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American Family Care (AFC) is the parent  
company of AFC/Doctors Express

  

  

INSURANCE INFORMATION
Primary Insurance    Relationship to Insured:  Self   Spouse   Child   Other
Insurance Plan Name:  Subscriber Name:

Policy ID:                                                    Group Number: Subscriber Date of Birth:

Secondary Insurance (if applicable)  Relationship to Insured:  Self   Spouse   Child   Other
Insurance Plan Name:  Subscriber Name:

Policy ID:                                                    Group Number: Subscriber Date of Birth:

Patient’s Full Name:  Social Security #: 

Date of Birth: Sex:   M    F REASON FOR VISIT:

Street Address /Apt #:  
  

City, State, Zip:  Was this the result of a motor vehicle accident?  Yes    No

Home Phone:  How did you hear about us?

Local or Cell Phone:  Home Email Address:

or  Phone:  Con dential Email Address:

Best form of contact?   Home      Cell      Other   Emergency Contact:

Primary Care Physician:  Emergency Contact Phone:

Primary Care Phone or City & State:  Relationship to Patient:

Based on government regulations we are required to ask the following information:  I prefer not to answer

Preferred Language:  Race:    American Indian or Alaska Native         Asian          

Ethnicity:       Hispanic or Latino                                                 Black or African American               Caucasian 

                      Non Hispanic or Latino                Native Hawaiian or Other Paci c Islander        

  

lease ll o t for  co pletel  ee otice of ri ac  ractices

CONSENT FOR TREATMENT  I  t e n ersi ne  consent to t e care an  treat ent b  t e atten in  p sician  is er associates or assistants   
I ac nowle e t at no arantees a e been a e as to t e effect of s c  treat ent  

 SIGNED:   DATE:
atient ar ian i nat re (if patient is a inor)

GUARANTOR INFORMATION  ec  if sa e as patient infor ation an  si n at  below  If not  please co plete entire section an  si n

Name:   Sex:   M    F Relationship to Patient:  Spouse   Parent  Other

Date of Birth:                                                SSN#:  Guarantor Employer:

Street Address /Apt #:                                                       Employer Phone:        Ext #:

City, State, Zip:  

Home Phone:                                       

Local or Cell Phone:                                     Email:   X:      DATE:

I ac nowle e f ll nancial responsibilit  for an  ser ices ren ere  an  I n erstan  t at t e 
pa ent of c ar es inc rre  in t is of ce is e at t e ti e of ser ice  I also n erstan  t at t e 
c ar es not co ere  b  ins rance re ain  responsibilit  an  assi n ins rance bene ts to t is 
of ce  In t e e ent t at  acco nt is t rne  o er to a collection a enc  I a ree to pa  all late 
fees  costs of collection fees  an or attorne s fees an  all co rt costs  if an

atient arantor i nat re

Leave message:  Yes  No

Leave message:  Yes  No

Is today’s visit work related? If yes: Do not complete this form. Please see front desk staff for instructions.

Patient Registration Form

I a e re iewe  t e erican a il  are otice of ri ac  ractices as pro i e  at re istration an  n erstan  t at I a  re est a cop  of t e polic  at an  ti e   

 SIGNED:   DATE:
atient ar ian i nat re (if patient is a inor)

1444 West Passyunk Ave
Philadelphia, PA. 19145

Monday - Friday: 8:00 AM - 8:00 PM
Saturday & Sunday: 8:00 AM - 5:00 PM

Phone: 215.964.9250 | Fax: 215.964.9445


