
Patient Information

Patient Name_______________________________________________Address__________________________________________

City, State, Zip___________________________________________________________________ Mobile #____________________

Phone #_______________________________ Sex___________Dob________________________ Ss #_________________________

Married_______Single_______ Widowed________ Divorced_________ Occupation________________________________

Current Employer_______________________________________________________________ Phone #___________________

Minor Patient (Parent/Guardian)_ _______________________________________________ Phone #___________________

Emergency Contact_________________________________ Phone #   Home_________________Work_________________

Name of Spouse_ ________________________Employer______________________________ Phone #___________________

Patient was Referred By_________________________________________________________ Phone #___________________

Reason for Seeking Treatment_ ____________________________________________________________________________

Is your condition work related?	 ___________ Yes	 ____________No

Primary Insurance_________________________________	S econdary Insurance________________________________

Address_____________________________________________	A ddress_______________________________________________

City, State, Zip_______________________________________	 City, State, Zip_________________________________________

Claim Phone #_______________________________________	 Claim Phone #_________________________________________

Precert Phone #____________________________________	 Precert Phone #______________________________________

Member Name_______________________________________	M ember Name_________________________________________

Member #____________________________________________	M ember #______________________________________________

GRouP Policy #_ ____________________________________	GR ouP Policy #________________________________________

GRouP Name_________________________________________	GR ouP Name___________________________________________

Member Relation to Patient_______________________	M ember Relation to Patient_ ________________________

Members DOB_______________________________________	M embers DOB_ ________________________________________

Please bring in your insurance card(s) at the time of your visit. Payment is expected at the time 
of Service. Thank you.   Patient is liable for all charges incurred for purposes of collection in 
the event of default.

I give Masaki Oishi, M.D. permission to examine/treat my condition. If any insurance claim or Workers Compensation 
claim is filed, I agree that clinical and all other necessary information concerning my condition/treatment may be released 
to my insurance company, employer, Workers Compensation Carrier, or other treating doctor. I authorize payment to the 
above named physician and others that may assist him. I understand that if at any time my injury is found to be work  
related, treatment must be authorized by my employer’s Workers Compensation Carrier before any further treatment will  
be rendered. I also understand that if my Workers Compensation coverage is denied for any reason, or my employer 
fails to honor their agreement to pay my medical bills, I will be held responsible for my total bills.

		
	S ignature of Patient/Guardian	D ate

Attorney Representing You (If Applicable)

masaki oishi, md, pa

7030 new sanger rd., suite 200
waco, tx 76712

o 254-772-6760 • f 254-772-0050

Acct #


