[bookmark: _GoBack]                                                   ALABAMA FAMILY FOOT CLINIC
                                            
NEW PATIENT INFORMATION


PATIENT NAME: _____________________________________________________________________________
                                      LAST                                             FIRST                                               MIDDLE               
ADDRESS: __________________________________________________________________________________

CITY:  __________________________STATE:  ______________________________ZIP: ___________________

PHONE: _______________________________CELL PHONE; _________________________________________

AGE: ________ DOB: _____________________SEX: _______ SOCIAL:_______________ RACE:___________
 
ETHNICITY:               HISPANIC/ LATINO               OR                  NON-HISPANIC/ NON-LATINO

EMERGENCY CONTACT’S NAME AND PHONE: _________________________________________________

PATIENT’S EMPLOYER: _________________________________WORK PHONE: _______________________

NAME OF SPOUSE: _________________________________________ PHONE NUMBER: _________________

SPOUSE’S EMPLOYER: __________________________________ WORK PHONE: _______________________

PRIMARY DOCTOR: ___________________________________ OFFICE PHONE: ________________________

INSURANCE INFORMATION
PRIMARY INSURANCE: _______________________________________________________________________

GROUP # ______________________ CONTRACT # _________________________________________________

NAME OF INSURED: ________________________ RELATIONSHIP TO PATIENT: ______________________

MALE/ FEMALE                               BIRTHDATE OF INSURED: ______________________________________

SECONDARY INSURANCE: ____________________________________________________________________

GROUP # __________________________ CONTRACT # _____________________________________________

NAME OF INSURED: ________________________ RELATIONSHIP TO PATIENT: ______________________

MALE/ FEMALE                                  BIRTHDATE OF INSURED _____________________________________

REFFERAL SOURCE:   INTERNET    NEWSPAPER    PATIENT     RADIO   OTHER: ____________________

I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in place of the original. I understand that I am financially responsible for all changes whether or not paid by insurance. I understand that I am fully responsible for all reasonable attorney fees, collection cost, interest and court cost associated with the collecting of any unpaid balance.

SIGNITURE: _________________________________________________________________________________

I authorize Alabama Family Foot Clinic, P, C. to apply benefits on my behalf for the covered services rendered by the office, or by the office order. I request that payment from my insurance company be made directly to Alabama Family Foot Clinic, P.C. or to the party whom accepts assignment. I certify that the information I have reported with regard to my insurance coverage is correct.

SIGNITURE: ____________________________________________________________________________




