
ARDMORE FAMILY PRACTICE REGISTRATION 

PLEASE PRINT 

YOU ARE RESPONSIBLE FOR ANY REQUIRED DEDUCTIBLE AND UNPAID BALANCE 
The following authorizations must be signed by the patient or parent before any forms to insurance companies or medical reports can be released 
from this office. 

I hereby authorize Ardmore Family Practice, P.A. to disclose complete information to other physicians involved in my care and to my present 

insurance carriers concerning the medical findings and treatment, case history, examination or hospitalization relative to this treatment, 

including copies of all records.  I am aware of my rights in regards to HIPPA. 

I hereby authorize payment directly to Ardmore Family Practice, P.A., medical and surgical benefits payable under the provisions of my policy 

(ies).    

          PATIENT/GUARANTOR SIGNATURE_______________________________ DATE _______   

       PATIENT’S NAME (please print) __________________________________ 

Patient’s last  name: First name: Middle initial: 

Mailing Address:  Street Address City, State Zip    Race:  Caucasian    Black     
               Asian         Hispanic 

 Other: 
 Home phone: Mobile/Cell phone: Work phone and extension: 

Patient DOB Age: Sex: Marital Status: □ single   □ married  □ divorced 

□ widowed  □ other: 
Social Security No. Employer Name: 

                                                                       
  Language Preferred                           
 

Employment status:  □ full-time   □ part-time  □ unemployed 
 
Student status:                         □ full-time   □ part-time 

Email address:  (We will not share this with any other entities. We will not send any 

confidential information via email) 

IN CASE OF EMERGENCY 
Name of emergency contact person: Relationship to patient Home phone: Work or Cell phone: 

( ) - 
Mailing Address (if different than patient): City: State Zip: 

SPOUSE OR RESPONSIBLE PARTY (GUARANTOR)  (if different from patient) 
Guarantor’s last name: First name: Middle name: 

Mailing Address: City: State Zip: 

Guarantor’s phone number: 
 

( ) - 

Relationship to patient: Guarantor’s DOB Guarantor’s Social Security No.: 
 

- - 
Guarantor’s employer and address: 

INSURANCE INFORMATION  (Please present new insurance card to our office staff) 
Policy subscriber’s name (if not patient): Policy subscriber’s SS number (if not patient): Policy subscriber’s DOB (if not patient): 

Name of primary insurance: Primary insurance address: Insurance Phone Number: 

Patient’s relation to subscriber:     □ Self    □ Spouse  □ Child  □ Other, please specify: 

Subscriber Number: Group Number: Employer 

INSURANCE INFORMATION  (Please present new insurance card to our office staff) 
Policy subscriber’s name (if not patient): Policy subscriber’s SS number (if not patient): Policy subscriber’s DOB (if not patient): 

Name of primary insurance: Primary insurance address: Insurance Phone Number: 

Patient’s relation to subscriber:    □ Self    □ Spouse  □ Child  □ Other, please specify: 

Subscriber Number: Group Number: Employer 

PHARMACY INFORMATION 
Pharmacy name: Pharmacy location (address or intersection is okay) Pharmacy phone number (if known) 


