
Angela Scheuerle, MD 
Tesserae Genetics 

 
Patient Information       Referring Physician Information 
 
Name ____________________________________   Name ______________________________________ 
 
Date of Birth __________________ Sex ________        Address _______________________ Ste.# ________ 
 
Address __________________________________              City _______________ State ______ Zip _________ 
 
City ______________ State _____ Zip _________   Phone _______________ Fax ___________________ 
 
Email:  ___________________________________   Primary Care Physician (if different) 
 
Occupation ________________________________   Name ______________________________________ 
 
Employer___________________________________   Address _______________________ Ste. # ________  
 
Partner name _______________________________   City _______________ State _______ Zip________  

 
Occupation_________________________________   Phone _______________ Fax ___________________ 
  
Employer ____________________________________              Any other physicians involved in the patient's care? 
 
Phone Numbers: (circle the one we should call first)   Name _____________________ Specialty _________ 
 
Home  Phone # _______________________________   Name _____________________ Specialty ______ 
 
Phone # _____________________________________   Name _____________________ Specialty _________ 
 
Phone # ____________________________________   Insurance Information 
 
Phone # _____________________________________   Policy Holder ________________________________ 
 
Phone #___________________________ __________   Relationship _________________________________ 
 
Other Contact (if applicable)      Different Address?  Y   N  (If yes, please note on back) 
 
Name ____________________________________   Date of Birth ____________ SSN ________________ 
 
Relationship _______________________________    Insurance Company___________________________ 
 
Phone ____________________________________    Benefits Phone # _____________________________ 
 
Have you ever seen a Geneticist before?    Policy # ____________________________________ 
 
Y    N           Group # ____________________________________ 
 
If yes, who and when?       Type of Policy:  HMO   PPO  Other ______________ 
 
_________________________________________   Referral Needed?   Y   N   Referral Obtained?   Y   N 
 
_________________________________________              Please note any other information on the back. 


