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MATTHEW MCQUAID, DPM, INC. 

 
Patient Name:          Date of Birth:         Age:   
 
Mailing Address:       City:   State:       Zip:   
 
Phone Number:   Work Phone:   Cell Phone:    SSN:_____-____-  
 
Employer Name:       Occupation:      
 
Email:         Patient’s Gender:  Marital Status:    
 
Emergency Contact Person (Name and Phone #):           
 
Primary Care Physician:              
 
Who may we thank for referring you? (Please Circle One): 
Internet/Google  Friend/Family  Insurance list     Facebook    
Dr. Referral- Please list Dr’s Name:        Other:      
 

If Married, Please fill in this information: 
 
Spouse’s Name:        Spouse’s Occupation:     
 
Spouse’s Employer Name:        Spouse‘s Work Phone:    
 

If Patient is a Minor, Please fill in this information: 
 
Guardian or Name of Person responsible for payment:          
 
Their Date of birth:      Their SSN:       
 
Their Employer:        Their Occupation      
        

INSURANCE INFORMATION: 
 
                
Primary Insurance Name  Name of Insured  Date of Birth  ID/Policy Number 
 
                
Secondary Insurance Name  Name of Insured  Date of Birth  ID/Policy Number 
 

FINANCIAL ARRANGEMENTS, HEALTH INSURANCE AND ASSIGNMENT OF BENEFITS 
 
We are committed to providing you with the best possible care.  If you have medical insurance, we are anxious to help you receive your maximum 
allowable benefits.  In order to achieve these goals, we need your assistance, and your understanding of our payment policy. 
Payment for services is due at the time services are rendered unless payment arrangements have been approved in advance by our staff.  
An APR of 12% or 1% per month for balances over 30 days old may be charged.   
We will gladly discuss your proposed treatment and answer any questions we can relating to your insurance.  As a courtesy to you, we will bill your 
insurance company for you.  You must realize, however, the following: 

1) Your insurance is a contract between you, your employer, and the insurance company.  We are not a party to that contract. 
2) Not all services are a covered benefit in all contracts.  Some insurance companies arbitrarily select certain services they will not cover. 
3) We must emphasize that as health care providers, our relationship is with you, not your insurance company.  While the filing of 

insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date the services are rendered. 
 

I acknowledge the above and authorize payment of medical benefits to Matthew McQuaid, DPM, INC. for 
services rendered.  My signature below authorizes the release of medical information to my insurance carrier 
to process claims.  In the case of medical insurance assigned claims, the provider agrees to accept the charge 
determined by the medical insurance carrier as the full charge.  I understand that I am responsible for the 
deductible, coinsurance, and non-covered services. 
 
PATIENT / RESPONSIBLE PARTY’S SIGNATURE:      DATE: 

X
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