
HARRISONBURG FOOT & ANKLE CLINIC, PC 
​
PATIENT INFORMATION:​ Date: ​  

 
Name: ​ ​ Marital Status:​ S​ M​ W​ D 

Last​ First​ MI 
 

Address: ​   City: ​   State: ​   Zip: ​  
 

Social Security #: ​   Home Phone #: ​  
 

Cell Phone #: ​   Date of Birth: ​   Age: ​  
 

Employer: ​   Occupation: ​   Work #: ​  
 

Email Address: ​  
 

******************************************************************************************************************** 
 

INSURANCE INFORMATION:​
 
Name of Primary Insurance: ​   Policy Holder's Relationship to Patient:​ Self​ Spouse​ Parent  
 
Name of Policy Holder: ​ ​   Date of Birth: ​ ​ ​ ​  

Last​ First​ MI 
 

Name of Secondary Insurance: ​   Policy Holder's Relationship to Patient: ​ Self​ Spouse​ Parent 
 
Name of Policy Holder: ​ ​   Date of Birth: ​ ​ ​  

Last​ First​ MI 
 

******************************************************************************************************************** 
 

BILLING INFORMATION:​ Relationship to Patient:​ Self​ Spouse​ Parent 
 

Name of Person Responsible for Payment: ​  
Last​ First​ MI 

 
Address: ​   City: ​   State: ​   Zip: ​  

 
Home #: ​   Cell #: ​   Social Security #: ​  

 
******************************************************************************************************************** 

 
OTHER INFORMATION:​ With whom may we discuss your medical / financial information? (spouse, mother, father, POA, etc.) 

 
Name: ​   Relationship: ​   Phone #: ​  

 
Name: ​   Relationship: ​   Phone #: ​  

 
Who referred you to our office or how did you hear about us? ​  

 
Who is your primary care physician? ​  

 
Preferred Pharmacy: ​ ​
 
Consent to access previous medication / and or PBM:  ❑ Yes  ❑ No​
*Pharmacy Benefit Management - helping negotiate affordable pharmacy options​
​
Print Name of Patient (or Guardian): ​   Date: ​ ​
​
 
Signature of Patient (or Guardian): ​   Date: ​  
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