
Welcome To Honeygo Podiatry 
Name ___________________________________________________________________________________ 

                                                    First                                                                   Middle Initial                                                                          Last                  
Address ________________________________________________________________________Apt _______ 

City ___________________________________ State ______________________ Zip Code _______________ 

Home Phone _______________________ Cell Phone __________________Work Phone_________________ 

Date of Birth ____________________ Marital Status   S      M     D     W   (Circle)   Sex   M      F   (Circle) 

Language _______________________________________  

Race:  Black/African American ____White ____Asian ____Native Hawaiian/Other Pacific Islander ____ Indian/Alaska Native____ 

Ethnicity:  Hispanic/Latino ____         Not Hispanic/Latino ____ 

Employer ______________________________________________________ Phone _____________________ 

    Address ________________________________________________________________________________ 

Physician ______________________________________________________ Phone _____________________ 

    Address ________________________________________________________________________________ 

Emergency Contact 

    Name _____________________________________________ Relationship __________________________ 

    Emergency Phone _____________________________ 

Primary Insurance 

    Company ___________________________ Policy Holder _______________ Birthdate ________________ 

    Policy Holder’s Employer _________________________Relationship______________________________ 

    Policy # ____________________________________ Group # _____________________________________ 

Secondary Insurance  

   Company ____________________________ Policy Holder________________ Birthdate _______________ 

   Policy Holder’s Employer __________________________Relationship______________________________ 

   Policy # _____________________________________ Group # ____________________________________ 

I certify that the above information is correct to the best of my knowledge. I will not hold Edward S. Orman, DPM, PA or any member 
of his staff responsible for any errors or omissions. I authorize the release of any medical information necessary to process any 
insurance claims. I authorize payment of medical benefits directly to Edward S. Orman, DPM, PA for myself or my dependants. I 
understand I am responsible for any deductibles, co-insurance or other amounts not covered by my insurance company. If a referral is 
required and is not presented at the time of service, I will be responsible for payment.   

 

Signature _______________________________________________________ Date _______________________________ 




