
 
Dale B. Smith, D.O. 

Lonnie Scholl, PA-C 

Briana Farmer, PA-C 

 

Welcome To 

Our Office   

 

 

Main Office: 4920 S.W. Lee Blvd. • Lawton, OK 73505 • 580.536.8844 

Satellite Office: 1015 E. Broadway Suite 103 • Altus, OK 73521 • 580.477.1033   

 

How did you hear about us? Family/Friend Website Physician Referral  Phonebook Facebook  

 Billboard Newspaper TV Commercial Magazine Other   

Referring Physician:      Family Physician:      

PATIENT DEMOGRAPHIC INFORMATION 
Last Name:     First Name:     Middle Initial:   

DOB:    Age:      Sex:    Male    Female     SSN:    -       -     

Mailing Address:       City:               State:          ZIP:    

Home Phone:         Cell Phone:   Email:       
                                                                                                                                                                                        (Confidential) 
Employer:            City:        Work Phone:     

  

Emergency Contact:    Relationship:       Phone:         or     
(Name) 

Your preferred method of contact: Cell Phone  Home Phone     Work Phone    Email      Text Message 

PARENT / GUARDIAN OF MINOR / FINANCIAL RESPONSIBLE PARTY DEMOGRAPHIC INFORMATION 
*The financial responsible party is the parent / guardian who will be signing below and accepting financial responsibility. 

Last Name:     First Name:     Middle Initial:   

DOB:    Age:      Sex:   Male    Female      SSN:    -       -     

Mailing Address:       City:               State:          ZIP:   

Home Phone:         Cell Phone:   Email:       
                                                                                                                                                                                        (Confidential) 
Employer:            City:        Work Phone:     

POLICY HOLDER INSURANCE COVERAGE INFORMATION 
Primary Insurance:    Policy Number:    Grp. Number:   

Policy Holder: DOB: SSN:             Effective Date:    

Home Phone:     Address:         City:                        State:        ZIP:   

Employer:            City:        Work Phone:     

Secondary Insurance:    Policy Number:    Grp. Number:   

Policy Holder: DOB: SSN:         Effective Date:    

Home Phone:     Address:         City:                         State:        ZIP:   

Employer:            City:        Work Phone:     
 

 

 

 


