
                                                                                                                                                     Office Use Only 
                                                                                                                                     Acct #__________ E / H / R/ B 
                                                                                                                                      Location :  P    M    
TEXAS CENTER FOR JOINT REPLACEMENT                 
 
PATIENT INFORMATION           Nickname:________________________ 
 
Name _____________________________________M.I. _____ Marital Status  __________    
Address 
__________________________________________________________________________ 
City ______________________________________ State _________ Zip  __________ 
Phone (hm)  (_____)__________________ (wk)  (______) ___________________ 
Cell Phone (     )                                            Email address : ________________________ 
Soc. Sec. No. __________________Age _____   Date of Birth ____/____/____  Sex  _______ 
Employer ____________________________________     Occupation ___________________
Employer’s Address 
__________________________________________________________________________ 
City ___________________________________ State  ___________  Zip  ___________
 
Spouse or Next of Kin Information 
Name ______________________________________ Relationship ___________________ 
Social Security Number _______________________    
Phone  (hm)  (______)_________________  (wk)  (_______) ____________________ 
 
Emergency Contact Information (OUTSIDE OF YOUR HOME) 
Name _______________________________________ Relationship _______________ 
Phone (hm)  (______)____________________ (wk)  (_______) _____________________ 
 
Primary Care Physician (PCP) Information 
Name __________________________________ Specialty ______________________ 
Address ______________________________________ Phone (_____)  ______________
City ___________________________________  State  _______  Zip  _________ 
 
Referring Information: (circle one & complete below) Physician, Family or Friend?  
Name _________________________________    Dr. Specialty ___________________ 
Address ______________________________________ Phone  (_______)  ______________ 
City  ____________________________________     State  ___________  Zip  ___________ 
 



 
 
Insurance Information       Primary    Secondary 
Insurance Name _________________________ _____________________________ 
Claims Address _________________________ _____________________________ 
   _________________________ _____________________________ 
Phone Number _________________________ _____________________________ 
Policy Number _________________________ _____________________________ 
Group Number _________________________ _____________________________ 
Group Number _________________________ _____________________________ 
Employer’s Name __________________________ _____________________________ 
 
                                                           
I authorize payment of medical benefits to TEXAS CENTER FOR JOINT REPLACEMENT for services rendered. I 
understand I am financially responsible for all charges whether or not covered by insurance. 
 
Signature __________________________________________      Date ________________________ 


