
NARBERTH FAMILY 

MEDICINE 

Patient Information: 

Name (Last, First): 

Address: 
Street 

Phone (Home): 

Birth Date: 

Email: 

Insurance Information: 

Primary Insurance: 

Policy#: 

Group#: 

Policy Holder Name: 

Patient Relationship to Policy Holder: 

New Patient Registration 

Date: 

State Zip Code 

(Cell): 

City 

(Work): 

Gender:  

Alternate Email: 

Secondary Insurance: 

Policy#: 

Group#: 

DOB: 

How did you hear about us?: 

 ________________________________ _____________________ 

_____________________________________ ____________

________________________________________________________________________

Emergency Contact: 

Name:-------------------------------------------- 

Phone (Home): __________________ (Cell): ________________ _ 

Relationship to Patient:--------------------------------------

- ---------------------------,

When communicating with our providers between visits, it is best to message them through the patient portal especially for 
confidential matters. Email is a secondary way to have quick questions answered in a timely manner. 
If you leave a voice mail after hours, we will return your call on the next business day. 
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Family History 
please list all medical conditions/problems for the following family members: 

Relative Condition 

Mother 

Father 

Sister(s) 

Brother(s) 

Maternal Grandmother 

Maternal Grandfather 

Paternal Grandmother 

Paternal Grandfather 

Social History 

Do you or have you ever smoked tobacco? D Yes D No 

Do you or have you ever used any other 

forms of tobacco or nicotine? D Yes D No 

Do you or have you ever used 

e-cigarettes or vape? D Yes D No 

If deceased, at what age? 

Do you or have you ever used How many years have you used smokeless tobacco? __ _ 

smokeless tobacco? D Yes D No 

What is your level of alcohol D none D occasional D moderate 
consumption? 

Do you use any illicit or 

Recreational drugs? D Yes D No 

What is your level of caffeine? 

consumption? D none D occasional D moderate 

What is your relationship status? D married D single D divorced D separated □widowed D domestic partner. 

Are you sexually active? D Yes D No 

How many children do you have? 

0 

822 Montgomery Avenue Suite 315 

Narberth, PA 19072 

Phone: 610-667-4601 

Fax: 610-667-6416 
frontdesk@drandrewlipton.com 



Current Medications (prescribed and/or over the counter) 

Name of medication Dose 

Supplements 

Drug Allergies (please list medication and the reaction it causes.) 

0 

822 Montgomery Avenue Suite 315 

Narberth, PA 19072 

Phone: 610-667-4601 

Fax: 610-667-6416 

□ None

D No Known Drug Allergies 

frontdesk@d rand rewli pton .com 



Review of Systems 

Constitutional 

□ Weight Loss

□ Fatigue

D Fever

Cardiovascular 

□ Murmur

□ Chest Pain

□ Palpitations

Gastrointestinal 

□ Heartburn/Reflux

□Nausea/Vomiting

□Constipation

□ Dizziness D Edema (swelling) □ Change in Bowel Movements

D Abdominal Pain.□ Shortness of Breath

Musculoskeletal 

□ Joint Pain/Swelling

□ Muscle Pain

□ Stiffness

□Back Pain

Eyes 

□Glasses/Contacts

□ Cataracts

□ Eye pain

□ Double Vision

Endocrin 

□ Loss of Hair

□ Heat/Cold Intolerance

D Fatigue

□ Weight Gain/Loss

FEMALES ONLY 

□ Age of onset period. ___

□ Age of onset menopause___

□ Number of Pregnancies _____

Q 

822 Montgomery Avenue Suite 315 
Narberth, PA 19072 

□ Diarrhea

□Black or Bloody Stools

Allergic/ Immunologic 

□ Hives/Eczema

□ Hay Fever

□ Headaches

Respiratory 

□ Cough

□Wheezing

Ear/Nose/Throat 

D Difficulty Hearing 

□ Ringing in Ears

o Vertigo

□ Sinus Pressure

□ Nasal Congestion

D Frequent Sore Throat

D Periods Regular? _Yes 

□ Date of last menstrual

period____

Phone: 610-667-4601 
Fax: 610-667-6416 

No 

Psychiatric 

□ Anxiety/Depression

□ Mood Swings

□ Difficulty Sleeping.

Neurological 

□ Weakness

□ Numbness

□ Tremors

□ Memory Loss

Skin 

□ Rash/Sores

□ Chills

D Itching/Burning

frontdesk@drandrewlipton.com 
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Financial Policy, Assignment & Agreement 

I, the undersigned, understand claims for services rendered will be submitted to my insurance company for payment. I 
understand that my health insurance is considered a method of reimbursing me for fees paid to Narberth Family Medicine 
and Acupuncture Center and is not a substitute for payment. Some companies pay fixed allowances for certain procedures 
and others pay a percentage of the charge. Therefore, as my insurer may not cover all the services necessary for my 
treatment, I will be responsible to pay for and be financially liable for all applicable deductibles, co-pays and non-covered 
items as determined by my insurance carrier. Furthermore, if it is determined by the staff at Narberth Family Medicine 
that there is a patient copay(s) associated with any of the services provided to me. I understand that these copay(s) are 
expected at the time services are rendered and will be paid by me at that time. 

Although Narberth Family Medicine and Acupuncture Center may as a courtesy convey to me information that it 
receives from my insurance company regarding the scope ofmy coverage, I understand that Narberth Family Medicine 
and Acupuncture Center is not responsible to confirm or verify the scope of my coverage and cannot guarantee the 
accuracy of the information that it receives from my insurer. I understand that both before and during the course of 
treatment, I am responsible for understanding the scope of my insurance coverage, given that it does belong to me. 
I am also aware that I should personally verify the scope of my insurance coverage with my insurer ifl wish to have 
confirmation regarding the extent of insurance available for my treatment. 

I. I request that payment of authorized Medicare and/or insurance benefits be made on my behalf for any
services furnished me. I authorize and assign Narberth Family Medicine and Acupuncture Center to
release to Medicare and/or my insurance carrier and their agents any information needed to determine
these benefits or the benefits for related services.

2. This assignment shall remain in effect until revoked by me in writing. A photocopy of this assignment is
to be considered as valid as an original. I understand that I am financially responsible for all charges,
whether paid or not paid by said insurance. I hereby authorize said assignee to release all information
necessary to secure the payment.

3. We require a $100 deposit to secure vour appointment. This deposit will be refunded upon arrival, or
can be used as a credit if you are receiving an out of pocket service on that date. This will be collected

once we call to schedule.

SIGNED (Patient or Parent if minor) ______________________ _ 
PRINT NAME. __________________________ _ 
DATE ______ _ 

Please Note: We are an osteopathic based integrative medicine practice. Your evaluation will 
routinely include a complete structural evaluation and osteopathic manipulative therapy which is 

billed to your insurance as a separate procedure from the office visit. 
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