PATIENT INFORMATION 

PATIENT’S NAME ____________________________________________________________________ 
SEX
M
F

                                                             LAST                                                          FIRST                                                         MIDDLE

_______     ____________________     ______________________     ______________________     ________________________

   AGE
          DATE OF BIRTH
           SOCIAL SECURITY #                   HOME PHONE                          CELL PHONE
MAILING ADDRESS _______________________________________________________________________________________
                                                                STREET OR P.O. BOX                                             CITY                                                           STATE                                ZIP CODE
EMAIL ADDRESS ____________________________________________________________________
RESPONSIBLE PARTY INFORMATION IF PATIENT IS A MINOR OR STUDENT:
     MOTHER’S NAME  ___________________________________
MOTHER’S EMPLOYER  ______________________________________
     WORK PHONE _________________DOB_________________
SOCIAL SECURITY NUMBER __________________________________
     FATHER’S NAME ____________________________________
FATHER’S EMPLOYER _______________________________________
     WORK PHONE _________________DOB_________________
SOCIAL SECURITY NUMBER __________________________________
PATIENT’S EMPLOYER ___________________________________________________ WORK PHONE ___________________

PATIENT’S OCCUPATION _________________________________________________STUDENT?    FT_____  PT_____

JOB DUTIES
______Sedentary Work  ______Climbing  ______Lifting  ______Excessive Walking  ______Kneeling

EMERGENCY CONTACT ___________________________Relationship_________________ PHONE  ___________________

***DID THIS INJURY OCCUR AT WORK?        YES _____      NO _____   

(IF INJURY OCCURRED ON THE JOB, IT WILL NOT BE COVERED BY YOUR REGULAR INSURANCE CARRIER.  DR. HOFFMANN IS NOT                                                                                                                                                 APPROVED BY THE STATE TO SEE WORK COMP INJURIES AND THE PATIENT WILL BE RESPONSIBLE.)

	Primary Insurance
	Secondary Insurance

	Name of Ins. Co.
	Name of Ins. Co.

	Insured’s Name:
	Insured’s Name:

	Insured’s ID#:
	Insured’s ID#:

	Insured’s DOB:
	Insured’s DOB:

	Insured’s SS#
	Insured’s SS#:

	Insured’s Hm Phone:
	Insured’s Hm Phone:

	Insured’s Wk Phone: 
	Insured’s Wk Phone: 

	Insured’s Employer:
	Insured’s Employer:

	Insured’s Address:

_____________________________________________

______________________    _______     ___________

                     City                              State                   Zip
	Insured’s Address:

_____________________________________________

______________________    _______     ___________

                      City                              State                   Zip


MEDICAL AUTHORIZATION FOR INSURANCE AND CONSENT FOR TREATMENT
I HEREBY GIVE CONSENT FOR MEDICAL TREATMENT FOR MYSELF OR CHILD, IF MINOR.  I HEREBY ACKNOWLEDGE THAT I AM RESPONSIBLE FOR THE PAYMENT ON THIS ACCOUNT.  I HEREBY AUTHORIZE THAT INFORMATION MAY BE RELEASED TO MY INSURANCE CARRIER AND I AUTHORIZE PAYMENT DIRECTLY TO F. J. HOFFMANN, M.D. FOR THE SURGICAL AND/OR MEDICAL BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME UNDER TERMS OF MY INSURANCE.  PAST DUE BALANCES AFTER 60 DAYS MAY BE SUBJECT TO A SERVICE CHARGE.  I HEREBY AUTHORIZE PHOTOCOPIES OF THIS FORM TO BE AS VALID AS THE ORIGINAL.

DATE _________________       ______________________________________________________    ______________________
                                                    SIGNATURE OF PATIENT (OR PARENT IF PATIENT IS A MINOR CHILD)           TEXAS DRIVERS LIC. NO.

