
PATIENT INFORMATION FORM                                     Date _______________ 

       
Patient Name _____________________________________________________ 

Address _________________________________________________________ 

City, State, Zip ____________________________________________________ 

Home Phone _____________________________________________________ 

Work Phone ______________________________________________________ 

Email Address ____________________________________________________ 

Best Time to Call __________________________________________________ 

Sex:   Male ____   Female ____    Age _______   Date of Birth ______________ 

Marital Status:   Single _____      Married _____    Other ___________________ 

Patient SS# ______________________________________________________ 

Employer _________________________        Occupation __________________ 

Employer Address _________________________________________________ 

City, State, Zip ____________________________________________________ 

Employer Phone __________________________________________________ 

Insured’s Name ___________________________________________________ 

Birthdate ____________________________       SS# _____________________ 

Insured’s Employer _____________________    Occupation _______________ 

Whom may we thank for referring you? _________________________________ 

IN CASE OF EMERGENCY, CONTACT 

Name ___________________________   Relationship ____________________ 

Home/Work Phone ________________________________________________ 

Family Physician __________________________________________________ 

Pharmacy Name ________________________  Phone Number _____________ 
Authorized signature is o file.  By signing, I attest that all information provided is true and 
complete and that my injury/illness is not work related.  I authorize the release of any medical 
information and payment of medical benefits to Carla Emery-Culberson, DPM, MPH, PA, for 
services rendered.  I understand and agree that 1) I was provided a copy of the Notice of Privacy 
Practices and that I have read (or had the opportunity to read) and understood the Notice; 2) I am 
fully responsible for all charges to me including the balance remaining after payment of insurance 
benefits (as per your insurance contract); 3) the responsible party is billed for appointments 
unkept or canceled with less than 24 hours notice; 4) a $25 fee will be charged on each returned 
check; 5) payment is expected on the day services are rendered unless prior arrangements are 
made; and 6) that the information in this paragraph may not be altered or amended by me.  All 
copays, deductibles, and co-insurance are due at the time of service. 
 
____________________________________________          ___________________________ 
Signature of Policy holder            Date 
 
____________________________________________           ___________________________ 
Signature of Claimant (if other than policyholder)                       Date 
 







Dr. Carla Emery-Culberson 
1600 West 38th Street, Suite 300 

Austin, TX   78731 
512-420-0808 

 
 

ACKNOWLEDGEMENT OF RECEIPT 
 

OF 
 

NOTICE OF PRIVACY PRACTICES 
 
 
 

I acknowledge that I was provided a copy of the Notice of Privacy Practices and 
that I have read (or had the opportunity to read if I so chose) and understood the 
Notice. 
 
 
 
 
 
_____________________________________________     Date_____________ 
Patient Name (PLEASE PRINT)    
 
 
_______________________________________________ 
Parent or Authorized Representative (if applicable) 
 
 
 
_______________________________________________ 
Signature 




