
Neurology Clinic of New Braunfels

Phone: 830-632-5133, Fax: 830-608-9701, Email: Office@NeuroNB.com, Website: NeuroNB.com
Patient Demographic Form

Patient Information

● Full Name: ___________________________________________
● Date of Birth: ____ / ____ / ______
● Gender:☐ Male☐ Female☐ Prefer Not to Answer
● Social Security Number: ________________________________
● Marital Status:☐ Single☐ Married☐ Divorced☐ Widowed
● Street Address: _______________________________________
● City: _________________________________________________
● State: ___________ Zip Code: _______________________
● County: _____________________________________________
● Primary Language: ______________________________________
● Email Address: _______________________________________
● Mobile Phone Number: ________________________________
● Home Phone Number: _________________________________
● Preferred Method of Contact:☐ Phone☐ Email☐ Text Message☐ Mail
● Race: (Select one or more)

○ ☐ White
○ ☐ Black or African American
○ ☐ Asian
○ ☐ Native American or Alaska Native
○ ☐ Native Hawaiian or Other Pacific Islander
○ ☐ Other: ____________________________
○ ☐ Prefer Not to Answer

● Ethnicity:
○ ☐ Hispanic or Latino
○ ☐ Not Hispanic or Latino
○ ☐ Prefer Not to Answer

Emergency Contact

● Name: _______________________________________________
● Relationship: _________________________________________
● Phone Number: _______________________________________
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Primary Insurance Information

● Insurance Company: _________________________________
● Policy Number: _______________________________________
● Group Number: _______________________________________
● Policy Holder’s Name: _________________________________
● Policy Holder’s Date of Birth: ____ / ____ / ______
● Policy Holder’s Relationship to Patient: ___________________

Referral Information

● Referring Physician: _________________________________
● Phone Number: _______________________________________

Consent to Receive Text Messages

● ☐ I consent to receive text messages from the Neurology Clinic of New Braunfels for
appointment reminders, updates, and other relevant information. I understand that I can
opt out of receiving text messages at any time by contacting the clinic directly or
following the opt-out instructions provided in the messages.

Consent and Authorization

I, the undersigned, consent to the collection and use of my personal and medical information for
the purpose of treatment, billing, and administrative processes at the Neurology Clinic of New
Braunfels. I understand that my information will be kept confidential in accordance with privacy
laws and regulations.

Patient Signature: ____________________________ Date: ____ / ____ / ______

For Clinic Use Only

● Date Received: ____ / ____ / ______ Entered by: _______________________________





Neurology Clinic of New Braunfels
No-Show Policy

Purpose:

The purpose of this policy is to ensure that our clinic can provide timely and effective care to all patients.
When a patient fails to attend a scheduled appointment without proper notice, it impacts not only the
availability of the appointment slot for other patients but also disrupts the clinic’s operational efficiency.

No-Show Definition:

A "No-Show" occurs when a patient fails to arrive for a scheduled appointment and does not provide a
minimum of 24 hours' notice of cancellation or rescheduling.

Policy Details:

1. Cancellation and Rescheduling:
○ Patients are required to provide at least 24 hours' notice if they need to cancel or

reschedule an appointment.
○ Notices of cancellation or rescheduling should be communicated to the clinic by phone or

through the clinic’s patient portal, if available.
2. No-Show Fee:

○ A fee of $50 will be charged to the patient’s account for each missed appointment where
no prior notice is given.

○ This fee will be billed to the patient and is not covered by insurance.
3. Repeated No-Shows:

○ Patients who have multiple no-shows or cancellations may be subject to review by the
clinic. Repeated occurrences may lead to additional fees or limitations on future
appointments.

4. Waiver of Fee:
○ The no-show fee may be waived in cases of emergency or extenuating circumstances.

Patients must contact the clinic within 48 hours of the missed appointment to request a
waiver and provide supporting documentation if necessary.

5. Payment of Fee:
○ The no-show fee is payable upon receipt of the billing statement. Unpaid fees may be

sent to collections and could affect future appointments or access to services.
6. Appeals:

○ Patients who believe that the no-show fee has been wrongly applied or who wish to
appeal the fee may do so by contacting the clinic’s billing department. Appeals should be
submitted in writing within 30 days of receiving the billing statement.

Contact Information:

For any questions or to discuss your appointment, please contact us at:

Phone: (830) 632-5133 Email: Office@NeuroNB.com

Acknowledgment:

By signing below, you acknowledge that you have read, understood, and agree to the No-Show Policy of
the Neurology Clinic of New Braunfels.

Patient Signature: ____________________________
Date: ____ / ____ / ______
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