
West Texas Developmental Pediatric 
 & Behavioral Health Network, P.A. 

3301 101st Street 
Lubbock, Texas 79423 

(806) 281-9966 
 

PATIENT INFORMATION 
 

Today’s Date: _______________ 

 

Name: Last__________________________________First______________________________________Middle______________________ 
 

  

Address__________________________________________City_____________________________State_______________Zip_________ 
 

 

Home Phone ___________________________ Work Phone _________________________   Cell Phone ____________________________ 

  
 

Social Security Number _________________________________________ Sex ________ Age ________ Date of Birth_________________ 

 
E-Mail Address______________________________________________ Drivers License Number _________________________________ 
 

 

Employer_____________________________________Address_____________________________________________________________ 

  
 

RESPONSIBLE PARTY INFORMATION 
 
Person Responsible For Payment _________________________________________Social Security Number _________________________ 

 
Address_________________________________________________ City_________________________ State _________Zip ___________  

 
Employer____________________________________Address______________________________________________________________  

  
 

INSURANCE INFORMATION  
 

    Circle One:                    Health Insurance                             Medicare                           Medicaid                        Private Pay                          

 
Insurance Company Name____________________________________________________________ Phone__________________________ 

 
 

Address__________________________________________________City__________________________State__________Zip__________  
 

 

Member ID___________________________________________________ Group Number_______________________________________ 

 
 

Name of Insured _________________________________________ Birthdate________________ Social Security #____________________  
 

  
 

IN CASE OF EMERGENCY, PLEASE NOTIFY: 
 

Name ___________________________________________________________Relationship to Patient______________________________ 

 
 

Address__________________________________________________ Home Phone _____________________Work Phone______________ 

 
 

Whom may we thank for referring you to our office?______________________________________________________________________ 


