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Patient’s Full Name:____________________________________________  Date of Birth:_______________ 
                                      Last                                 First                        MI                               (MM/DD/YY) 
Home 
Address:____________________________________________________________________________ 
                                                Street                                              City                            State              Zip 
Home Phone:___________________________________Cell Phone:_________________________________ 
 
E-Mail Address:___________________________________________________________________________ 
 
Sex:    F      M__________Marital Status:    Single       Married       Widowed       Divorced___________ 
 
Driver’s License #:_____________________________Social Security #:_____________________________ 
 
Patient’s Employer:___________________________________________Work Phone:__________________ 
                                                  
Employer’s Address:_______________________________________________________________________ 
 
Spouse/Guardian’s Employer:________________________________________________________________ 
                                                   Name                                 Address                    City           State        Zip 
In Case of Emergency Contact:_____________________________Relationship:________Phone:__________ 
 
                                                              Primary Insurance Coverage    
 
Insurance Company:_______________________________________________________________________ 
 
Insurance Claim’s Address:___________________________________Insurance Phone:_________________ 
 
_Policy #:______________________________________Group #:___________________________________ 
 
If Subscriber is Not the patient, please answer the following: 
 
Subscriber’s Name:__________________________________Subscriber DOB:_______________________ 
 
Subscriber’s Social Security #:______________________________________________________________ 
 
                                                Insurance Authorization  (check appropriate boxes) 
 

  I understand that I am ultimately responsible for all services rendered by Dr. Barone and her staff 
whether covered by my insurance or not.   

  I also authorize Dr. Barone and her staff to access my chart for management review. 
  This is to inform you that Dr. Barone is an investor in the Christus Santa Rosa Surgery Center located 

on 2833 Babcock Rd., suite100, San Antonio, TX 78229.   
  I would like to be placed on your mailing list. 

 
 
                           Patient’s Signature                                                                            Date                



 
                                                       
 
 
 


