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Northtowns Medical Group, PC
1783 Colvin Boulevard
Buffalo, NY 14223
716-874-2150

Demographic Information

First Name _______________________________ MI _________ Last Name __________________________________
Street Address _____________________________________________________________________________________
City _________________________________________ State _______________ Zip Code _______________________
Date of Birth ______________________________ Social Security Number ___________________________________
Home Phone __________________________ Cell Phone _________________________ Circle:     Male    Female
E-mail address ____________________________________________________________________________________
Circle:       Married       Single       Divorced       Widowed
Circle Ethnicity:     Hispanic   	  Non-Hispanic
Circle Race:   	  White  	     Black		       Asian  	   Indian/Alaskan    	 Pacific Isle     	  Other
Circle Language Preferred:            English  	     Spanish  	      French     	    Other

Emergency Contact Name_______________________________ Relationship _______________________________
Emergency Contact Phone # _______________________________

Pharmacy Name __________________________________________ Phone # ________________________________
Mail Order Pharmacy Name_________________________________ Phone #_________________________________

1st Insurance Carrier _________________________________________________
Subscriber Name ____________________________________________ Subscriber’s SSN ______________________
Insurance ID# ___________________________________ Group #   _______________________     
2nd Insurance Carrier_____________________________________  
Subscriber Name  ___________________________
Insurance ID# ___________________________________ Group # ________________________

Name:  ____________________________________________________________________________________________
Date of Birth:  ____________________
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Previous or Referring Doctor:  _________________________________________________________________________
Other doctors treating you:  __________________________________________________________________________

Immunizations and Dates
Tetanus:  __________ TDAP:  __________   Pneumonia:  __________ Hepatitis:  __________  
Chicken Pox/Zostavax:  __________ Flu:  __________   Measles/Mumps/Rubella:  __________

List any medical problems that other doctors have diagnosed:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgery (What year and what type):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Name:  ____________________________________________________________________________________________
Date of Birth:  ____________________
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Family History (Please circle):
Mother:          Cancer          Diabetes          Coronary Artery Disease          Congestive Heart Failure
Father:            Cancer          Diabetes          Coronary Artery Disease          Congestive Heart Failure

Current Prescription and Over-the-Counter Medications (Name, dose and frequency):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any drug/food/latex allergies?  If yes, please list the allergen and the reaction:  ____________________________________________________________________________________________________________________________________________________________________________________________________
Do you smoke?  If yes, please tell us how much you smoke a day:  ___________________________________________
Do you drink alcohol (please circle)?          No          Yes, occasionally         Yes, daily          Yes, _______times a week
Females only:
Last Pap test:  _____________________________   Gynecologist Name:  ______________________________________
Last Mammogram:  _________________________
Men and Women:
Last colonoscopy:  _________________________


Northtowns Medical Group Financial Policies


1. Payment is due by cash, check, or credit card (VISA, MC, and Discover) at the time of service unless 
arrangements have been made in advance by your carrier.  I agree to pay any co-payment at the time of service as it is my responsibility as outlined in my contract with my insurance company.  I understand that Northtowns Medical Group cannot waive this co-payment for any reason.

2. Northtowns Medical Group has made prior arrangements with many insurance companies (for example certain plans with carriers like Independent Health, Univera, and Blue Cross and Blue Shield) and other health plans to accept an assignment of benefits if we are your primary care physician (PCP).  

3. If you are insured by a plan that we do not have a prior arrangement with (for instance Medicare with no secondary insurance), we will prepare and send the claim for you on an unassigned basis.  This means the insurer will send the payment directly to you.  Therefore, total charges for your care are due at the time of service.

4. Not all insurance plans cover all services.  For example, Medicare does not cover certain services.  
In the event that your insurance plan determines a service to be “not covered” you will be 
responsible for the complete charge.  Payment is due upon receipt of a statement from our office.

5.  Northtowns Medical Group has a policy to charge a $35 fee if I fail to show up for a scheduled appointment.  This applies to both missed appointments and any appointments cancelled with less than 24 hours notice.  I agree to pay this fee if assessed to me and I realize that this fee is not covered by my insurance company.  I realize that future visits may not be scheduled if missed appointment fees are unpaid.  In addition, I realize that it is my responsibility to know my appointments I have scheduled and it is not the responsibility of Northtowns Medical Group to notify me of upcoming office appointments.



__________________________________________________          ______________________
Print name of patient						Date


__________________________________________________
	Signature of patient
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