
                                     Roy A. Logan, DC                  
                             7612 Hwy 71 W., Ste. C                12505 Rampart St., Ste. B 
                             Austin, Texas  78735                     Austin, Texas  78727 
                       (512) 301-9191                               (512) 215-3256 
  
 

New Patient Information

Name  Mr./Mrs/Ms.  __________________________________________________________________ 

Social Security #__________________________   Drivers License #/State_______________________ 

Date of Birth__________________________________________  Age____________________________ 

Marital Status   married     single     divorced     widowed             # of Children_________________           

Address____________________________________City__________________St_____Zip___________ 

Phone (home)_____________________(work)_____________________(cell)_____________________ 

Email address___________________________    Sex  male/female    Race_______________________ 

Occupation______________________________      Employer__________________________________ 

Job Functions__________________________________________________________________________ 

Work Address_______________________________City_________________St______Z1p__________ 

Why Did You Choose Us?

Referred by______________________  health lecture    yellow pages    saw our sign   newspaper ad 

Other_________________________________________________________________________________ 

 
Primary Insurance Card Holder/Spouse’s Information

Insurance Company____________________________________________________________________ 

Name on card________________________________________________   Birthdate________________ 

Occupation_____________________________    Employer____________________________________ 

Social Security #_____________________________    Phone (work)____________________________ 

Relationship to card holder______________________________________________________________ 

Attorney Information

Attorney’s name___________________________________________   Phone_____________________ 

Address___________________________________City___________________St_____Zip___________ 

Desired Method of Payment             cash          check         credit card 

PAYMENT IS DUE WHEN SERVICES ARE RENDERED 

 
Contacts 

Closest Relative Not Living With You_____________________________________________________ 

Address__________________________________City___________________St_____Zip____________ 

Phone____________________________________   Relationship________________________________ 

Person to Notify in Case of Emergency___________________________________________________ 

Name___________________________Phone______________________Relationship_______________  

 
SIGNATURE (Guardian if under 18)______________________________________________________ 


