTEXT 

     


 
State:      Zip:      

Home Phone Number:     

         Work Phone Number:       




Cell Phone Number:       

         Other Phone Number:      




Which phone number can we call to confirm your appointment? (Check One) Home  FORMCHECKBOX 
  Work   FORMCHECKBOX 
  Cell  FORMCHECKBOX 
  Other  FORMCHECKBOX 

Date of Birth (m/d/y):      


Age:   
 
Marital Status:      



Email address:      


Emergency Contact:



              Patient Employer Information:
Name:       FORMTEXT 

     
  

 




Name: 
Phone Number:
     


        


Address:      
Relationship:      



        

City:        State:    Zip:     






        

Occupation: 
HOW DID YOU HEAR ABOUT US? (Please be specific)

 FORMCHECKBOX 

Patient Referral:
Patient’s Name: 
     


 FORMCHECKBOX 

Doctor Referral:

Doctor’s Name:       





Phone Number:       


 FORMCHECKBOX 
  Radio Station (Please check one)
 FORMCHECKBOX 
 Internet / Website        FORMCHECKBOX 
Other:      


      FORMCHECKBOX 
 1560 AM



      FORMCHECKBOX 
 Google

 FORMCHECKBOX 
 T.V. Station:      
      FORMCHECKBOX 
KSEV 700



      FORMCHECKBOX 
 Yahoo
 
 FORMCHECKBOX 
 Corporate Program:      
      FORMCHECKBOX 
 KILT 610



      FORMCHECKBOX 
 Bing

 FORMCHECKBOX 
 Employer Health Fair:      

      FORMCHECKBOX 
College Station Radio:     
      FORMCHECKBOX 
 MSN

 FORMCHECKBOX 
 Home /Event  Show:      
      FORMCHECKBOX 
Other Radio Station:      




 FORMCHECKBOX 
 Sports / Campus Event:      


PRIVACY POLICY:

RELEASE OF PROTECTED HEALTHCARE INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION:

Under the federal HIPPA standards, I authorize the release of my personal information be disclosed/shared and examined in regards to my healthcare.  This includes reports, evaluations, treatments, photographs, written testimonials and any follow-up evaluations to be sent to my referring doctor, as well as any doctor or hospital institutions involved with my healthcare.  I understand that I am fully and legally responsible for payment of this account.  My signature remains in effect until these terms are revoked or revised by the signee or legal surrogate entities. 

Date:______________________

Patient’s Signature_________________________________________

�








