
Patient Information 

Hausman 

8358 N. Loop 1604 W, Suite 101 
San Antonio, TX 78249 
Office: (210) 695-1116 
www.piersonortho.com 

Patient Information Form 

Patient's Full Name _____________ Nickname _______ Age __ Date of Birth ____ _ 

D Male D Female Primary Phone# Secondary Phone# ___________ _ 

Do you like receiving text appointment reminders? Yes No (Please circle above phone number to receive text) 

Address ___________________________ State ____ Zip Code ____ _ 

Email Address (parent's if minor) Dentist _______ Last Appt ___ _ 
Whom may we thank for referring you to our office? _________________________ _ 
School _______________ Hobbies _______________________ _ 
Other parties who may bring patient to appointments ____________ Relationship to Patient ____ _ 

Responsible Party (If Responsible Party is Patient, Skip Next 5 Lines)

Full Name _______________ Date of Birth ______ Relationship to Patient _____ _ 

D Male □Female Primary Phone# ___________ Secondary Phone# ___________ _ 

Do you like receiving text appointment reminders? Yes No (Please circle above phone number to receive text) 

Address (check if same as above D ) ________________ State ____ Zip Code _____ _ 

Email address _______________________ _ 

Employer _______________ Occupation ____________ Years employed __ _ 
How long at current residence Marital Status ___________ _ 

Spouse Spouse's Employer Years employed __ _ 

Spouse's relationship to patient ______________ Spouse's phone number _________ _ 

Insurance Information 

Insured Name ______________ Date of Birth ________ SSN __________ _ 

Insurance Company ID# Group# _________ _ 

Insurance Company Phone Number Insured Employer ___________ _ 

Insurance Company Address----------------------------------

Dual Coverage? DYES D NO 

Co-Insured Name _____________ Date of Birth ________ SSN __________ _ 
Insurance Company ID# Group# _________ _ 

Insurance Company Phone Number Insured Employer ___________ _

Insurance Company Address-----------------------------------
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