                                                           Stephen J. Farmer, M.D. 

                                           3001 A Airport FRWY Bedford, Texas 76021

                                                      (817)571-6863 (817)540-5775

 First Name:_____________________Middle Initial____Last Name______________________

 Home Address:________________________________apt#_____City____________________

 State:_______Zip:_________hm(    )__________________cell(    )______________________

           DOB:____________Email:___________________________DL#__________________

                 SSN #:____________________Pharmacy #__________________________

                                         Martial Status:    Single    Married     Separated      Divorced      Widowed 

      Employer:_________________Wrk(   )__________Occupation__________________

Who May We Thank For Your Referral:_____________________________________________

**********************************************************************************
Emergency Contact (not living with you):______________________________________

Relationship:_____________________Hm(    )_____________Cell(    )______________

**********************************************************************************

       Insurance Company_______________________________________________________


                      Relationship to Insured:   SELF    SPOUSE    CHILD

       Spouse/Insured:________________________________________DOB______________

        Employer:__________________Wrk(    )___________________SSN#______________

**********************************************************************************

It is customary to pay for services when rendered unless other arrangements have been made in advance.  Claims filing will be handled by this office, however, all professional services are the patient’s responsibility regardless of insurance coverage.

                        Payment Responsibilty/ Assignment of Benefits and Release of Information
I hereby give my consent to Dr. Stephen J. Farmer and his staff to provide medical services to myself and/ or to my family. I understand that there is a fee for services and also understand that the fee is payable at the time services are tendered. I hereby agree to such fees and understand that the fee is payable at the time services are tendered. I hereby agree to such fees and understand that I am liable for any fees if collection services are necessary. If insurance is used- I authorize payment of medical benefits to Dr. Stephen J. Farmer for professional services rendered. I also authorize the release of any medical information to process any applicable medical insurance claim.
Authorized Signature:______________________________________________________Date:_______________

