MARY N. SHINN, M.D., P.A.






713-522-4411

Patient Information as of ___________________(today’s date)

Patient’s Name:__________________________________________ Nickname: ___________________________________

Address______________________________________________________________________________________________




Street/Apt#



City


State

Zip

Home Ph#:________________________ Cell#:____________________________ Fax#:____________________________

Email:____________________________________________________________ Pharmacy#:________________________

Age:__________ Birthdate:__________________SS#_______________________________Gender: [ ] Female  [ ] Male

Marital Status: [ ] Single    [ ] Married to:_________________________________ Other [ ] ________________________

Patient’s Employer:___________________________________________ Occupation:______________________________

Work#__________________________________________ Ext:___________        Is it ok to call at work? [ ] Yes   [ ] No

Employer’s Address:___________________________________________________________________________________

Referred by:__________________________________________________ Phone#:_________________________________

Emergency Contact:____________________________________________________Relationship:____________________

(Not in your household)

Home Ph#___________________________ Work#________________________ Other:____________________________

Primary Health Insurance Company______________________________________________________________________

Policy#____________________________ Group#___________________________Phone#__________________________

Insured Name:________________________________ DOB:_____________ SS#__________________________________

Employer:________________________________________________ Relationship to Patient:_______________________

Secondary Health Insurance Company____________________________________________________________________

Policy#___________________________Group#___________________________ Phone#___________________________

Insured Name:_________________________DOB:______________Employer:___________________________________

I understand that office visit charges are payable on the day service is rendered. I authorize Mary Shinn, M.D. to bill my insurance company for medically necessary services. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. Regardless of insurance coverage, I am responsible for all bills being paid in a timely manner. I understand that my contract is between Mary N. Shinn, M.D. and myself.

Signature:_________________________________________ Date:___________________________________
