
12201 Renfert Way, Suite 220, Austin, Texas  78758 
Ph: 512-425-3825             Fax: 512-425-3829 

        Christina Sebestyen, M.D.  April Schiemenz, M.D. 
 

Lisa Carlile, CNM      Siobhan Kubesh, CNM      Kathy Harrison-Short, CNM      Katherine Davidson FPNP 
 

 
How did you hear about us?:_________________________________________  Today’s Date: ______________________ 
 
Name: ______________________________________Maiden Name: __________________  DOB: ___________________           
 
SS#: __________________   Home ph#:_________________    Cell ph#:________________    Wk ph#:____________________ 
 
Address: _______________________________________________________________________________________________ 
 
Email Address: ________________________________________________  Primary Care Physician: ______________________ 
 
Your Employer: _______________________________________ Occupation: _____________________________________ 
 
 
In Case of Emergency, contact: ___________________________________  Relationship: ______________________________ 
 
Emergency contact address: _______________________________________________________________________________ 
 

Home ph#:____________________    Cell ph#:____________________    Wk ph#:____________________ 
 
 

Pharmacy: ______________________________________________  Pharmacy ph# ____________________________ 
 
Address: _______________________________________________________________________________________________ 
 
 
Primary Insurance Company: ________________________________________ Effective date:__________________________ 
 

Subscriber# _____________________  Group# _______________________ 
 
Claims address: __________________________________________________________________________________________ 
 
Insured’s name: ___________________________________  Patient’s relationship to Insured: ____________________ 
 
Insured’s DOB: ____________________________________  Co-payment amount: _____________________________ 
 
 
Secondary Insurance Company: _____________________________________   Effective date:__________________________ 
 

Subscriber# _____________________  Group# _______________________ 
 
Claims address: __________________________________________________________________________________________ 
 
Insured’s name: ___________________________________        Patient’s relationship to Insured: _________________ 
 
Insured’s DOB: ____________________________________        Co-payment amount: ___________________________ 
 
 


