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PATIENT INFORMATION 

PATIENT NAME: _____________ DATE OF BIRTH: __ _j __ / __ AGE: ___ SEX: □ M □ F
LAST FIRST MI MM DD YYYY 

HOME ADDRESS:------------------------------------
STREET CITY STATE ZIP 

PHONE#: HOME (_ __ ) ___ -__ _ WORK (_ __ ) ___ -__ _ CELL (_ __ _) ___ -___ _ 

E-MAIL: _____________ _

PRIMARY CARE DOCTOR: _______ _ PHONE#:( __ ) ___ -__ _ LAST SEEN: ______ _ 

PHARMACY: ________ _ LOCATION _______ _ PHONE#:(_ __ ) ___ -__ 

WHO REFERRED You To Us? 

EMERGENCY CONTACT INFORMATION 

EMERGENCY CONTACT: __________ RELATIONSHIP: _____ PHONE#: ( ___ ) ___ -__ _ 

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR MEDICAL INFORMATION? 

□ YES □ IF YES, NAME: RELATIONSHIP PHONE#:(_ __ ) ___ -

INSURANCE INFORMATION 

PRIMARY INSURANCE COMPANY NAME: _____________________ _ 

ADDRESS: __________________________ PHONE#:( __ _) ____ -___ _ 
STREET CITY STATE ZIP 

INSURED NAME: _________ DATE OF BIRTH _____ RELATIONSHIP TO PATIENT _____ _ 

EMPLOYER NAME _________ _ POLICY# _____ _ GROUP# ______ _ 

SECONDARY INSURANCE COMPANY NAME: _____________________ _ 

ADDRESS: __________________________ PHONE#:( __ _) ____ -___ _ 
STREET CITY STATE ZIP 

INSURED NAME: _________ DATE OF BIRTH ____ _ RELATIONSHIP TO PATIENT ____ _ 

EMPLOYER NAME POLICY# GROUP# 

ALLERGIES 

□ FOODS ___________ □ TAPE □ LATEX □ SHELLFISH □ IODINE 

□ MEDICATIONS ________ _ □ ANESTHESIA ____________ _

□OTHER □ NONE KNOWN

MEDICATIONS 

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER AND HERBAL 

SUPPLEMENTS): 

1 

Date:_______/_______/___________









Infant • Child • Teenage • Adult • Senior 

FINANCIAL POLICY 

Please complete this form on your computer, print and bring to your 

appointment. OR, you may print and complete manually. 
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Acknowledgement of 
Financial Policy 

Please be advised that you, the patient, are responsible for any procedures or office visits that are not covered 
by the insurance company. 

We will submit all office visits and procedures to participating insurance companies.Certain procedures do 
need authorization. Please be aware that authorization does not guarantee payment. 

I have read the above policy and I am aware that I am responsible for paying any balance on my account in a 
timely manner. Accounts that are not paid within 90 days may be sent to a collection agency. There will be a 
15% charge added to your account for any collection or legal fees.

There will be a $1.00 service charge for all credit card transactions. 

Patient Name (Please Print) 

X. ________________ Date: _____________ _
Signature of Patient (or parent, if minor)

1500 Horizon Dr., Ste l 06 

IChalfont, PA 18914 

215.997.FOOT (3668) 

700 W. State St. 

IDoylestown, PA 1890 l 

215.348.4397 

444 N. York Rd. Ste. Al 

Hatboro, PA 19040 

215.672.2111 













 
 
 

ACKNOWLEDGMENT OF RECEIPT 
OF 

NOTICE OF PRIVACY PRACTICES 
 

I acknowledge that I was provided a copy of the Notice of Privacy Practices and 
that I have read (or had the opportunity to read if I so chose) and understood the Notice. 

 
 
 

________________________________________                 ___________________ 
Patient Name (please print) Date 
 
 
________________________________________ 
Parent or Authorized Representative (if applicable) 
 
 
________________________________________ 
Signature 
 
 
 
 




