
 
Family Practice * Pediatrics * Lifelong wellness                                                      *PLEASE PRINT CLEARLY* 

 
                                                               

MARBACH MAIN                          WEIGHTLOSS AND WELLNESS                      PEDIATRICS                         URGENT CARE SORE THUMB        KELLUM BILLING AND HR 
7323 MARBACH RD STE 104,                     7351 MARBACH RD STE 107,            7351 MARBACH RD STE 106,           7323 MARBACH RD STE 103,         7351 MARBACH RD STE 100, 
SAN ANOTNIO TEXAS 78227                  SAN ANOTNIO TEXAS 78227           SAN ANTONIO TEXAS 78227         SAN ANOTNIO TEXAS 78227       SAN ANTONIO TEXAS 78227 
O: 210-674-0257 F: 210-369-9064              O: 210-455-2789 F: 210-455-2782          O: 210-645-4305 F: 210-673-1850    O: 210-231-2586 F: 210-231-2583      O: 210-674-3395 F: 210-675-0731 

FOR MORE INFORMATION VISIT OUR WEBSITE WWW.KELLUMMEDICAL.COM HERE YOU CAN SEE BUISNESS HOURS, LOCATIONS AND MUCH MORE! 

 

PATIENT INFORMATION 

 

Patient Name (First Name, MI, Last Name):_________________________________________________________ 

Date of Birth: ___________________________   Social Security: ______-________-________ 

Gender: (Male\Female)       Marital Status: _____________________ 

Address: _________________________________________________________ 

City, States, Zip Code: _______________________________________________________  

Phones (Home, Cellular, Work): _______________________________________________ 

 E-mail:________________________________________________ Preferred language: __________________________ 

Race:     O Asian         O Black or African American             O White              O Other: __________________________ 

Ethnicity:   O Hispanic\Latino           O Non-Hispanic\Latino              O Unspecified 

*Please insure all information is correct and valid* 

PERSON RESPONSIBLE FOR PAYMENT: 

Responsible Party Name (First Name, Initial, Last Name): _______________________________________________  

Date of Birth: _____________________ Social Security: __________-____________-_________ 

Address: _________________________________________ Gender: (Male\Female)  

City, States, Zip Code: ________________________________________________________ 

Phones (Home, Cellular, Work) _________________________________________________ 

EMERGENCY CONTACT: (List someone who has a different phone number) 

Name: ______________________________________________________________  

Phone: (Home, Cellular, Work) _________________________________________________ 

Relationship to patient: _____ Parent _____ Sibling _____ Child _____ Spouse _____ Friend____  

Other/specify: _______________________________ 

Authorization and acknowledgement: 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly To Kellum 

Medical Group. I understand that I am financially responsible for any balance. I also authorize Kellum Medical Group or 

insurance company to release any information required to process any claims. 

 

__________________________________________________________________________________ 

Patient or Parent signature                                                                        Date 

 

 

 

FOR OUR MEDICARE PATIENTS: Medicare pays 80% of the amount they approve after you have met you deductible. You are 

Responsible for you deductible and the remaining 20%. If you have insurance that covers the remaining 20%, provide us with the 

Information, even if you signed up for Medicare Crossover. 

http://www.kellummedical.com/

