
 
 
 

DEMOGRAPHIC INFORMATION FOR NEW PATIENTS ALF 
 
 

1. PATIENTS NAME ___________________________________________________ 

2. DATE OF BIRTH ___________________________________________________ 

3. SSN: ______________________ 

4. MEDICARE NUMBER____________________________ 

5. MEDICAID NUMBER ____________________________ MEDIPASS AUTH#________________________ 

6. SECONDARY INFORMATION: 

a. NAME OF COMPANY_____________________ 

b. POLICY NUMBER________________________ 

c. GROUP NUMBER________________________ 

d. ADDRESS TO MAIL CLAIMS________________________________________________________ 

e. PHONE NUMBER______________________ 

7. NAME OF PRIMARY CARE PHYSICIAN: ________________________________________ 

8. ADDRESS WHERE SERVICE IS PROVIDED: ____________________________________________ 

 CITY: __________________________ STATE_______ ZIP CODE: ________________ 

 PHONE NUMBER: ______________________________ 

9.  POA NAME IF OTHER THAN PATIENT: ___________________________________ 

ADDRESS: __________________________________________ 

CITY: ________________________ STATE: ______ ZIP CODE: ________________ 

PHONE NUMBER: ___________________________ 

10.  PHARMACY: ____________________________________________________ 

ADDRESS: __________________________________________ 

CITY: _____________________STATE: __________ZIP:__________________ 

PHONE NUMBER :(    )_____________________ 

11. Whom may we discuss you information with: _________________________________________ 

_______________________________________________________________________________ 

 

6109 North Davis Highway 
Pensacola, Florida 32504 

(850) 741-2251 
FAX: (866) 258-9993  Email: referrals@thefootdoctors.org 


