
________________________________________    ________________________________________ ___________ 

Family Practice Partners For Office Use Only 

1910 Hwy 20 SE Account# ________

  Suite 270                                                                                                                                                                    Physician _________
   Conyers, GA 30013 
 

New Patient Information 
Patient 

Last Name: ______________________________ First Name: ______________________________ Initial: _________ 

Address: ________________________________________________________________________________________ 

City: ___________________________________ State: _____________________________________ Zip: _________ 

Home Phone: ____________________________ Work: _____________________________ Cell: ________________ 

SSN: __________________________________DOB: __________________ Sex: ________ Marital Status: ________ 

Name Of Employer: ________________________________________ Telephone #: ___________________________ 

************************************************************************************************ 

Emergency 

Name: ________________________________________________ Relationship: ______________________________ 

Address: ________________________________________ City: _________________ State: ________ Zip: ________ 

Home Phone: ____________________________ Work: _____________________________ Cell: ________________ 

***Does Family Practice Partners have permission to discuss your care with the above listed contact in an 

emergency situation? YES or NO 

************************************************************************************************ 

Insurance

 Primary Insurance: ________________________________________________ Policy #: ________________________ 

Insured’s Name: ________________________ SSN: ________________________ Insured’s DOB: _______________ 

Telephone: ________________________________________ Group #: ______________________________________ 

Secondary Insurance: ______________________________________________ Policy #: ________________________ 

Insured’s Name: ________________________ SSN: ________________________ Insured’s DOB: _______________ 

Telephone: ________________________________________ Group #: ______________________________________ 

************************************************************************************************ 

Insurance Authorization and Assignment 

1) I authorize Family Practice Partners, LLC to release to my insurance carriers any information requested concerning my 

examination or treatment, and I understand that I am responsible for any changes not covered by my insurance. 

2) I hereby authorize payment directly to Family Practice Partners, LLC for surgical and medical benefits payable for the 

services performed. 

3) I authorize the administration of any anesthesia and analgesics that the doctor advises. 

4) I understand that payment is expected at the time of service and that a reasonable fee may be added each month to accounts 

over 120 days old. 

5) I authorize Family Practice Partners, LLC to contact me and/or leave a message at: Home � Work �

Signature of Patient or Guardian Printed Name of Guardian Date 

How did u hear about us? _________________________________________________________ 

Referring Physician? _____________________________________________________________ 



___________________________________ ___________________________________ ___________________________ 

___________________________________ ___________________________________ ___________________________ 

___________________________________ ___________________________________ ___________________________ 

_____ _____ _____ 

_____ _____ 

_____ _____ 

_____ _____ 

_____ _____ 

_____ _____ 

_____ _____ 

Family Practice Partners For Office Use Only 

1805 Honey Creek Commons Account# _________ 

Conyers, GA 30013 Physician _________ 

Patient Name: _________________________________________________________ 

Medical History 

Current Medications (Include aspirin, blood thinners, vitamins, herbal, birth control_ 

Allergies (please list the drug and/or food and your reaction) 

Circle the appropriate answer:

Do you smoke? Yes No If yes: Type__________________ Amount _______________ How Long? ______________

If you quit smoking, how long ago did you quit and how long did you smoke? ____________________________________________

Do you drink alcohol on a daily basis? Yes No If yes: Amount____________________________________________

List past hospitalizations and surgeries (please include dates)

Please note dates for your last immunizations 

Tetanus _______________________ 

Flu Shot _______________________ 

Pneumonia _______________________ 

Family History 

Alcoholism Heart Disease Stroke 

Asthma Epilepsy/Convulsion 

Bleeding Disorders High Blood Pressure 

Cancer Kidney Disease 

Diabetes Mental Illness 

Glaucoma Migraines 

Hair Loss Osteoporosis 

*********************************************************************************************************** 

HIPAA Notice of Privacy Practices 

Signature below is acknowledgement that you have received and read or had read to this Notice of

Privacy Practices.

Signature____________________________________ Date____________________

Print Name_____________________________________

How did u hear about us? _________________________________________________________ 

Referring Physician? _____________________________________________________________ 


