Waco Primary Care, P.A.
Karl M. Trippe, MD	Kendall Nobles, FNP-C	Connie Barker, FNP-C

Patient Information: Please fill out form completely.  Social Security numbers are required for insurance claims and referrals. 
 
Last name: ________________________ First: ________________________ MI: ______ Gender: Male ___ Female ___
 
Race/Ethnicity: ___________________________________________  Preferred Language: _______________________
 
DOB: _________________ Social Security Number: ___________ - ___________ - ___________ Age: ____________
 
Address: ________________________________________________ City: _______________ State: _____ Zip: ______
 
Home Phone: ____________________ Cell: ___________________ Email: ___________________________________
 
Marital Status of Patient:  Married ____ Divorced ____ Single ____ Widowed ____
 
Employer: _______________________________________ Occupation: _______________________________________
 
Employer Address: _____________________________________________ Employer Phone: ______________________
 
Guarantor Name and DOB: ___________________________________________________________________________
 

INSURANCE INFORMATION
 
Primary Insurance: _________________________________________ Insurance Phone Number: ____________________
 
Member ID: _______________________________________ Group Number: ____________________________________
 
Policy Holder / Subscriber: __________________________________________ DOB: _____________________________
 
Relationship to patient: __________________________________________ Employer: _____________________________
 
Secondary Insurance: _______________________________________ Insurance Phone Number: ___________________
 
Member ID: _______________________________________ Group Number: ____________________________________
 
Policy Holder / Subscriber: __________________________________________ DOB: _____________________________
 
Relationship to Patient: __________________________________________ Employer: ____________________________

EMERGENCY CONTACT: 

Name: ____________________________________________ Relationship: ________________ Phone: _____________________

Name: ____________________________________________ Relationship: ________________ Phone: _____________________

Consent and Authorization for Release of Information / Assignment of Benefits:

I hereby give consent for medical treatment and release any medical information or other information necessary to process this claim. I also request payment of government benefits either to myself or to the party who accepts assignment.


Signature of: ___________________________________________________________ Date: ____________________
