Patient Information *Andrew £ Park, MD TSC

PATIENT NAME (First Name, Middle Initial, Last Nama) PATIENT ID (Office Use Only) Mobile i Work I: THIRD PHONE (MOBILE)
Robert Plock _ 42157 | (214) 799-7775 |(214)275-4195 | |
| ADDRESS 7 T T T PATE OF BIRTH ¢ SOCIAL SECURITY NUMBER : SEX (Mor F) ? MAR’TAL STATUS
6827 Latta Parkway 07/26/1968 | 456-53-3292 XM [ [xwarned_;__]_slngle[ other
CITY, STATE. ZIP i R - ""_KG_E" EMERGENCY CONTACT PERSON RELATIONSHIP T‘o PATIENT CONTACT PHONE
Dallas, TX 75227 ~_45yrs i Abner, Clarence Acquaintance _ (214) 799-7774
EMPLOYER s R “-". OCCUPATION_ BATIENT E-MAIL. ADDRESS

Spencer A/IC Heatlng e tRHVAC TeCh
REFERRING DOCTOR NAME & ADDRESS

RACE T ETHNICITY
-
Responsible Party
[RESPONSIBLE PARTY NAME (First Name, Middle Initial, Last Name) i Mobile + Work :' THIRD PHONE {MOBILE)
Robert Plock 1(214) 799-7775 j(jﬁ_ 275-4195 i
ADDRESS 7 5 " "DATE OF BIRTH 'socmL SECURITY NUMBER
6827 Latta Parkway . 07/26/1968  1456-53-3292
CITY, STATE, ZiIP 5 "SEX (Mor F) ‘PAT!ENT'S RELATION TORES
Dallas, TX 75227 L cce—ae P o XMI[IF SELF
EWPLOVER S e T DCCUPATION IRESP BARTY 1D (Office Use Only)
Spenc C Hea i HVAC Tech i 44032
s WHO IS THE PRIMARY INSURED PARTY (CHECK ONE)
Prlmary Insurance [ ] Patient (same as above) [ ] Responslble Party (same as above) [ ] Other (complete below)
INSURANCE COMPANY NAME COPAY AMOUNT | INSURED'S NAME (First Name, Middle Initial, Last Name
e 100% Patient | e LT i
INSURANCE COMPANY ADDRESS i !NSUREDSADDRESS CITY, STATE, ZIP
INSURANCE COMPANY CITY, 8TATE, zip™ 7777777777 INSURED'S DATE OF BIRTH v R e
INSURANCE COMPANY PHONE MUMBERS 7~ INSURED'S SOCIAL 's'éE:'zjh'lffﬁb'“'friéi}é‘éf:'é's'é')i MorF) f’ﬁﬁﬁé’r&?’é'ﬁt’[@i’iﬁiﬂ"fﬁ INSURED |
INSURED'S POLICY NUMBER . TINSUREDS GROUB# T INSURED'S EMBLOYER 7 e NS UREDS GCCUPATION ™
WHO IS THE SECONDARY INSURED PARTY (CHECK ONE)
Secondary Insurance [ ]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 COMPANY ADDRESS ™~~~ "7 77777 LN’S’{J’I‘(*E'D"'S'i\'ﬁb‘éé’ééf'{:’ff‘?f's"t"i’l"é,'i'lﬁ""'
INSURANCE COMPANY CITY, §TATE, zIP 7 LISUREDSDA‘E‘EOFBIRTH’ """"""""""""""""""""""
INSURANCE COMPANY PHONE NUMBERS . "? NSURED'S SOCIAL SECURITY NO. 7 INSURED'S SEX (M or F) BATIENT'S RELATION TO INSURED |
INSURED'S POLICY NUMBER 7777 T TINSURED'S GROUP # ‘f'N‘s’Uﬁé’{i"s"&Nﬂb’Cb’féﬁ"""""""""" T INSURED'S OCCURATION T 1

Authorization and Acknowledgement

I / We hereby state that the above information is true and correct to the best of my / our knowledge. |1/ We authorize the above named practice to release
any i::'-formation acquired in the course of my treatment to my insurance company, employer, Physicians, institutions or third party payors, as required for

Signature of Patient / Parent / Guardian Printed Name = Date ! I i

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

Signature of Patient / Parent / Guardian / Insured Printed Name Date

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



