
NORTH ATLANTA PRIMARY CARE 
Alpharetta - Cumming - Woodstock - Johns Creek 

 
 

PATIENT INFORMATION FORM 
 

ALL PATIENTS OR RESPONSIBLE PARTIES MUST COMPLETE THIS FORM AND PROVIDE A PICTURE ID AND INSURANCE 
CARD BEFORE SEEING A DOCTOR 

 
 
 
LAST NAME___________________________________   FIRST NAME_______________________________________  M.I._______ 
 
ADDRESS_____________________________________________________________ CITY_________________________________ 
 
STATE____________  ZIP PHONE______________  (HOME) PHONE_____________________ (WORK)______________________ 
 
E-Mail Address________________________________________________  Cell Phone_____________________________________ 
 
SSN____________________________  BIRTHDATE_____________________________  SEX (M)_______ (F)______  
 
RACE (Please circle):   Asian    African Am.   Hispanic   White   Refuse   Other_____________      MARITAL STATUS:   S    M    W    D 
  
PREFERRED LANGUAGE________________________________         ETHNICITY (Please Circle):   Hispanic   Not Hispanic   Refuse 
      
EMERGENCY CONTACT NAME_______________________________________________  PHONE__________________________ 
 
 
INSURANCE CARRIER____________________________________________   INSURED’S SSN_____________________________ 
 
INSURED’S NAME________________________________________________   INSURED’S BIRTHDATE______________________ 
 
RELATIONSHIP TO PATIENT___________________________________________________________________________________ 
 
INSURED’S EMPLOYER_______________________________________________________________________________________ 
 
EMPLOYER’S ADDRESS_______________________________________________________________________________________ 
 
SECONDARY INSURANCE CARRIER___________________________________   INSURED’S SSN__________________________ 
 
INSURED’S NAME_________________________________________________   INSURED’S BIRTH DATE_____________________ 
 
 

 
IF PATIENT IS A MINOR, COMPLETE NEXT TWO LINES 

 
FATHER’S NAME______________________________________________________  PHONE_____________________________ 
 
MOTHER’S NAME_____________________________________________________  PHONE_____________________________ 
 
 
IN ORDER TO MAINTAIN CONTINUITY OF CARE, I GIVE PERMISSION TO NORTH ATLANTA PRIMARY CARE TO RELEASE MY 
MEDICAL RECORDS TO ANY SPECIALISTS, HOSPITALS OR MEDICAL FACILITIES ASSOCIATED WITH MY CARE PLAN. I 
UNDERSTANDTHAT NORTH ATLANTA PRIMARY CARE ABIDES BY HIPAA REGULATIONS AND THAT ONLY THE RECORDS 
PERTINENTTO THE VISIT WILL BE RELEASED. 
 
 
 
SIGNED___________________________________________________________________________________________________ 
 

 
WE UTILIZE PHYSICIAN’S ASSISTANTS IN THIS PRACTICE IN ORDER TO EXPAND YOUR OPPORTUNITY 

FOR SAME DAY HEALTH CARE. YOU HAVE THE RIGHT TO SEE A PHYSICIAN AT ANY TIME DURING YOUR VISIT. 
FULL PAYMENT IS DUE AT THE TIME OF SERVICE UNLESS OTHER 

ARRANGEMENTS ARE MADE IN ADVANCE WITH THE BUSINESS OFFICE 
WE FILE CLAIMS AS A COURTESY. 

 



NORTH ATLANTA PRIMARY CARE 
Alpharetta - Cumming - Woodstock - Johns Creek 

 
 

******** FINANCIAL POLICY ******** 
 
We appreciate the opportunity to provide medical services to you this year. Our goal is to keep your financial 
arrangements as simple as possible by timely filing of claims and using the following guidelines: 
 
 

1. You are ultimately responsible for payment of charges for services received at our office. 
2. A fee of $30 will be added to your account for any check dishonored by your bank. 
3. It is your responsibility to provide us with your current address, phone number and insurance information at each 

visit. 
4. It is your responsibility to confirm with your insurance carrier that our doctor is your PCP prior to seeing the 

doctor. If you choose to see a provider who is not on your plan you will be responsible for payment in full. 
5.  All co-pays are due at the time of service. Failure to pay your co-pay at the time of service will result in an 

additional $25 fee added to your account. 
6. If you miss your appointment a NO-SHOW fee of $25 may be added to your account. 
7. Laboratory services are provided by a contracted outside lab. Lab charges not covered by your insurance will be 

billed to you by an independent lab billing service. 
8. ASF (Administrative Service Fees) May be paid annually at $75 per year to cover all your administrative forms for 

one year. Or you may choose a “fee per form” status and fees will be assessed at the time the form is completed. 
These “per form” fees range from $10 to $150. Examples of these forms are: 

a. Adoption    e. DOT/ FAA 
b.  School/ College PE   f. Work/ School Release 
c. Parking permits   g. FMLA 
d. Immunizations    h. Computer generated forms 

 
Remember: If you elect not to pay the ASF fee today, you will be charged the administrative fees when services 
are requested. Please initial your choice below: 
 
I elect to pay the ASF annual fee today ________________ 
I elect to pay a “per form” fee at the time service is rendered __________________________ 
 
I acknowledge and agree with the terms of this financial policy. I authorize payment of benefits to 
North Atlanta Primary Care for services rendered under the terms of my insurance policy. I authorize 
North Atlanta Primary Care to release any medical information necessary to process insurance claims. 
 
 
Responsible Party 
Signature ___________________________________________________ Date ____________________ 
 
 
 
 
 
 
 
 
 
 
 

North Atlanta Primary Care 
3400-C Old Milton Parkway * Suite 270 * Alpharetta, GA 30005 * Phone 770-442-1911 * Fax 770-442-0306 
1100 Northside Forsyth Drive * Suite 240 * Cumming, GA 30041 * Phone 770-442-1911 * Fax 678-947-0172 

250 Parkbrooke Place * Suite 300 * Woodstock, GA 30189 * Phone 770-442-1911 * Fax 770-928-2601 
4235 Johns Creek Parkway * Suite A * Suwanee, GA 30024 * Phone 770-442-1911 * Fax 678-802-5765 


