Tony McClung M.D.
1213 Hermann Drive #520
Houston, Texas  77004
ph 713 528 3444      www.mcclungclinic.com       fx 713 528 4434

PATIENT REGISTRATION FORM

	Today’s date:
	Primary Care Physician:

	PATIENT INFORMATION

	Patient’s last name:	First:	Middle:
	 Mr.
 Mrs.
 Dr.
	
 Miss
 Ms.
	Marital status (circle one)

Single  /  Mar /  Div / Sep  / Wid

	Street address:
	City:
	State:
	ZIP Code:

	Social Security no.:
	Home phone no.:
(	)
	Cell phone no.:
(	)

	Birth date:
/	/
	Age:
	Sex:
 M	 F
	Pharmacy Name:
	Street your pharmacy is on:

	Occupation:
	Employer:
	Employer phone no.:
(	)

	Do you have a living will?	Yes	No
	Email Address:

	Do you have power of attorney?	Yes   No	If yes,  person’s name:	Phone Number:

	Referred to Dr. McClung by (please check one box):
	  Dr.
	 Insurance Provider
	 Hospital

	 Family
	 Friend
	 Website/Internet
Search
	 Yellow Pages
	
 Other

	Spouse’s Name (if applicable):
	Spouse’s Date of Birth:



	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	Name of primary insurance:
	Group no.:
	Policy no.:

	Policy Holder’s Name:
	Birth date:
/	/
	Policy Holder’s S.S. no.:
	Employer:

	Patient’s relationship to policy holder:
	 Self
	 Spouse
	 Child
	 Other

	Name of secondary insurance (if applicable):
	Group no.:
	Policy no.:

	Policy Holder’s Name:
	Birth date:
/	/
	Policy Holder’s S.S. no.:
	Employer:

	Patient’s relationship to policy holder:
	 Self
	 Spouse
	 Child
	 Other



	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
(	)
	Work phone no.:
(	)

	[bookmark: _GoBack]The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Dr. Tony McClung or insurance company to release any information required to process my claims.   I further grant my permission to Dr. Tony McClung MD PA access to my medication history.



Patient/Guardian signature	Date




