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Description automatically generated]RAY W. NG, D.P.M., P.A.
Diplomate, American Board of Podiatric Surgery
Fellow, American College of Foot and Ankle Surgeons   
Welcome To Our Office 112 N Adelaide St, Terrell, TX 75160
(972) 524-3668 (972) 563-2288
1120 Raintree Cir. # 220 Allen, TX 75013
(972) 396-7888




REGISTRATION FORM
Please Print

Name _____________________________________Phone __________________Date of Birth __________Age _________ 
Address _____________________________________________ City ___________________State ______Zip_________
Sex   M / F    Driver’s License # ___________________Soc. Sec.# ____________________ Marital Status  S  M  D  Sep   
Employer  _______________________ Address _________________________________ Occupation___________________
Spouse’s (or Parents) Name __________________________________________Date of Birth ______________________
Driver’s License # __________________________________Soc. Sec.# ________________________________________________
Spouse’s (or Parents) Employer _______________________Address __________________________________________
Nearest Relative NOT Living With You: Name _________________________________ 	Phone ____________________
Address ________________________________________________________Bus. Telephone______________________
New patients are frequently referred by our patients, family, friends, or their physicians. Who may we thank for referring you to our office? Name ___________________________________________Phone______________________________
Name of other family members who are; or will be, patients in this office:
Name _________________________________________________Address ____________________________________

INSURANCE
Primary Insurance Carrier _________________________________________Policy and/or Group # _________________
Insured’s Name _________________________________________________Date of Birth ______________________________
Insurance Mailing Address ____________________________________________________________________________
Secondary Insurance Carrier _______________________________________Policy and/or Group # _________________
Insured’s Name _________________________________________________Date of Birth ______________________________
Insurance Mailing Address____________________________________________________________________________

CONSENT
I hereby grant permission to RAY W. NG. D.P.M., P.A and his assistants to examine and treat my feet.
___________________________________________	_____________  ______________________________________
Signature of responsible party, if other than patient	Date		Signature of Patient
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