
P
at

ie
n

t 
In

fo
rm

at
io

n
 

In
su

ra
n

ce
 

R
ef

er
ra

l 
S

ig
n

at
u

re
 

Jo
b

 I
n
ju

ry
 

 
        PATIENT REGISTRATION     
  

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 Patient Name:        First                                 M.I.                                Last 

 

 

 

□ M □ F 
 

Street Address: 

 

 

 

Single  Married  Widowed  Other 

               (CIRCLE ONE) 

City:                                                        State:                                               Zip: 

 

   

Home Phone:                                        Cell Phone:     

                        

E-mail Address: 

Employer Name:                                  Address:                                        Work Phone #:                                          

 

Social Security #:                          Birth date: Age: Occupation: 

 

Emergency Contact Name:                                                       Phone #:                         

 

Would you like to receive occasional foot health information via E-mail?         □ Yes        □ No 

Name of insured (if other than self):                                                          Insured Birth Date: 

 

Primary Insurance Carrier:                                                                                                           Policy #:                          Group #: 

Patient is:               □ Subscriber          □ Spouse          □ Dependent 

Secondary Insurance Carrier:  (if applicable) 
 

We are required to have a copy of your insurance card(s) on file in order to bill your insurance for you. If we 

do not have this information on file, you will be billed directly and are solely responsible for all charges. 

Payment is due at the time of service. If you submit your insurance card at a later date we will be glad to bill 

your insurance company and reimburse you when payment is received. 

Referred By: 

 

Primary Care Physician:                                     Address:                                           Phone #: 

 

How did you find out about our office?  

 

Date of Injury:                                                Type of Injury:          □ Work          □ Auto          □ Other 

 

Has a claim been filed?  □ Yes □ No              Claim #:                             Where was claim filed? 

 

Release of Benefits Information: 

I authorize my insurance benefits to be paid directly to the doctor. I understand that the doctor’s office will 

bill my insurance as a courtesy and that I am responsible for all co-payments, deductibles and non-covered 

services. I authorize the release of information required to process my claims. (If not signed, payment due at 

time of service)   ALL CO-PAYMENTS DUE ON DAY OF SERVICE. 
 

 

_____________________________________________________                       __________________________ 

Patient / Parent or Guardian Signature                                                               Date 

 


