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Date:

Patient Information

Patie nt Name:
(Lasr) (First) (Middle lnrtial)

Sex: M/F Date of Birth

Home Te le phone

Home Add ress:

SSN#: MaritalStatus:

Work:Ce ll Phone

(Street or P.O gox)

(City)

Patient's Employer:
(State)

Emoil Address:
{zip Code)

Emergency Co ntact Name

Spouse's Name:

Name of nearest relative/friend not living with you:

Phone#:

Phone #:

Phone #:

Billing Information
Person Responsible for Bill:

(Last) {First) (Middle lnitial)

Respo nsible Party's Home Telephone:
S5N#: Date of Birth:

Cell:

Responsible Party's Add ress
(Street or P.O 8or)

(City)

Res ponsible Party's Employer
(Srate) (Zip code)

Business Telephone:

lnsurance lnformation
As o courtesy, we will occept poyment ol benelits dircctly lrcm you insuronce compony . No relunds qre issued until your
insuronce compony hos settled cloim(s), ond our olfice has rcceived full pdyment ol benelits, Pleose Jill out occurotely ond

completely. The port ol our lee thqt is not covered by insurunce is due ot the time of tredtment.

ts insured a current patient? Y/N
Na me of lnsured:

(Last) lrirst)
Date of Birth:

(Middle lnitial)

Employer sSNf:
Na me of lnsurance Company

Group num ber: Telephone Number of lnsurance Company:

_tnitiols .ANCELLATI9N PoLlcY'. As o courtesy to other potients, oll concellotions must be mode

24 hours in odvonce of ony scheduled oppointments. lf cancellotions occur after this time, your account moy be

chorged o concellotion t'ee. lf you do not show for your scheduled oppointment, your occount moy be chorged a

"No-,how" fee.

972-542-8733 2300 Virginia Parkway McKinney, TX75O71 www. standeferdds. com
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How did you hea r about our office ?


