
TEXAS PHYSICIANS GROUP

Primary	Care	and	Specialty	Clinics
Affiliate of Lubbock Heart & Surgical Hospital

Pa ent Informa on Sheet

Date: ____________________

Dr: _________________________ Chart #: ___________________

Name: ___________________________________________________     Sex: ______________________

Address: ______________________________________________________________________________

City: ________________________________       State: ________  Zip: _______________________

Home Phone #: _______________________ Cell Phone #: ___________________________________

Social Security #: ______________________ Email Address: __________________________________

Date of Birth: _________________________ Age: _________ Marital Status: ______________

Employer: ____________________________________________ Phone: ____________________

Referring Physician: ____________________________________Phone: ____________________

Primary Care Physician: _________________________________Phone: ____________________

Spouse or Parent Informa on

Name: _______________________________________________ Rela on: ___________________

Employer: _______________________________ Phone:   ___________  Work Phone : _______________

Emergency No fica on Outside of Home

Name: _______________________________________________ Rela on: ___________________

Employer: _______________________________ Phone: ___________ Work Phone: ________________

INSURANCE INFORMATION

Primary – Insurance Company:  _____________________________________________________________

Insured’s Name: _______________________________________ Insured’s DOB: _______________

Secondary – Insurance Company: ____________________________________________________________

Insured’s Name: _______________________________________ Insured’s DOB: _______________

P:\Clinic\Pa ent Informa on Sheet.docx        Revised 06/2022


