
 
            8230 Walnut Hill Ln 
             DEMOGRAPHICS     Bldg III, Suite 308 
     INSURANCE INFORMATION    Dallas, TX 75231 
          ATTESTATION FORM     (214) 361-5285 
 
           Updated _____________________ 
TODAY’S DATE __________________________       _____________________ 
                        
PATIENT’S NAME_______________________________________ DATE OF BIRTH ____/____/____ AGE _____ MALE/FEMALE 
   
ADDRESS ____________________________________________________CITY _______________ STATE _____ ZIP___________ 
 
PHONE(        )______ - ___________  E-MAIL____________________________* SOCIAL SECURITY _______  - ______- ______ 
 
*PATIENT’S EMPLOYER________________________________________________________ 
OCCUPATION_________________ 
 
*ADDRESS__________________________________________________________________ *PHONE (         ) ______-__________ 
 
SPOUSE, PARENT OR GUARDIAN ____________________________________________________________________________ 
 
*EMPLOYER _________________________________________________________________ OCCUPATION_________________ 
 
*ADDRESS __________________________________________________________________* PHONE (       ) ______-__________ 
 
 
                         PRIMARY INSURANCE     SECONDARY INSURANCE 
 
*INS CO NAME ___________________________________ INS CO NAME ___________________________________________ 
 
*ADDRESS _______________________________________ ADDRESS _______________________________________________ 
 
________________________________________________ ________________________________________________________ 
 
*PHONE        (            )    ___________ - ________________ PHONE    (              ) _____________ - ________________________ 
 
*GROUP OR POLICY _______________________________ GROUP OR POLICY ______________________________________ 
 
*INSURED’S SOCIAL SECURITY _____________________ INSURED’S SOCIAL SECURITY_____________________________ 
 
*NAME OF INSURED _______________________________ NAME OF INSURED ______________________________________ 
 
*INSURED’S DATE OF BIRTH _______________________ INSURED’S DATE OF BIRTH _______________________________ 
 
*INSURED’S EMPLOYER ___________________________   INSURED’S EMPLOYER ___________________________________ 
 
*ADDRESS _______________________________________  ADDRESS _______________________________________________ 
 
_________________________________________________   ________________________________________________________ 
 
PHONE        (            )    ___________ - ________________ PHONE    (              ) _____________ - ________________________ 
 
WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL? ___________________________________________________________ 
 
NAME OF FRIEND/RELATIVE NOT LIVING WITH YOU____________________________________________________________ 
 
ADDRESS _______________________________CITY/STATE________________________PHONE (            )_________________ 
 
**NAME OF REFERRING DOCTOR __________________________________________PHONE___________________________ 
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         ____________________________ 
           Patient   Signature 
 

 

*required fields . 


