
Thank you for choosing Highpoint Foot & Ankle Center. In order to serve you promptly, we need 
the following information. Please type or print. All information will be confidential.

Date: ___________   Cell Phone: _____________   Home Phone: _____________   Work Phone: _____________ 
Patient Name: ___________________________   Email Address: ___________________________________
SSN: ____________________________________   Birthdate: ___________           Male          Female
Address: _________________________________   City: _______________   State: ____ Zip: _____________
Marital Status:          Married          Single          Divorced          Widowed

Primary Care Physician: _________________________________
Address: _________________________________   City: _____________   State: ____ Zip: _____________
Phone Number:_____________   Date of Last Visit: ___________
Referred By: __________________________   Pharmacy Name: _____________ Pharmacy Phone: __________

RESPONSIBLE PARTY
Name of person reponsible for patient (if other than youself): _________________________________
Relationship to Patient: _________________________________

INSURANCE INFORMATION
Name of Insured: _________________________________
Birthdate: ________________ SSN: ________________     Relationship to patient: __________________
Name of Employer: _________________________________   ID#: _________________________________
Insurance Company: _________________________________   Group#: ______________________________
Insurance Company Address: _________________________________
City: _____________   State: ____ Zip: _____________
Do you have additional insurance?          Yes          No
Name of Insured: _________________________________
Birthdate: ________________ SSN: ________________     Relationship to Patient: __________________
Name of Employer: _________________________________   ID#: _________________________________
Insurance Company: _________________________________   Group#: ______________________________
Insurance Company Address: _________________________________
City: _____________   State: ____ Zip: _____________

AUTHORIZATION & RELEASE
I authorize the release of any information concerning my (or my child’s) healthcare, advice and treatment 
provided for the purpose of evaluating and administering claims for insurance benefits.
X___________________________________	 Date: _______________________________
Signature of Patient (or parent, if minor)

Infant • Child • Teenage • Adult • Senior

1500 Horizon Dr., Ste 106
Chalfont, PA 18914

215.997.FOOT (3668)

700 W. State St.
Doylestown, PA 18901

215.348.4397

214 E. Pennsylvania Ave.
Oreland, PA 19075

215.572.6070

444 N. York Rd. Ste. A1
Hatboro, PA 19040

215.672.2111

www.highpointfoot.com

Please complete this form on your computer, print and bring to your 
appointment. OR, you may print and complete manually.

PATIENT INFORMATION
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