
Patient Information D~~d~~~Ecp:~k,MD TSC
, PATIENT NAME (First Name, Middle Initial, Last Name) PATIENT 10 (Office Use Only) : Mobile : Work : THIRD PHONE (MOBILE)

___~_~p~~_p.-,~~~ ~?)_~?__~{?_1_41T~~_:ZZZ~ ~{?1~)_?!~:~)_~~ ,--J------------- -----------------------
ADDRESS DATE OF BIRTH : SOCIAL SECURITY NUMBER : SEX (M or F) : MARITAL STATUS

___~~?T_~_~~~~_P._~~~~~yh n gZt!:§L1~~~_lj_~§:__~~:__~?~~n J __101ty:1 __L_lr m lJ~1~_~~~i~?J}~!~_~~:_L1~!~_:~__.
CITY, STATE, ZIP AGE: EMERGENCY CONTACT PERSON RELATIONSHIP TO PATIENT CONTACT PHONE

___!?~J!~~J_I~.7-~?_?_r n nm j~ _xr~ J_ A~I.1_~_~,_S~!~r~~~_~ m n __n n _~~g~~i_l}_t_~n~~ i?J ~)-!~~:!!! ~-
EMPLOYER : OCCUPATION : PATIENT E-MAIL ADDRESS

___~J?~!'!~~r_~gJ!~~~i_1}9 n nn n nm_m_J_-':-!y ~~_I~~h L__r~~p)g~~@gTn~!!·g_~!n h --------------
REFERRING DOCTOR NAME & ADDRESS

___g_~T}~!~~?_~_I}__ry1:!?_·J__YX~IJ!?!~J__~4..?_4__~~!~~_A'!_~_!_§_l:I_i~~_?Q~_!?~!!?_~!_IX_T~_?gj__{~_1~)_~?~:~!!~ __(?~_42_?_?_?~I?! ------
PRIMARY CARE DOCTOR NAME & ADDRESS

RACE n_----------. ---_nnn --n_-n _.. _.---_nn ---_n -----------. -----. -. ---------T -ETi-fNICliY - - - - n n __-----------nn_ -n -.-. n -------------------n_-------. -_n----------. -n ---n -------

Responsible Party
RESPONSIBLE PARTY NAME (First Name, Middle Initial, Last Name) : Mobile : Work : THIRD PHONE (MOBILE)

Robert Plock : (214) 799-7775 i (214) 275-4195 m :__ h_hnn_mnm_m ____________________________ ._. • __ • ••••• -' -i_~ - -l ------ -----
ADDRESS : DATE OF BIRTH : SOCIAL SECURITY NUMBER

6827 Latta Parkway : 07/26/1968 :456-53-3292______________ • • 1 1 _

CITY. STATE, ZIP : SEX (M or F) : PATIENT'S RELATION TO RES

___!?_~J!~?J_J.~_I ~?_?.?._n h u n. m u uu .. L_101~__Llr u.!_§J~_~f ---__m -------n -. -.-

EMPLOYER,- L '- / :OCCUPATION : RESP PARTY 10 (Office Use Only)SpenceMLC Hea~ : HVAC Tech : 44032

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

[ ] Patient (same as above) [] Responsible Party (same as above) [] Other (complete below)

INSURANCE COMPANY NAME COPAY AMOUNT: INSURED'S NAME (First Name, Middle Initial, Last Name

100% Patient i

iNSURANCE' COMPI>:NY- ADDREss - - -- -- -- - - -- -- - - - - - - - - n -h -------n -----m n -m u T iNSURED'ii ••:D[lREss: CITY'-STAT"E"'- zip- -- - - - - - - - - - - - - nm ----- -u -__u_---u -_u-----u -- m ---u ---

iNsuRANcE:" c-aMPANYC-ITY,-ST ATE'- ZIP- - --- - - - - - - - - - - - - - - --- - - - - - - - --. - - .. - - -- - - -- - t ij;jsu-RED's- DATE of-BIRTH --.- -- - T' -------------------------.- --r- - --------- -- -- - -- -- - - - - - - - - -. - - - - - - - --, ' ,, ' ,, ' ,
INS'URAN-CE- COMPANY- pH6-NE-NUMBERS···· ----- - --- - - -- - - - - - ------ -- - -- - ----- --- -- T iNSURED'S- SOCiALSE"C-URiTY No~:-iNs-uRE[is -sEx (MorFl -- ----r-PATIE"riit's-RELA ficiN -TO INSURED- --, , ,, ' ,, ' ,

INsuREfYi; POLICYNUMBER- -- - -. -. - --- -. - -- -- - - - .-- - - -- - -- -- -INSURE-D'S OR-OUP ii-of ij;jsu-RED'S- EMPLOYER - - - - - - -- - - - -- - - - - - - -- - - - - - - -- - -- - - -- - - - -- - -j -INSURE-D'S oc-cLip ATION'- -- ---- -- - - -i

S d I WHO IS THE SECONDARY INSURED PARTY (CHECK ONE)econ ary nsurance [ ]Patient (same as above) [] Responsible Party (same as above) [] Other (complete below)

INSURANCE COMPANY NAME : INSURED'S NAME (First Name, Middle Initial, Last Name)

INSURANCE- C-OMPAN'{ P;DDRESS- - - - - - - - - - - - - -- -. - - -- - - - - - -- - _m m u -n mn __---'T IN-sCiRED's' ADD-RE-SS: CITY:STATE'-ZIP- - - -- - - -- - - ---- - - - - - - - - - -- - u u ---.. _.u ------. ---nm -------n --

iNSURAl-iCE- t-oMPANY CITY'- ST ATE'- ZIP - - - -- - ---- - - - - - m ---------m_ ---mnm __-r;;iSCiRED'S- DATE OF-BIRTH n u --- -. -----------------_m ------- --' -----_hu -----------------. ------­

1NsuRANcE- t-oMPANY-PHONE-N-UMBE-RS- - - -- -- - - - - - - - -- -- - - - - - -- - -- - - - - - - --- -- -- -- -"i INSURED'S- SOCIAL SECURITY-NO. INS-UR-ED'S -SEX (M-or Fj - - - --- -PATIENT'S-RELATION- TO IN-SURED --

INsuRED's- POLICY NUMBER- - -. - -- un - -- u - m um - - - ---INSCJRE-O'S GR-aUp -Ii - -(INSCiRED'S E-MPL6YER- - - h - - - - - - -- - - - - - - -- - -. - -- -. - -. - --- m - - -INSURE-D'SOW[PATION--- -- m - ---

Authorization and Acknowledgement,
II We hereby state that the above information is true and correct to the best of my lour knowledge. II We authorize the above named practice to release
any information acquired in the course of my treatment to my insurance company, employer, Physicians, institutions or third party payors, as required for

certai~~fiIN ....-~/ l2.ki- ~ Lo~_~ Oc.d.J-S!xJld
Signature of Patient I Parent I Guardian Printed Name ------ Date I I -f

II We authorize direct payment to be made to the above named practice for any and all medical or surgical services rendered. I understand if any services
or charges are not covered by my insurance carrier or my eligibility can not be verified, I am responsible for all charges incurred.

Signature of Patient I Parent I Guardian I Insured

Infonmation Printed on 04/24/2014 at 10:57:02AM

Printed Name Date


