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CLINTIC ASSOCIATI ON
/\ Personalized Medicine. Quality Care.

409 NORTH SIXTH STREET « LONGVIEW, TEXAS 75601
TELEPHONE 903-758-2746 « FAX 903-758-7127

PATIENT INFORMATION FORM

Patient’s Name Date of Birth Age Social Security Number
Sex Race Marital Status
Male Female White  Black  Hispanic  Other Single Married  Widowed
Divorced  Separated
Address City, State, & Zip Code Home Phone Number
Employer/Job Title Cell Phone # Business Phone Number
Spouse’s Name Date of Birth Social Security Number Employer  Business Phone Number
Primary Physician Major Complaint

RESPONSIBLE PARTY FOR MINOR OR STUDENT:

Father’s Name Address Date of Birth Home Phone Number
Father’s Employer Social Security Number Business Phone Number
Mother’s Name Address Date of Birth Home Phone Number
Mother’s Employer Social Security Number Business Phone Number

HOW DID YOU HEAR ABOUT US?

PHONEBOOK FAMILY FRIENDS
INTERNET OTHER
AUTHORIZATION:

I hereby assign to my physician all payments for medical services rendered to my dependents or myself. I understand
that I am responsible for any amount not covered by my insurance. I hereby authorize my physician to furnish informa-
tion to my insurance carrier concerning my illness and treatments.

SIGNATURE: DATE:

*Longview Orthopaedic physicians have ownership in the GSASC where some procedures are performed. They
also have ownership in the MRI at GSMC and the physical therapy department at LOCA. *
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