
Thank you for choosing PRIMARY CARE OF SOUTHERN TEXAS In an effort to expedite your check-in
process as a new patient, please complete the new patient forms before your appointment and either

bring them in or email them to Backoffice@stxprimarycare.com

Items to bring to your appointment:
1.) New patient forms (if not emailed)
2.) Insurance card 
3.) Form of Identification
4.) Medication list
5.) Any Recent Imaging reports

Office Information: Primary Care Of Southern Texas
27160 US 290 Ste 207

Cypress Tx 77433
Phone: 713-673-8774

Fax: 855-576-4146

Thank you for choosing PRIMARY CARE OF SOUTHERN TEXAS. If you have any questions please
feel free to contact our office staff. We look forward to seeing you.

Name : 

DOB:

____________________________________________________________________

_______________________________________________________________________



PATIENT DEMOGRAPHICS

Patient Name: ______________________________________________________________________

Last First Mi

Birth Date: _____/______ /_______ Gender: Female Male

Home Address: ______________________________________________________________________

Cell #: _______-________-__________                            Home #: _______-________-__________                            

Email Address: ______________________________________________________________________

Preferred Language: _______________________________________________________

Emergency Contact Information:

Name: ________________________________________ Phone: _________-______________-________________

Release Of Medical Information:
(Medical Information mayb be released to the following individuals)

Name: _________________________________ Relationship:_________________________________ Phone: ____________________________

Name: _________________________________ Relationship:_________________________________ Phone: __________________________

Patient Signature: ________________________________________ Date: _____________________



Preferred Pharmacy : ________________________________________Phone #: ____________________________

Allergies to Medications: __________________________________________________________________________________

Chief Complaint for Visit: __________________________________________________________________________________

Current Symptoms: (please check all that apply.)

Past Medical History: (please check all that apply.)



Past Surgical History: 

Past Hospitalizations (non-surgical):

Family Medical History: (please check all that apply)



Recreational Drug Use:

Social History:

Smoking: Current Smoker Former Smoker Never Smoker

Alcohol use: Yes No

Heavy Drinker (1-5 drinks/Day Occasional Drinker

Yes No

Heavy Use (daily to weekly) Occasional User

List of recreational drugs used: ____________________________________________________

Periodic Examinations: (please check exam and state when)

Pap Smear: ____________________________________________________

Mammogram: ____________________________________________________

Colonoscopy Exam: ____________________________________________________



Current Medications:

List ALL medications that you are currently taking that are prescribed by a medical provider



Specialist Contact List

Please include the name of every specialist you currently see, along with their specialty and contact
information

Office name Physicians Name Office Phone Number
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