
PATIENT INFORMATION SHEET
P A T I E N T     I N F O R M A T I O N

Patient Name: __________________________,_______________________________Birthdate__________________

Address: __________________________________________________________________________________

Zip: _______________________________ City:___________________________________State: _______

Home number: (           )                                             Cell Phone: _________________________________

Sex:    Male   /   Female    Patients SS#: _________________________________
     (Circle one)

Referred by: _______________________________ Pediatrician: _________________________________

Address: _______________________________ Address: _________________________________

City: _____________ST:____Zip:_________City: _____________ST:____Zip:__________

Phone: (           )                                             Phone: (           )                                            

G U A R A N T O R      I N F O R M A T I O N

Name of mother: _______________________________ Name of father: _________________________________

Address: _______________________________ Address: _________________________________

City: _______________________________ City: _________________________________

State: ___________________Zip: _________State: ___________________Zip: ___________

Home number: (           )                                             Home number:     (           )                                            

SS#: _______________________________ SS#: _________________________________

Employer: _______________________________ Employer: _________________________________

Work number: (           )                                             Work number: (           )                                            

Birthdate _______________________________ Birthdate _________________________________

I N S U R A N C E     I N F O R M A T I O N

Is the patient covered by MEDICAID ?  YES _____NO ____

Primary insurance: _______________________________ Secondary insurance: _________________________________

Phone number: (           )                                            Phone number: (           )                                            

Policyholder's name: _______________________________ Policyholder's name: _________________________________

Group number: _______________________________ Group number: _________________________________

Policy number: _______________________________ Policy number: _________________________________

ASSIGNMENT AND RELEASE:  I hereby assign my insurance benefits to be paid directly to Sunset Clinic PA. I 
understand that I am financially responsible for any non-covered services, collection agency fees and or attorney fees.  I
also authorize the provider to release any information required to process this claim.

Signed: ___________________________________________Date: ______________________________________________

Sunset Clinic PA 1922 w 10th St, Dallas, TX, 75208, 214-942-3113, www.sunsetclinicdfw.com

Preferred Contact & Phone: ______________________________________________________________________________
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