
Osteopathy Matters, PLLC 
Welcome to our office! 

Osteopathy Matters, PLLC does not participate with any insurance carrier but will provide medical claim 
forms and itemized bills directly to patients for submission. Payment is due at the time of your visit. 

  
Patient Information 

  
Patient Name: __________________________________________________________________________ 
                 (Last)                                      (First)                                    (M.I.) 
Mailing Address: ________________________________________________________________________ 
 
City: _____________________________________State: _______________Zip: _____________________ 
 
Date of Birth _____/______/_____  
 
Pediatrician: ___________________________________________________________________________ 
 
Please list medical concerns/diagnosis: 
______________________________________________________________________________________
______________________________________________________________________________________ 
______________________________________________________________________________________ 
 
Current List of Medications (please include dosage and frequency):   
 
1.) _________________________________________2.)________________________________________ 
3.) _________________________________________4.)________________________________________ 
 
Mother’s Full Name:  ____________________________________________________________________ 

(Last)                                      (First)                                    (M.I.) 
 
Mailing address (if different than patient): _____________________________________________________ 
 
email: _________________________________________________________appointment reminders? Y/N  
 
Cell Phone: (_____) _________________ Home Phone: (_____) _________________ message ok?   Y / N 
 
Father’s Full Name:  ____________________________________________________________________ 

(Last)                                      (First)                                    (M.I.) 
 
Mailing address (if different than patient): _____________________________________________________ 
 
email: _________________________________________________________appointment reminders? Y/N  
 
Cell Phone: (_____) _________________ Home Phone: (_____) _________________ message ok?   Y / N 
 

Emergency Contact (other than guardian) 
 

Name: _________________________Relationship_______________Phone: (_____) _____________ 
 

Acknowledgement of Receipt of Privacy Policy: I acknowledge that I have received a copy 
of Osteopathy Matters PLLC’s Privacy Practices. 

 
Signed:   ___________________________________Date: ______________________________ 
 


