
 

INSTRIDE PIEDMONT FOOT & ANKLE CLINIC, P.A. – PATIENT REGISTRATION SHEET 

Please PRINT all information below. Thank you. 

Date: _________     

Primary Care Physician:  Name _____________________________Phone # (____)_______________ 

Patient Name (full Legal name): _________________________________________________ 
          Last       First      MI 
 
Patient Address: _____________________________________________________________ 

City: ___________________ State: _____ Zip: ___________ E- mail: ___________________ 

Date of Birth: ____________________________ Age: _____        Sex:     M    F 

Best Phone #: (____)_______________________ Second phone #: ____________________ 

Employer/ Job Title: ______________________________/____________________________ 

Marital Status: ___Single   ____Married   ___ Divorced   ___ Separated   ___Widowed   ___Other  

 

Emergency Contact: __________________________________________________________ 

Relationship to patient: ______________________________ Phone #: _________________ 

  

Primary Insurance Information 

Insurance Name: ___________________ Policy ID#: ______________________ Group #: _________ 

Subscriber Name: _________________________________    Subscriber DOB: _____/_____/_______ 

Relationship to patient: _____Self   _____Spouse   _____Child   _____ Other 

 

Who may we thank for referring you?  

____ Relative/ Friend    _____ Dr. ________________________ 

____ Google     _____ Facebook 

____ Insurance Website      _____ Health Fair 

 

If patient is under 18 years of age, please complete the following: 

Parent/ Guardian Name: ______________________________Relationship: _______________ 

Phone # (if different than above): _________________________________________________ 













ACKNOWLEDGMENT OF RECEIPT 

OF 

NOTICE OF PRIVACY PRACTICES 

I acknowledge that I was offered or provided with a copy of the Notice of Privacy Practices and 

that I have read (or had the opportunity to read if I so chose) and understood the notice.  

 

__________________________________________________ 

Patient Name (print) 

 

___________________________________________________ 

Parent/ Authorized Representative/Parent (if applicable) 

 

 

Authorization for release of information 

 

I hereby authorize Instride Piedmont Foot and Ankle Specialists to disclose my individual 

medical information to the person listed below. I understand that this authorization is voluntary 

and will not expire, however it may be revoked at any time by notifying Instride Piedmont Foot 

and Ankle Specialists in writing.  

 

Person(s) allowed to receive my medical 
information 

Relationship to Patient Phone Number 

   

   

   

 

 

 

Signature: __________________________________________ Date: ____________________ 
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