
Patient First Name MI Last Name

Address

City State Zip Home Phone

Cell Phone Work Phone Drivers License #

Social Security # Age Gender Date of Birth

Employer Cirlce One

Employment Status Student Status

Referring Doctor Dr's Phone

Primary Insurance Co-Pay

Insured Party

Name of Insured DOB

Relationship to Patient Social Security # Phone Number

Date Accident or Injury Occurred 

Briefly explain 

EMERGENCY INFORMATION

Contact Phone

NEW PATIENT INFORMATION

North Texas Hand Surgery Associates, Ltd., L.L.P.

** This form MUST BE FILLED OUT COMPLETELY  in order for us to bill your insurance. **

FM

NO NO

Part-time

INSURANCE INFORMATION

Does your insurance 

require a referral? YES
Did you request a referral 

from your PCP? YES

Part-time Full-time

Single

Widowed

IF PATIENT IS A MINOR, PLEASE FILL OUT GUARANTOR INFORMATION ON BACK.

MEDICAL PROBLEM INFORMATION

HOME OTHERWORK

�        �        �        �        

If you are

here for an

Accident or Injury

I hereby Assign to the physician all payment for medical and or surgical benefits, to include major medical benefits to which I am entitled, for medical services 

rendered to my dependents or myself.  I understand that I am responsible for all charges whether or not paid by said insurance.  A photocopy of this 

agreement is considered to be a valid as an original.

PLEASE READ AND SIGN:

DateSignature of Patient/Responsible Party

Brief Explanation of 

Symptoms

Married

Did the Accident/ 

Injury Occur at

NOT  an Accident or Injury 

����

Estimated Date 

Symptoms Started

OtherSelf

If Not Insured Party

�

DivorcedFull-time



Guarantor's First Name MI Last Name

Address

City State Zip Home Phone

Cell Phone Work Phone Drivers License #

Social Security # Age Gender Date of Birth

Relationship to Patient

Guarantor Information - Required for minors
W. Dennis Stripling, M.D., P.A.

M F

If information is the same as the patient's, please put SAME.


