TRINITY FAMILY MEDICINE

MELISSA J. URREA, MD

201 SOUTH BELL BLVD. SUITE 104, CEDAR PARK, TX  78613 ( (512) 258-1645 ( Fax (512) 258-2586


PATIENT INFORMATION

Patient’s Name (Last, First, Middle): ___________________________________________________________

Mailing Address: ___________________________________________________________________________

City, State, ZIP: ____________________________________________________________________________

Home Phone: ____________________Work Phone: ___________________ Other Phone:________________

Date of Birth: _____________________________
‮ Male     ‮ Female    Age_________________

Social Security #____________________________Driver License #________________________________

Employer: _________________________________ Emp. Address: ___________________________________

Occupation:_________________________________

‮Single      ‮ Married       ‮Widowed       ‮Divorced        ‮Separated

If Adult: Spouse’s Name: __________________________________Work Telephone: ____________________

Spouse’s SS # Number: ______________________________
Spouse’s Date of Birth: ___________________

If Minor Child: Guarantor’s Name: _____________________________________________________________

     Address: ________________________________________________
Phone #: ____________________

How did you hear about us? ___________________________________________________________________

In Case of Emergency Contact: _________________________________
Phone #:_____________________

INSURANCE INFORMATION

Primary Ins Co___________________________________ Address: __________________________________

Whose job provides insurance? (name) __________________________________ Birth date _______________

Relationship to Patient:    ‮ Self     ‮ Spouse     ‮ Child     ‮ Other ________________

Policy/Subscriber ID# _______________________Group# _______________Effective Date______________

Employer’s Name ________________________________________Phone #______________

Medicare or Medicaid Number:________________________

Secondary Ins Co_________________________________Address____________________________________

Whose job provides insurance? (name) __________________________________ Birth date _______________

Policy/Subscriber ID# _______________________Group# _______________Effective Date______________

CONSENTS

By signing below, I affirm that I received a copy of the Office Policies.  I have read & understood them.  THE OFFICE POLICIES DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

IF YOU HAVE INSURANCE:

The undersigned hereby authorizes the release of any information regarding all claims for benefits submitted on behalf of myself and/or dependents. I further expressly agree and acknowledge that my signature on this document authorizes my physician to submit claims for benefits for services rendered, or for services to be rendered without obtaining my signature on each and every claim to be submitted by myself and/or dependents, and that I will be bound by this signature as though the undersigned had personally signed the particular claim.

IF YOU DO NOT HAVE INSURANCE: 

I understand that TRINITY FAMILY MEDICINE is accepting me as a private pay patient. I will be responsible for paying for all services that I receive from this practice.   The doctor’s office will not file a claim to any insurance company, including Medicaid, for services provided to me.

_______________________________________________________                       _________________________________

Signature of Patient or Responsible Party (must be at least 18 years of age)                          Date
REVISED 2008


