
 

 

 

 

 

 

PATIENT INFORMATION 

 
Name:__________________________________________________ Date of Birth: ________________ Age:_______ 

 

Address:_____________________________________________ City:_____________ State:_______ Zip:_________ 

 

Sex:               MALE                FEMALE 

 

Phone: (          ) _________________________      E-Mail: _________________________________________________        

 

 
 

How did you find out about our office?_________________________________________________________________ 

 

EMERGENCY CONTACT 

 
Name: _______________________________________________________ Relationship: ________________________ 

 

Phone: (        )_________________________ 

 

 

MEDICAL INSURANCE 

 

Primary Insurance:      Employer: 

I. D #:         Address: 

Group #:       City & Zip: 

Secondary Insurance:     Verification of Benefits# 

I.D. #:      

Group #:   

Policy Holder Name (if different than patient): 

Policy Holder Date of Birth (if different than patient): 

 

 

 
 

I HEREBY GIVE PERMISSION TO DR. JENNIFER J. BUSSER AND/OR STAFF TO ADMINISTER TREATMENT AND 

PERFORM SUCH GENERAL PROCEDURES AS MAY BE NECESSARY IN DIAGNOSIS AND/OR TREATMENT OF 

MY FOOT AND/OR ANKLE CONDITION(S).  THIS MAY INCLUDE THOSE DIAGNOSTIC TESTS AND 

TREATMENTS GENERALLY PERFORMED BY PODIATRISTS IN THE CARE OF SIMILAR CONDITIONS. 

 

 

SIGNATURE:________________________________________________________    DATE: ___________________________ 

 

 


