FAMILY AND COMMUNITY MEDICINE OF ASHEBORO, P.A.
THOMAS M. WHYTE, M.D.

WILLIAM C. THORNTON Jr, MD
350 North Cox Street, Suite #20

Asheboro, N.C.  27203

Phone 336-672-3200

Fax 336-629-7349

Welcome to our practice.  Please complete the following form so that we may establish you as a patient.  

Patient Name:__________________________________________________________________________

                              (Last)                                                    (First)                                               (Middle)

Address:_______________________________________________________________________________

City:________________________________________   State:___________  Zip___________________

Marital Status: Married  Single Widowed Divorced  Child       SS#______________________________

Date of Birth_______________________                           Sex:   Male   Female

Home Phone Number: (___) _______________      Work Number (_____)_________________________

Place of Employment:________________________________________________________________

Spouse’s Name:__________________________________  Employer________________________________

If patient is a child please fill out below:

Father’s Name____________________________________________  Date of Birth______________________

Mother’s Name___________________________________________ Date of Birth_______________________

Primary Insurance:  _________________________________________ Group No_______________________

Name of Cardholder:____________________________________ ID Number___________________________

Relationship to Cardholder:  Spouse  Self  Child Other

Secondary Insurance:__________________________________Group No__________________________

Name of Cardholder:________________________________ ID Number___________________________

Relationship to Cardholder: Self Spouse Child Other

Authorization for Payment:


I certify that the information provided by me is correct.  I understand that I am responsible for any/all charges not paid by a third party including any co payments, deductibles, coinsurance, lifetime maximums, or charges for non covered services.  If filed, I authorize medical information about me to be released to the insurance company regarding my services or my benefits. 

Signature:__________________________________________________   Date:____________________________

