
 

 

Ranjit S. Grewal M.D. PA                 11307 FM 1960 West, Suite 350  Houston, Texas 77065 

P A T I E N T  I N F O R M A T I O N  

Name (First, M.I., Last): 

Date of Birth:  Age:  Sex:    Male    /    Female  Marital Status:  S    M    W    D 

Address:    (Street)                                                     (City)                                     (State)                      (ZIP) 

Phone #:                 Social Security #:    Driver’s License #: 

Work #:                 Name of Employer: 

Employer’s Address: 

Referring Physician:          How did you hear about us: 

R E S P O N S I B L E  P A R T Y  O R  S P O U S E  I N F O R M A T I O N  

Name:       Relationship to Patient: 

Address:  

Phone #:          Social Security #:                   Driver’s License #: 

Name of Employer:          Work #: 

Employer’s Address: 

Emergency Contact: 

I N S U R A N C E  I N F O R M A T I O N  

Primary Insurance Co:       Phone #: 

Subscriber ID#      Group #: 

Subscriber’s Name:    Relationship to Patient: Self    /    Spouse    /    Dependent 

Subscriber’s Employer:       Phone #: 

Subscriber’s Date of Birth:    Sex:   Male   /  Female 

Secondary Insurance Co :        Phone#: 

Subscriber ID#:      Group#: 

Subscriber’s Name:    Relationship to Patient: Self  /  Spouse  /  Dependent 

Subscriber’s Employer:       Phone#: 

Subscriber’s Date of Birth:    Sex:  Male  /  Female      

I hereby assign, transfer, and set over to Ranjit S. Grewal, M.D. PA,  all of my rights, title, and interest to my 
medical reimbursement benefits under my insurance policy. I authorize the release of any medical information 
needed to determine these benefits. This authorization shall remain valid until written notice is given by me 
revoking said authorization. I understand that I am financially responsible for all charges whether or not they are 
covered by insurance. 
Patient’s Signature      Date                          


