
 

The Ear Institute of Texas, P.A. 
Lance E. Jackson, M.D., F.A.C.S. 

18518 Hardy Oak Blvd, Suite 300 
San Antonio, Texas 78258 

(210) 696-HEAR (4327) 
(210) 798-2509 Fax  

 
___________________________________________________________________  ___________________________________________________ 
PATIENT INFORMATION 
Full Legal Name ________________________________________________ Sex __________ Age _________ Birth date _________ 
Address ______________________________________________ City ________________________ State _______ Zip __________ 
Telephone: Home:(       ) _______________________ Work:(      ) _______________________ Cell:(      ) _____________________  

     E-mail.: _________________________________________________ 
Social Security Number ______________________________ Marital Status: _____________ 
Employer ____________________________________________ Occupation _____________________________________________  
Address ______________________________________________ City ________________________ State _______ Zip __________ 
How did you find us:   Doctor's Referral,   Phone Book,   Insurance Provider List,   Web-Page,   Friend ___________________, 
  Other _____________________               *Reason for your Visit/Consultation: __________________________________________ 
Referring Physician's Name _____________________________________________________________________________________ 
Address ______________________________________________ City ________________________ State _______ Zip __________ 
Phone Number (      ) ___________________________ 
Is your referring physician an Ear, Nose, Throat Specialist? ______ Yes   ______ No 
Primary Care/ Family Physician _________________________________________________________________________________ 
Address ______________________________________________ City ________________________ State _______ Zip __________ 
Phone Number (      ) ___________________________ 
 
INSURANCE INFORMATION (disregard if patient is same as policy holder) 
Primary Insurance Company _____________________________________    
Policy Holder __________________________________________  Policy Holder's Social Security____________________________ 
Policy Holder's Date of Birth  _____________________________  Relationship to Patient __________________________________ 
Secondary Insurance Company __________________________________  
Policy Holder __________________________________________  Policy Holder's Social Security____________________________ 
Policy Holder's Date of Birth  _____________________________  Relationship to Patient __________________________________ 
 
PERSON WHO IS THE GUARANTOR OR RESPONSIBLE PARTY FOR PATIENT'S FINANCIAL OBLIGATIONS,                 
***NOT YOUR INSURANCE COMPANY*** 
Full Legal Name _______________________________________________ Date of Birth: __________________________________ 
Social Security Number _________________________  Relationship to Patient ___________________________________________ 
Address ______________________________________________ City ________________________ State _______ Zip __________ 
Employer ____________________________________________ Occupation _____________________________________________ 
Address ______________________________________________ City ________________________ State _______ Zip __________ 
Employer's Phone Number (      ) _________________________________ 
Home Phone Number         (      ) _________________________________ 
Alternate Phone Number    (      ) _________________________________ 
 
IN CASE OF EMERGENCY: 
Contact Person _______________________________________________________________________________________________ 
Relationship to Patient _________________________________________________________________________________________ 
Address ______________________________________________ City ________________________ State _______ Zip __________ 
Phone Number: Work  (      ) ___________________________________  Home (      ) ______________________________________ 
 


