
                                                                                                               Date: _____________________ 
                                

 

Patient Information 
 

 

 

 

Demographics 
First Name:      Last Name: 

DOB:       SS#: 

Address:      

City:       State:   Zip: 

Home Phone:      Mobile Phone: 

Employer:      Work Phone: 

Marital Status:  Married  Single  Divorced 
 

Emergency Contact(s) 
Name:      Relation:    Phone: 

Name:      Relation:    Phone: 

 

Spouse Information 
Name:       Phone:  

Address:    

City:       State:   Zip: 

 
 

Medical Insurance 
Primary Insurance Company:    Member ID: 

Group Number: 

Secondary Insurance Company:    Member ID: 

Group Number: 

 

Physicians 
Referring Physician:      Phone: 

Address:      

City:       State:   Zip: 

Primary Care Physician:      Phone: 

Address:   

City:       State:   Zip: 

 
 
 
Authorization to pay benefits: I, hereby authorize payment directly to the undersigned physician of the 
surgical and/or medical benefits. 
 
Signed (Insured Person):_____________________________________ Date: _______________ 

 
 

 

Payman Sadeghi, MD 

909 Frostwood, Suite 205    Neurology-Electromyography    1331 W. Grand Parkway N., Suite 150 

Houston, Texas 77024                         FAX: 713-467-8585                                             Katy, Texas 77493 

713-467-4082                         281-693-3993 


