
 

 

Conroe Surgery Center 
Thank you for your patience in filling out this form.  We understand that some of this information may seem repetitive, 
however, to insure the accuracy of our data, it is imperative we verify information we have verbally received from you and/or 
your doctor’s office. 
 
Patient Information  
Patient’s Name:______________________________________________________________________ 
                      First              Middle              Last 
Date of Birth:_________________________  Social Security :____________________________ 
Address:_______________________________________________________________________ 
City:_____________________________State:______________Zip________________ 
Home Phone #:_(___)__________ Cell Phone #_(___)__________ Work Phone #_(___)__________ 
Employer:_____________________________________ Driver License #______________________ 
Email address:_____________________________________ 
 
Responsible Party (if patient is a dependent or under the age of 18 please fill out this section) 
Name of person responsible for this account____________________________________________ 
Address (if the same as Patients address write SAME) 
_______________________________________________________________________________ 
City:_____________________________State:______________Zip________________ 
Home Phone #:_(___)__________ Cell Phone #_(___)__________ Work Phone #_(___)__________ 
Employer:_____________________________________ Driver License #______________________ 
 
 
Insurance Information 
Name of Insurance Company_______________________________________________________ 
ID#_____________________________   Group#______________________________________ 
Relationship of Patient to Policy Holder(ex:  Self  Spouse  Child  Other):________________________ 
If Policy Holder is Self please skip to next section 
Policy Holder Name:_____________________  Date of Birth____________ SS #:____________  
Policy Holder’s Employer:________________________  Employer’s Phone #:_______________ 
 
Name of Secondary Insurance Company_______________________________________________ 
ID#___________________________________    Group#________________________________ 
Relationship of Patient to Policy Holder(ex:  Self  Spouse  Child  Other):_________________________ 
If Policy Holder is Self please skip to next section 
Policy Holder’s Name:_____________________  Date of Birth____________ SS #:____________ 
Policy Holder’s Employer:___________________________  Employer’s Phone #:_____________ 
 
Name and Phone # of nearest relative or friend:  
__________________________________________________________________________________ 
Is this procedure related to a worker’s compensation injury?      Yes     No 
If yes, please provide employer’s address:_________________________________________________ 
___________________________________________________________________________________ 


