DAVE E. WEBSTER D.O., PA.
FAMILY MEDICINE / URGENT CARE
5610 E. Central Texas Expressway., Suite 1
Killeen, TX  76543	Phone:  (254) 690-8887

PATIENT INFORMATION SHEET

Thank you for choosing our family practice!  In order to serve you properly, please provide us with the following information.  Please PRINT and complete all items requested.
TODAY’S DATE:  _______________________
Who referred you to our practice?   _____________________________________________________
Patient’s Name:   ___________________________________________________________________
			Last				First				Middle	
Drivers License #:  _________________________  State Issued:  __________
Street Address:  ____________________________________________________________________
City:  _________________________________  State:  __________  Zip:  __________   Sex:  M or F
Employer:  ________________________________________________________________________
Home Phone:  _______________________________  Date of Birth:  ________/________/________
Work Phone:  _______________________________   Social Security #:  ______________________
Marital Status:  Married     Single     Divorced     Widowed     (please circle)
Spouse (or Parent, if patient is a minor):   ________________________________________________
Spouse’s Social Security #:   __________________________________________________________
Address (if different from patient’s):  ___________________________________________________
City:  _________________________________  State:  __________  Zip:  __________
Employer:  __________________________________  Work Phone:  _________________________
INSURANCE INFORMATION
Primary Insurance:  ___________________________  Group#:  _____________________________
Insured’s Name:  _____________________________  Insured’s ID#:  ________________________
     (Name of person who owns policy)
Insured’s Date of Birth:  ________/________/________  Insured’s Employer:  __________________
Insured’s relationship to patient:     SELF     SPOUSE     PARENT     OTHER__________  (circle)
Secondary Insurance:  _________________________  Group#:  _____________________________
Insured’s Name:  _____________________________  Insured’s ID#:  ________________________
     (Name of person who owns policy)
Insured’s Date of Birth:  ________/________/________  Insured’s Employer:  __________________
Insured’s relationship to patient:     SELF     SPOUSE     PARENT     OTHER____________  (circle)
Who should we contact in case of an EMERGENCY?  _____________________________________
That person’s relationship to patient:  ___________________________________________________
Phone numbers:  HOME:  __________________________  CELL:  _________________________

FINANCIAL INFORMATION

Who is responsible for this patient financially?  ___________________________________________
Our billing policy is to collect all co-pay amounts on the day of service.  If you have no insurance, full payment is expected at the time of service.  We accept all payment by cash, check, Visa, MasterCard or Discover Card.  If there is a problem with your insurance company or your billing, please feel free to talk to us about the problem.  Please DO NOT ignore your billing, as doing so may cause your account to be handled through outside collections efforts.

I, ______________________________ (print your name), understand that I am fully responsible for all charges, whether or not they are covered by insurance.  I further authorize the release of any medical information or records to my insurance company or their fiscal intermediary, as necessary incident to obtaining payment.
Please Note:  A service fee of $36.00 will be charged for any returned check.


________________________________________		____________________
Signature of Patient / Parent / Guardian			Date

POLICY CHANGE FOR MISSED APPOINTMENTS

IN ORDER TO PROVIDE BETTER CARE FOR YOU AND YOUR FAMILY WHEN YOU BECOME ILL, WE HAVE CHANGED OUR POLICY REGARDING PATIENTS WHO MISS A SCHEDULED APPOINTMENT WITHOUT CALLING TO CANCEL OR RESCHEDULE.

WE WILL BILL $50.00 FOR THE SECOND AND SUBSEQUENT MISSED APPOINTMENTS IN ANY CALENDAR YEAR, IF THE APPOINTMENT WAS NOT CANCELLED OR RESCHEDULED THE DAY BEFORE.

IF YOU ARE NOT ABLE TO KEEP YOUR APPOINTMENT, PLEASE CALL OUR OFFICE AT LEAST THE DAY BEFORE YOUR APPOINTMENT DATE AND TIME.  INITIAL  __________

APPOINTMENT CANCELLATION

A minimum of twenty-four (24) hours notice must be
given to cancel or reschedule an appointment.
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