Family Medicine of Gwinnett, LLC          

1742 Oak Road

Snellville, GA 30078


NEW PATIENT INFORMATION FORM

Last Name

________________________________

First Name

________________________________

Middle Initial

________________________________

Suffix

________________________________

Home Address

________________________________

City/ County

________________________________

State/ Zip

________________________________

Home Phone

________________________________

Work Phone

________________________________

Cell Phone

________________________________

Fax


________________________________

Email

________________________________

Social Security #
________________________________

Date of Birth

________________________________

Sex


________________________________

Marital Status

________________________________

Race

________________________________

Occupation

________________________________

Employer

________________________________
Employer’s Address
________________________________

City/ County

________________________________

State/ Zip

________________________________

Driver’s License #
________________________________

Spouse/Parent name 
________________________________

Spouse/Parent SS#:  
________________________________

Spouse/Parent Date of Birth:  _____________________________

Spouse/Parent Cell Phone________________________________

Emergency Contact Name/ Phone Number___________________

INSURANCE INFORMATION
Primary Insurance  ______________________________________

ID Number ____________________________________________

Policy Holder’s Name   ___________________________________

Policy Holder’s Employer  _________________________________

Secondary Insurance  _______________________________

ID Number  ________________________________________

Policy Holder’s Name ________________________________

Copay Amount  __$_________________________________
Copay is required at check in. If not paid in full at this time, you will accrue a $10 penalty fee in addition to your copay.
Once we bill your insurance, if you owe a balance we will send a bill to you in the mail.  Please pay immediately to avoid being sent to collections.

Missed appointments will accrue a $25 penalty. 30 minute appointments including physicals, procedures, and new patient appointments accrue a $50 penalty.  You must call before 9AM the day of your scheduled appt. to avoid this penalty.
Returned checks will accrue a $30 penalty.  

I hereby authorize the release of my medical records to my insurance company.  I further authorize the company to submit payment to Dr. Kim for services rendered to me.

I have read, understand, and 
agree to the above policies.

Patient Signature

Date ____________________

Please present your insurance card(s) and a driver’s license to be copied for your file.


If any of this information changes, 


it is your responsibility to have your 


medical records updated so that bills 


will be charged correctly and in a 


timely manner.











