Schedule an Appointment with Dr. Adams by email
William P. Adams Jr. MD PA                                 
6901 Snider Plaza, Suite 120                 
University Park, Texas 75205
214-965-9885

	Whom may we thank for this referral?
	     

	

	

	Demographic Information

	Legal Name:
	     
	Date of Birth:
	     

	Address, City, State & Zip:
	     

	Home Phone:
	     
	Cell Phone:
	     
	Work Phone:
	     

	CONSULTATION                     

	What would you like to discuss with Dr. Adams?
	     

	What day and time is best for you?
	     

	Do you have any questions before your appointment?
	     

	Our primary goal is to assist you in attaining and maintaining optimal care.  A valid credit card is required to book an appointment and reserve dedicated time with  Dr. Adams and  his  team requiring a  $125 charge. Should an unforeseen circumstance result in your desire to change your reserved appointment, we ask that you give us 48 hours notice.  If you are unable to reschedule (1 time only) the appointment prior to 48 hours or are unable to attend the appointment the reservation fee is non-refundable.

	Payment Method: 
	 FORMCHECKBOX 
 Mail in Check or Money Order    (Our office must receive with in 7 days of appointment)                                            

 FORMCHECKBOX 
  Complete Attached Credit/ Check Card Authorization  (Must Fax or Mail)     


Please complete and return by email or fax
Fax: (214) 965-9180
E-mail: ca@dr-adams.com
Credit Card Authorization

I, ((((((((((((((((((((((((((((((((((((((, hereby authorize William P. Adams Jr. MD PA                                       to charge my account up to $ 125.00 for services rendered in connection with my consultations performed by William P. Adams, Jr., M.D.  Any amount in excess of this will require additional authorization.

	Signature:
	

	Name as it appears on the card: 
	

	Credit Card Type: 
	

	Account Number: 
	

	Expiration Date: 
	

	Amount to be Charged: 
	


Complete the following portion if a second credit card is being used.

	Signature:
	

	Name as it appears on the card:
	

	Credit Card Type:
	

	Account Number:
	

	Expiration Date:
	

	Amount to be Charged:
	


Please fax back to (214) 965-9180
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