
 

PATIENT 
QUESTIONNAIRE 

 

 

 

 

Please read carefully and sign:   It is customary to pay for services when rendered unless other arrangements have been made in 

advance. All professional services rendered are charged to the patient. Necessary forms will be completed to expedite insurance 

carrier payments. The patient is responsible for all fees, regardless of insurance coverage insurance authorization.   I hereby authorize 

Fort Bend OB/GYN LLP to furnish information to insurance carriers concerning my medical history. I also authorize payment benefits 

to the physician or supplier for services rendered. 

SIGNATURE _______________________________________________________  DATE ___________________ 

 

DATE 

 

ACCOUNT # 

 

PATIENT INFORMATION 
FULL NAME (FIRST + LAST) 

 

DATE OF BIRTH 

 

SOCIAL SECURITY NUMBER 

 

BILLING ADDRESS 

 

CITY 

 

STATE 

 

ZIP CODE 

 

HOME PHONE 

 

CELL PHONE 

 

E-MAIL ADDRESS 

DRIVER’S LICENSE (STATE) 

 

DRIVER’S LICENSE (NUMBER) 

 

MARITAL STATUS 

 SINGLE    MARRIED    DIVORCED    WIDOWED    
EMPLOYER NAME 

 

OCCUPATION 

 

EMPLOYER ADDRESS 

 

CITY 

 

STATE 

 

ZIP CODE 

 

PRIMARY CARE PHYSICIAN (PCP) 

 

REFERRED BY: 

 

INSURANCE INFORMATION 
PRIMARY INSURANCE COMPANY NAME 

 

GROUP CODE 

 

ID # 

 

SECONDARY INSURANCE COMPANY NAME 

 

GROUP CODE 

 

ID # 

 

PHARMACY INFORMATION 
PHARMACY NAME 

 

PHARMACY ADDRESS  

 

PHONE # 

 

SPOUSE / PARENT INFORMATION 
FULL NAME (FIRST + LAST) 

 

DATE OF BIRTH 

 

SOCIAL SECURITY NUMBER 

 

EMPLOYER NAME 

 

OCCUPATION 

 

EMPLOYER ADDRESS 

 

CITY 

 

STATE 

 

ZIP CODE 

 

WORK PHONE NUMBER 

 

CELL PHONE 

 

WORK E-MAIL ADDRESS 


