
Rocky Creek Family Medicine 
Deirdre McMullen M.D.     Hillary Spears FNP     Jackie Alfaro FNP 

Family, Cosmetic, & Bariatric Medicine 

3281 Rocky Creek Drive, Suite 500      Missouri City, TX 77459 

Phone: 281-206-0068  Fax: 281-499-5045 
 

Demographic Information: (PLEASE PRINT and fill in all that is applicable) 
 

Last Name: ________________________________ First Name: __________________________________ 
 

Previous Name: ___________________________ Gender:        Male               Female  
 

Address: _______________________________________________________________________________ 
 

City: _____________________________________ State: _________________ Zip: _________________ 
 

Home Phone: __________________ Cell Phone: __________________Work Phone: __________________ 
 

Leave Message:     Brief / Extended  [   ] Home  or    [   ] Cell Student:      Full / Part-Time / NA  
 

Marital Status:         Single          Married          Divorced         Widowed          Legally Separated         Partner 
 

Patient’s Social Security Number: ______-______-______  Date of Birth: _____________________ 
 

Employment Information:  Employer Name: __________________________________________________ 
 

Employment Status:          Full-Time          Part-Time           Self-Employed           Retired          Not Employed 
 

Emergency Contact Information:  
 

Emergency Contact Last Name: _____________________________  First Name: ______________________ 
 

Relation:    Spouse    Child    Parent/Guardian    Other     Phone: __________________    Guardian:  Yes /  No  
 

Primary Insurance Information: 
 

Insurance Name: _____________________  Phone: _____________________  Group#: _________________ 
 

Subscriber or Member ID Number: ___________________________ Date of Birth: _____________________ 
 

Guarantor Name: ______________________ Phone: _____________________ SS# _____________________ 
 

Secondary Insurance Information: 
 

Insurance Name: ______________________ Phone: _____________________  Group#: _________________ 
 

Subscriber or Member ID Number: ____________________________ Date of Birth: ____________________ 
 

Guarantor Name: ______________________ Phone: ______________________ SS# ____________________ 



Additional Information (please circle only ONE from each section):  
 

Race:         White Black or African American         Hispanic        American Indian / Alaska Native 

   

                Asian          Native Hawaiian          Other          Refuse to Report 
 

Ethnicity:             Hispanic or Latino          Not Hispanic or Latino            Refuse to Report 
 

Language:     English            Spanish            Indian            Other  

 

Advance Directive:   (Advance directives are legal documents that allow you to spell out your decisions about end-of-

life care ahead of time.) 

[   ]   Patient has declined Advance Directive at this time.           

[   ]   Do Not Resuscitate (DNR) – please give a copy to the receptionist to scan into your record. 

[   ]   Organ or Tissue Donor 

[   ]   Living Will – please give a copy to the receptionist to scan into your record. 

[   ]   Power of Attorney - please give a copy to the receptionist to scan into your record. 

 

Pharmacy Information:   (Pharmacy phone number is required to expedite refill / new prescriptions)  
 

Pharmacy Name: ___________________________________ Pharmacy Phone: _________________________ 
 

Pharmacy Address: _________________________________________________________________________ 

 

Patient’s email address (to be web enabled for the portal): ________________________________________ 

 

Consent to Treat, Insurance Authorization and Assignment 

 

I voluntarily request Deirdre McMullen M.D. and/or mid- level provider(s) (Nurse Practitioner, Physician 

Assistant, or Clinical Nurse Specialist), and other health care providers or the designees as deemed necessary, 

to perform reasonable and necessary medical examination, testing and treatment for the condition which has 

brought me to seek care at this practice. I understand that if additional testing is recommended, I will be asked 

to read and sign additional consent forms prior to the test(s) or procedure(s).  

I authorized Rocky Creek Family Medicine, PLLC to release any medical and social information acquired during 

the course of my examination and/or treatment, for the purpose of filing for insurance and other financial 

coverage, legal correspondence and to provide required information to other medical professionals and 

facilities for my continuing diagnosis and treatment and to state and government facilities as required by law.  

I hereby authorize payment of medical benefits directly to Rocky Creek Family Medicine, PLLC.  I understand 

that I am financially responsible for charges not covered by this assignment of benefits, and should the 

account be referred for collection, I agree to pay reasonable collection and/or attorney’s fees.  

 

Print Name: ____________________________________________ Date: ________________________ 
 

Signature: ______________________________________  Office use:  entered by ______________________ 

 










