
Patient Information DOCTOR OF RECORD

Andrew E Park MD TsC

-_~_<?_~~rtfJ-'()~~uumu_u_u 42157 (214) 799-7775 (214) 275-41~5um __m'm m m
ADDRESS H n-n-------------------DATE-6VEflR~fr~f S(fCfACSt-CURff\y.-Nlh;'fE~f:R----- -S-f~>({tXOt:r':-I------ ~ MARiTAL ~~·.ATUS

m~~?LL_~t~~X~r:k»'ay 07/26/1968 456-53-3292 [X]M (]F : [X]Marri d [~~gl_ U()~~_~r_
CITY, STATE. ZIP ------------------------------------- -------------j\(;E -Er~iEi:f6f.:}J(~y-C()-Nt~\Cl;-f)F?~s6N ---------------[;,}:yr;noNsHh>-·N5f:iAtlENt-- ---- ~ 'l,>\CT PHONE

___g_~!!~~_'J)(}5_2_?L 45 yrs Abner, Clarence Acqu~inta!1ce J2--1~)}~~~U74
EMPLDYER -----~ v_~ -6CCUPA.Ti()N--------------~ -------;-PAtTEN-r-i~:rC1AiL-p..DiyRE:,SS- - - ----- ----

Spencer NC Heating HVAC Tech i
r;EVEI~m~G l:56CjOR -NANlf &. A[)I:)r~Vss- mu------------mu ---------------------- ----u__----------------_m-u__-ue---------------u--u------------u----------m-------umu --------
u_g_hr:i~!~~~_e_nJIJU?_._,_William T 3434 Swiss Ave, Suite 206 Dallas, TX 75204 (214) 828-5775 (214) 828-5777 _uu
PRiMARY CARE DOCTOR NMv1Ci-Ai5!5RUiS - - - -u--------u------- mu ------uu--u---u -_---_---------uu -u--u-------------u-u---------------------n - - - - - - - - - - --

i~!\trE- ----- ------ - n_ - - - - - - - - - - - - un - -- - - - - -- - -- - --. - - - - - - - - - -- - n - - -- - - - - - - - - - ---:- -E"fHN)f;i'r.y - - - - - - - - u_ - - - - __ - _.- -- - - - -- - - -- - - - - - - - - -un - - - - • un -- - - - - - - -- --- - - - - - - - - - - - --

f\CDI"'-)1\l011:H ..C l"'hl\! Y NAME {F(rst Name, Mkjd~o in:tial, l.ast NamH} : f0ob-He \:'VQrk : lHiHD PHONE {MOSH.E}

___~~~~~_fJ-'~~~ u u__n m u u_u _m _ n h i_ {?_!~} ?~~~?7} ~ .u_ {~~_~t~?:~~~1_~_5__u m _i_m h m u _
ADDRESS DATE OF BiRTH : SOCIAL SECcHUV NUME,EH

m~~?:?'u~_~~~~_~arkway 07/26/1968 i 456-53-3~~2ummmum
CITY, STATE.: ZiP -. -- - - -- - - -- - - - - - uu --- -- -- -- - -- - - _n n - - - un -- -- - - - - - _n - - n_ - - -- -- n_ - - + -- u_ - - - - -- - - - --- - - ~fFK{tVl-{}rFf - - - - - - -- - - - -- - - ----- -:-f:ji\"I"1fN-'J::'S ~iEf../\T10NTO RES

mg_a!!~s_,J)(X5l2? [X]M [ ]F ! SELF _u
EMPLOYE!', - - - - - - - - uu -----muu ----u--m - nnu u -uu---m - -- - - - u-------u---------------u -OCCUPATloN- -- - - - -u---u------:-!{ESP PAR'f'{I-rj -(Oifi~c:e Ds':'-Onlv'---

Spencer NC Heating HVAC Tech 1 44032 .

Primary Insurance
WHO IS THE PRIMARY INSURED PARTY (CHECK ONE)
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WHO IS THE SECONDARY INSURED PARTY (CHECK ONE)
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Secondary Insurance

Authorization and Acknowledgement
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