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PATIENT INFORMATION FORM

First Name: __________________________________ Last: __________________________________ MI:____________

Date: __________________________ M: ______ F: ______ Age: ______ Married/Single/Other:______________
Address:_______________________________________________________________________________________________

City:____________________________________ State: ____________________________________ Zip:_______________

Cell: ____________________________ Work: ____________________________ Home: __________________________
Date of Birth: ______________________________ Social Security #: ______________________________________
Reason for Visit:______________________________________________________________________________________
Referral Source:______________________________________________________________________________________
EMPLOYMENT

Occupation: _____________________________________ Employer: ________________________________________
Full Time/Part Time: ___________________________ Student: __________________________________________
EMERGENCY CONTACT

Name:_________________________________________________________________________________________________

Address:_______________________________________________________________________________________________

City:____________________________________ State: ____________________________________ Zip:_______________

Cell: ____________________________ Work: ____________________________ Home: __________________________
PERSON RESPONSIBLE FOR BILL

(leave blank if self)
Name:_________________________________________________________________________________________________

Address:_______________________________________________________________________________________________

City:____________________________________ State: ____________________________________ Zip:_______________

Cell: ____________________________ Work: ____________________________ Home: __________________________
I hereby authorize Dr. Cynthia Playfair to bill and collect all payments for medical services rendered to myself for my dependent.  I consent to treatment of my dependent or myself and know that a guarantee of the results of treatment has not been made to me. I have read and agree to the attached FINANCIAL POLICY AND FEES form.

______________________________________________________________               ________________________________
(Signature of patient or responsible party)  
                                   (Date)
2525 Wallingwood Drive, Suite 7D, Austin, Texas, 78746
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Fax (512) 329-5108
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