
                                                                                   Today’s Date_______________________________  
Damian D. Garcia, M.D. is not accepting any insurance. Payment is expected at time of service. 
 If you need to file a claim, please ask the front desk for a detailed receipt. 
Patient Information 
Patient Name__________________________________________________________________________ 
  First    Middle    Last 
 
Date of Birth___________________   Sex:      Male     or     Female         Social Security # 000-00  ________ 
                                                                                                                                                                     Last four digits 

Race/Ethnicity______________________________________Language___________________________ 
 
Address______________________________________________________________________________ 
 
City___________________________________________State_____________________Zip___________ 
 
Work Phone_____________________Home Ph__________________Mobile Ph____________________ 
 
Email Address___________________________________ Driver’s License #________________________ 
 
May we send you reminder emails?   Yes   No   May we send you text and voicemail messages?   Yes   No 
May we obtain prescription information directly from the pharmacy?    Yes     No     
Preferred Pharmacy  
Pharmacy name______________________Phone_______________Address_________________________ 
 
Did you hear about Dr. Damian Garcia from Google  Internet   Other ________________________ 
 
Employer_____________________________________________________________________________ 
 
Work Address_________________________________________________________________________ 
Marital Status:        Married         Single       Widowed       Divorced 
 
Name of Spouse (if applicable)____________________________________________________________ 
 
Emergency Contact______________________________________________Phone__________________ 
Financial Information 
Responsible Party______________________________________________________________________ 
 
Responsible Party’s Date of Birth__________________ Relationship to Patient_____________________ 
 
Responsible Party’s Driver’s License Number and State ________________________________________ 
Insurance Information for referrals. Do you have any insurance?    Yes       No         MEDICARE?  YES   NO 
 
Ins Company_____________________Member ID_______________________________Group#_______ 
 
Primary policyholder____________________________________ Date of Birth_____________________ 
 
Address & Phone # on back of Ins Card_____________________________________________________ 
 
If you ever have a change in the above information, please inform the front desk.  Please have your ID and insurance 
card ready so we may make a copy.                                                                            Rev. 05/2022 


