
                                                         ALAMO CITY MEDICAL GROUP 
 Date:  _________________                                                

PATIENT INFORMATION 
Last Name:                                                              First Name:                                                       Middle Initial: 

Maiden:                                                       Suffix:                                                          DOB: 

Gender:  Male   Female                                                           SSN:                                   

Race:      African American      Asian       American Indian       Caucasian       Hispanic       Other               

Drivers License (State and Number):            

Address:                                                                                       

City:                                                              State:                       Zip:                 County:                                                          

Home Phone:                                                 Work:                                             Cell:                                                  

Call 1st:  Home   Work    Cell    
EMPLOYER INFORMATION 

Name:                                                                           Occupation: 
Address:                                                         City:                                    State:                   Zip: 

GUARANTOR / RESPONSIBLE PARTY 
(Parent / Guardian:  Please complete if patient is a minor.) 

Responsible party’s name:                                                                     Relationship to Patient: 

Address: 

City:                                                                    State:                               Zip: 

Home Phone:                                                      Work Phone:  

INSURANCE COVERAGE- PRIMARY 
Insurance Carrier:                                                                            Policy Number:                          

Group Number:                                            Effective Date:                            Expiration Date: 

Policy Holders First / Last Name:                                                          

Policy Holders SSN:                                                                        Policy Holders DOB:               

Relationship to Patient:    Self       Spouse       Parent        Policy Holders Employer: 

INSURANCE COVERAGE – SECONDARY 
Insurance Carrier:                                                                             Policy Number:                         

Group Number:                                            Effective Date:                            Expiration Date: 

Policy Holders First / Last Name:                                                          

Policy Holders SSN:                                                                         Policy Holders DOB:               

Relationship to Patient:    Self       Spouse       Parent         Policy Holders Employer: 

IN CASE OF AN EMERGENCY, CONTACT 
Name:                                                                           Relationship to Patient: 

Home Phone:                                                 Work:                                             Cell:                                                  

INJURY INFORMATION 
Work Related:    Yes        No                              Date of Injury: 

Injured body part:                                                         Employer Notified?    Yes       No 

Brief description of accident: 

PREFERRED PHARMACY 
Pharmacy Name:                                                          

Address:                                                                       City:                        State:                 Zip: 

Telephone Number:                                                     Fax Number:  

HOW WERE YOU REFERRED TO ALAMO CITY MEDICAL GROUP? 
(Circle one):     Phone Book / Insurance / Insurance / Employer / Other:_______________________________ 
Name of person who referred you, so we could thank them for your referral:  
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