
ALAMO MEDICAL CLINIC 
PATIENT INFORMATION 

Date ______________________ Social Security No. _______________________________ 

Name (Last) _______________________________ (First)_____________________________ 

Address ____________________________________________________Apt# ____________ 

City __________________________________ State _______  Zip ______________________ 

Home Telephone ____________________________ Cell ______________________________ 

Age ________ Date of Birth _____/_____/_____ Male ___ Female ___ Single ___ Married ___ 

Occupation __________________________________ Employer ________________________ 

Work Phone ________________________ Work Address _____________________________ 

SPOUSE/EMERGENCY CONTACT INFROMATION 

Spouse’s Name ________________________ S.S. # ______-____-______ DOB ___/____/___ 

Spouse’s Occupation ________________________ Employer __________________________ 

Work Phone _______________________ Work Address ______________________________ 

 

Emergency Contact (not living with you): Name ______________________________________ 

Telephone _________________________ Address __________________________________ 

Relationship _________________________________________________ 

REFERRAL INFORMATION 

Physician/Person who referred you ________________________________________________ 

If referred from a Hospital: Name of Hospital ________________________________________ 

If this is an accident: Date of Accident ____/____/____ Cause __________________________ 

Is this Work Related? ______________ Yes ______________ No 

INSURANCE INFORMATION 

Primary Insurance Name: _________________________ Policy holder ___________________ 

Secondary Insurance: ____________________________ Policy holder ___________________ 


