
John Boon, M.D. Urology 
Board Certified Urologist 

16651 SW Freeway, MOB I, Suite 310 Sugar Land, TX 77479 Phone: (281 )565-1250 Fax: (281 )565-1255 

New Patient Checklist 

□ Please fill out the New Patient Demographic and Patient History
forms.

(!fpossible, please fax the completed packet lo (281) 565-1255 be.fore your appointment) 

o Please bring your Picture ID or Drivers License.
□ Please bring all of your insurance cards and referral forms required by

your msurance company.

□ Please bring a list of ALL the medications you are currently taking.
□ Please bring medical records for the reason of your visit. This includes

films from recent X-Rays, imaging studies, and recent lab work done.

o Please be ready to produce a urine specimen in the office.

Location 

We are located in Medical Office Building 1 of the Methodist Sugar Land Hospital. 
This is at the corner of Highway 59 and Sweetwater Blvd. Our address is 16651 
SW Freeway, Suite 310 Sugar Land, Texas 77479. Our phone number is (281) 565-
1250. 

Payment 

Payment is due at the ti1ne of service. This includes any copay, coinsurance, or 
deductibles. For payment we accept most major credit cards, cash, or check.  We
do not accept American Express.

There is a $50 fee for "No Shows" to appointments.  Please contact us ahead of
time if you can't make it to the appointment.

If you would like to know what your responsibility would be for your visit, please 
call the office and ask for assistance. 

We look forward to seeing you in the office! 



Please fill out the New Patient Packet information before your appointment:

Name: (First) ______________ (MI) __ (Last) _________ _ 

DOB: _______ Sex: D M D F Marital Status: OS D M D D D W SS#: ________ _ 

Address: (Street) _____________ City: ________ State:. ___ Zip_: ___ _ 

Home Tel#: ________ Work#: ________ Cell#: ___________ _ 

Email Address:. _________________________________ _ 

How may we contact you regarding appointments or results? D Home D Work D Cell/Text D Email 

Race: D White D Black/ African American D American Indian/ Alaska Native D Pacific Islander 
D Asian D Indian Subcontinent D Hispanic or Latino D Middle Eastern □ Other 

Emergency Contact: ________________ Relationship: ________ _ 

Home Tel# __________ Work # __________ Cell#: _________ _ 

Employer : _______ Who referred you to our office? D Doctor. _______ D Other. ____ _ 

Pharmacy Name: ___________ Pharmacy Phone: (1.----1) ___________ _

PRIMARY INSURANCE: ______________ Phone# ________ _ 

Policy Holder. ____________ _ ID# _______ _ Group# ______ _ 

Relation to Patient: _______________ Date of Birth: __________ _ 

SECONDARY INSURANCE: ____________ Phone# _________ _ 

Policy Holder: _______________ ID: _________ Group#: ______ _ 

Relation to Patient: _______________ Date of Birth: ______________ _ 

Method of Payment: D Credit Card (Circle: Master Card, Visa, Discover) D Check □ Cash 

Release of Information: Health information John Boon, M.D. collects or receives about you may be disclosed to the following: 

Name: ____________________ Relationship: ______________ _ 
Name: Relationship: ______________ _ 

I have reviewed the Notice of Privacy Policies and Practices. I authorize the person(s) listed above to receive all health information about 
appointments, treatments and/or other information pertinent to my healthcare provided by John Boon, M.D. I authorize the release of any 
medical information needed to determine my medical reimbursement benefits under my insurance policy. 1hls includes authorization to 
obtain medical information from the insurance carrier and pharmacy. 1hls authorization shall remain valid until written notice is given by 
me revoking said authorization. I understand that I am financially responsible for all charges whether or not they are covered by my 
insurance. The insurance may deny coverage for infertility, sexual dysfunction, and pre-existing medical condition. The office has no way 
of knowing all the terms of the policy. 

Patient's Signature: ___________________ Date: ______ _ 












