
 
 

NORTH DALLAS UROLOGY ASSOCIATES / MCKINNEY 
William C. Mitchell, MD 

Jared D. Stringer, MD 
4501 Medical Center Dr., Suite 100, McKinney, TX  75069 

Phone (972)-548-8195   Fax (972)-548-8866 
 

***ALL OF THE FOLLOWING INFORMATION MUST BE COMPLETED*** 
Date:____________ 
Patient Name: (Last)_________________________(First)_______________________(MI)______ 
Patient Address:__________________________________________________________________ 
(City)__________________________________(State)__________(Zip)_____________________ 
Patient Phone: (HM)________________(Cell)__________________(Work)__________________ 
Patient Marital Status: S____ M____ D____ W____         Patient Sex: Male_____ Female ______ 
Patient Date of Birth:__________________ Age:_______ 
Patient Social Security #:___________________Patient Driver License #:____________________ 
Patient Occupation:__________________________Employer:_____________________________ 
Employer Address:________________________________________________________________ 
  
Primary Insurance Policy Holder Information 
Name: (Last)_______________________________(First)_______________________(MI)______ 
Address:________________________________________________________________________ 
(City)____________________________________(State)__________(Zip)___________________ 
Patient Date of Birth:____________Social Security #:________________ Relation:____________ 
Phone: (HM)___________________(Cell)_____________________(Work)__________________ 
Primary Policy Holder Employer:____________________________________________________ 
Secondary Insurance Policy Holder Information 
Name: (Last)_______________________________(First)_______________________(MI)______ 
Address:________________________________________________________________________ 
(City)____________________________________(State)__________(Zip)___________________ 
Patient Date of Birth:____________Social Security #:________________ Relation:____________ 
Phone: (HM)___________________(Cell)_____________________(Work)__________________ 
Secondary Policy Holder Employer:__________________________________________________ 
 
Primary Care Physician:___________________________ Referred by:______________________ 
Reason for visit:__________________________________________________________________ 
ALLERGIC TO:________________________________________________________________ 
 
In case of emergency notify:_____________________________________Relation:____________ 
Phone:____________________ Address:______________________________________________ 
Name of Spouse or Parent if Minor:__________________________________________________ 
Social Security #:__________________________ Date of Birth:___________________________ 
Employer:______________________________________ Phone:(Work)_____________________ 
  
If your insurance policy requires a current referral, please make sure you have given us that referral.  If you do not have a 
current referral, we will have to reschedule your appointment and you will need to get a new referral for us from your 
primary care physician.  At the time of your visit, you will need to pay your co-payment, deductible and/or co-insurance 
as they apply to your charges for the day. 
 
Please check your form of payment for your portion of your office visit and/or treatment. 
Cash _______ Check _______ Visa ______ MasterCard _____ American Express _______ Discover ______ 


