Doctor At Your Service, PLLC
13409 NW Military HWY, Ste. 302
San Antonio, TX 78231
Phone 210.479.3297 Fax 210.568.4569 (new patient referrals only)

Referral Information:					Date: _____________
HHA: _____ PCH_____ALF:_____Insurance: _____ other: ________________
Name of HHA/PCH/ALF/other: __________________________________________________________
Referral Contact: ___________________________Phone: __________________Fax: _______________

DX/Chief Complaint:  ____________________________________________
Patient Information:
Name: _________________________________________________________________________SSN:______-_____-_______
Date of Birth: _________________________________Male____Female____Marital status:  M   S    W    D    other
Race: ________________Ethnicity: _________________Nationality:_______________Language:_________________
Address: __________________________________________________Apt. #: _______________   Gate Code: _________
Apt/Facility Name: ________________________________________City: _________________________TX 782________
Home phone: (         ) ______________________________Alternate Phone: (          ) __________________________
Emergency Contact Name: ________________________________________________relationship: ______________
POA/Responsible Party: ______________________Address: ________________________________________________
Home Phone: (        ) _____________________________Alternate Phone: (         ) _____________________________
Insurance Information: 
Medicare #: _____________________________________Medicaid #: __________________________________________
Secondary / Supplemental Insurance:
Name of Insurance: ______________________________________________Phone Number: ____________________
Policy Number: __________________________________________________Group: _____________________________
Address: _____________________________________________________________________________________________
Electronic Payer ID: __________________________________________________________________________________

HOSPICE                      ASST LIVING/IND LIVING                          DIALYSIS
***PAYMENT IS DUE AT TIME OF SERVICE***

