
                       CENTRAL TEXAS MEDICAL ASSOCIATES 
                Patient Information Form 

 
 

Social Security#                                 Name: Last                                          First                              MI 
Address                                              City                                                        State                              Zip 
Home Phone                                       Work Phone                                         Birth Date        
Sex:    M     F                                      Marital Status                                        Race   
Driver’s License#                                Occupation                                           Employer 

Primary Care Physician                                                                                    Referred By 
 

NAME OF POLICY HOLDER (person responsible for payments not covered by insurance)  
Name of Responsible Party                Last                                                      First                              MI 

Social Security#                                                         Relationship to Patient 

Address                                               City                                                      State                             Zip 

Home Phone                                       Work Phone                                         Birth Date 

Sex:    M     F                                      Marital Status                                        Race 

  

                                                     INSURANCE INFORMATION 
Insurance Company/Carrier                                                                             Phone 
Number                                                                                           

Address                                              City                                                        State                              Zip  

Name Policy Holder                                                                    Social Security# 

Member#                                            Group#                                          Policy Holder Date of Birth 

Employer Insurance Plan       Yes        No                    Employer 

Secondary Insurance Company/Carrier                                                           Phone Number 

Address                                               City                                                       State                             Zip 

Name Policy Holder                                                                    Social Security# 

Member #                                            Group#                                       Policy Holder Date of Birth 
                                                       CONTACT INFORMATION 

Name of Person to Notify in an Emergency                                                      Relationship 

Address                                               City                                                        State                             Zip 

Home Phone                                       Cell Phone                                             Work Phone 

            RELEASE OF MEDICAL INFORMATION:  I hereby consent and authorize Central Texas Medical  
 Associates to release any medical information in connection with the services rendered for determination of 

benefits or collection of said benefits from my health insurance carrier. 
 
_____________________________________________________             ______________________________  
                                          Signature                                                                                         Date 
 


