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Orthopaedic Associates of North Texas 
Patient Demographics 

PATIENT INFORMATION 
 
Patient’s Legal Name:  ___________________________________________________ Date of Birth_____________ Age__________ 

Address: ________________________________________City: ________________________ State: __________ Zip: ____________ 

Home #: ____________________________ Work #: _____________________________ Cell #:______________________________ 

Email: __________________________________________________________________ 

Gender:   M / F Social Security #:_______________________________ Driver’s License #: ___________________________ 

Patient Employer: _________________________________________________________________________________________ 

Address: ________________________________City:________________________________State:_______Zip:________________ 

 
If Patient is a minor, please complete the next section, otherwise skip to Insurance Information 
   MOTHER      FATHER 
 

________________________________________________Name___________________________________________________ 

_______________________________________________Address__________________________________________________ 

________________________________________________Home #__________________________________________________ 

________________________________________________Work #__________________________________________________ 

______________________________________________Date of Birth________________________________________________ 

_____________________________________________Social Security #______________________________________________ 

_______________________________________________Employer_________________________________________________ 

_____________________________________________Driver’s License #_____________________________________________ 

 
INSURANCE INFORMATION 
Primary Insurance Company: ________________________________________  Policyholder’s name: ________________________ 

Policyholder’s Date of Birth: ________________________________________  Social Security #:___________________________ 

Relationship to Patient: _____________________________________________ Policyholder’s Employer: _____________________ 

Policy ID #: ______________________________________________________ Group #:___________________________________ 

Secondary Insurance Company: ______________________________________ Policyholder’s name:_________________________ 

Policyholder’s Date of Birth: ________________________________________ Social Security #:____________________________ 

Relationship to Patient: _____________________________________________ Policyholder’s Employer: _____________________ 

Policy ID #: ______________________________________________________ Group #:___________________________________ 

 
 
Is it O.K. to leave message with detailed information on any of the above phone numbers?       YES     or     NO 
Would you prefer us to leave a message with a call-back number only?                                      YES     or     NO 
 
Emergency Contact/Relationship to Patient: ___________________________________ Phone #:____________________________ 

Patient’s Primary Care Physician: ___________________________________________ Phone #:____________________________ 

Patient’s Referring Physician: _______________________________________________ Phone #:___________________________ 

Pharmacy: ______________________________________________________________  Phone #:___________________________ 

 
We ask that your copayment, deductible and/or coinsurance for services provided be paid today.  If you need to discuss a 
payment plan, please ask to speak to our Collections Office before seeing the doctor. 
 
_____________________________________________       _____________________________     ___________________________ 
(Signature of Patient/Patient Guardian)   (Relationship to Patient)   (Date) 
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