
Welcome to Shore Podiatry -- Patient Information Form 

 

Name:_____________________________________  Today’s Date: ______________________ 

Social Security #:_____________________________ Date of Birth:______________________ 

Street Address: ____________________________________________ Apt #:______________ 

City:____________________________________ State:___________ Zip:_________________ 

Home Phone:_________________________  Work Phone:_____________________________ 

Cell Phone:___________________________  Sex: M/F  Marital Status:___________________ 

E-mail Address:________________________________________________________________ 

Employer:____________________________  Occupation:_____________________________ 

Business Address:_______________________________ Business Phone:_________________ 

Emergency Contact:________________________ Phone Number: ______________________ 

Primary Insurance:_________________________________ Effective Date:________________ 

Policy Number:___________________________________ Group Number:________________ 

Name of Insured:____________________________ Relationship to Patient:_____________ 

Insured Birthday:__________________ Insured Social Security #:_______________________ 

Insured Address (if different):____________________________________________________ 

Secondary Insurance:_______________________________ Effective Date:_______________ 

Policy Number:___________________________________ Group Number:________________ 

Name of Insured:___________________________ Relationship to Patient:_______________ 

Insured Birthday:_________________ Insured Social Security #:________________________ 

Insured Address (if different):____________________________________________________ 

 

 



Medical History 

Name______________________________________     Today’s Date ____/____/_____ 

Check any of the following you have now or have had in the past: 

__Anemia                                                   __Diabetes                                     __Liver Disease 

__Angina                                                    __Epilepsy/Seizures                     __Lung Disease  

__Alzheimer’s/Dementia                       __Emphysema/COPD                   __Nervous Condition/Anxiety  

__Artificial Heart Valves                         __Glaucoma                                   __Osteoarthritis 

__Artificial Joint                                       __Gout                                            __Osteoporosis 

__Asthma                                                  __GERD (reflux)                            __Psychiatric Care 

__Back Pain                                              __Heart Disease                            __Rheumatoid Arthritis  

__Bleeding Disorders                            __High Blood Pressure                 __Stomach Ulcers  

__Cancer (type) ____________         __High Cholesterol                         __Stroke/TIA  

__Circulation Problems                       __Hepatitis (type A,B,C)               __Thyroid Disease (hypo/hyper) 

__Depression                                        __HIV/AIDS                                     __Tuberculosis  

__Drug use                                            __Kidney Disease                          __Venereal Disease 

Medical Conditions not listed above: 

_____________________________________________________________________________ 

Allergies (check those that apply):     ______ No Allergies 

__Adhesive/Tape             __Cortisone                               __Narcotics                            __Sulfa 

__Aspirin                            __Iodine/Seafood                   __Novocain/Anesthetics     __Others _______________ 

__Codeine                          __Latex                                     __Penicillin  

 

Height ________              Weight ________               Blood Pressure ________/_________ 

Is there a family history of ? (check if yes): ​Hypertension (__mother, __father, __sister, __brother) 

                                                                                           Diabetes (__mother, __father, __sister,__brother) 

                                                                                           Cancer (__mother, __father, __sister,__brother) 



 

Patient Name: _____________________.       Today’s date: ____/_____/________. 

Please list (or provide a list) of your current medications and their dosages (​or write none​): 

____________________________________________________________________________ 

_____________________________________________________________________________ 

Please list any surgery that you have had (​or write none​): 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Social History:  

Smoking history:  Do you currently smoke?     Yes _______    No ________ 

                                  If you smoke, how many packs/day?   ______________ 

                                  If you do not currently smoke, did you ever smoke?   Yes ________     No _______ 

Alcohol use:   Do you drink alcoholic beverages?    Yes _______   No ________ 

                          How many drinks do you consume in a day? ______  in a week? _______ in a month? _______ 

Recreational Drug Use:  Do you or have you used illicit/recreational drugs?  Yes _____   No _____ 

        If yes which ones _______________            How long ago did you quit? ___________________ 

Do you have a living will?  Yes ____   No ____ 

Women:  Are you currently pregnant?  Yes ______  No______        Due date? ___________ 

Date of last flu immunization: _______  Date of last pneumonia immunization: _________ 

Name of primary MD: __________________________________________________________ 

Town primary MD is located in: ____________________Phone #:_______________________ 

Name of Pharmacy: ____________________________________________________________  

Town pharmacy is located in: ______________________Phone #:_______________________ 

How did you hear about us? _____________________________________________________ 

Reason for your visit:___________________________________________________________ 
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             SHORE PODIATRY
2424 Bridge Avenue Point Pleasant, NJ 08742   
170 Morris Avenue Long Branch, NJ 07740

OFFICE FINANCIAL POLICY
This financial policy has been established to prevent misunderstandings. We like to 
acknowledge patients who take a responsible approach for paying their medical care.
Insurance: We must obtain a copy of your insurance card to provide proof of insurance. 
We will bill your insurance, but if payment is denied, You, the patient, will be responsible 
for payment for services rendered by the doctors on staff. Knowing your insurance is 
your responsibility. Please contact your insurance company with any questions you 
may have regarding your coverage.
Co-Pays & Deductibles: I understand that it is my responsibility to pay my co-pay on 
the day service is rendered. This arrangement is part of your contract with your insurance 
company. If you have a high deductible plan, after we receive notice from your insurance 
company, we will invoice you, the patient responsibility based on your deductible.
Appointments: If any appointment is broken or canceled without giving 24 hour notice, 
a charge of $25.00 will be applied to your account with potential discharge from the 
practice. 
Medicaid: If you have medicaid as either a primary or secondary insurance: please be 
advised that if your medicaid coverage is not active on your day of service, you will be 
responsible for your copay and any balance after.
- I understand and agree to this term: Please initial: X___________
Assignment of Benefits/Non-Payment: I authorize payment of medical benefits to 
SHORE PODIATRY for services rendered to me. Any balance to an account is due within 
30 days of receipt of the bill. If the account balance goes unpaid, a rebilling charge of 
$5.00 a month will be applied to your account. It is understood and agreed that in the 
event of any outstanding balance has to be referred to a collection agent or attorney for 
recovery, that the patient will be fully responsible for any costs, including, but not limited 
to attorney fees
For Patients that Need Insurance Referrals: If your insurance requires a referral from 
your primary care physician to a specialist, it is your responsibility to know this & obtain 
the referral prior to your visit. If the referral is not in place on the date of service, you will 
be asked to sign a waiver stating, if the referral is not received in a timely filing limit, you 
will be billed for the services rendered.
Non-Covered Services: Please be aware that some & perhaps all of the services you 
receive may be non-covered or not considered reasonable or necessary by medicare or 
other insurances. You must pay for there services in full at the time of the visit. A from 
will need to be signed stating the services are not covered.
Self-pay: Payment in full is due at the time services are delivered
Returned Checks: Returned checks are subject to $30.00 service charge. In the event of 
a returned check your privilege to pay by check on future visits will be terminated. You 
will be subsequently expected to pay with cash or a credit card.
Please sign below to indicate that you have read and fully understand this policy.
Patient Name: X_________________________ Date: X______________________
Signature: X_________________________________
Relationship if Legal Guardian: X______________________________
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