Date

SSHIC/Patient 1D #

Patient Mame

Last Mams
First Mame heideile nitial

Address

City

State £ip

E-mail

Sex (M [F Age Birthdate

[ Married [ Widowed [ single [ Minar

[] Separated [] Divorced [ Partmered for
Fatient Employer/Schoal

years

Employver'School Addrass

EmployerSchool Phona | |

Bpouse’s Name

Birthdate 554

Spouss’s Employer

Whaom may we thank for referring you?

Home Phone | I

Cell Phone { |

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT
Mamea

Relationship

Home Fhone { 3

Warl Phone { }

Who is responsible for this account?

Relationship to Fatient

Insurance Co,

Group #

Is patient covarad by additional insurance? ClYes [ Mo
Subscriber's Name

Birthdate S5

Relaticnship to Patient

Insurance Co.

Group #

INSURANCE ASSIGMMENT AND RELEASE

[ cartify that | have insurance coverage with

MName al Insurance Company|ies)

and assign directly to Dr.

all insurance banafits, if any, otherwise payshle to me for services rendered. |
understand that | am financlafly resporesible for all charges whether or not paid by
insurance. | authorize the use of my signature on all insuranca submasskons.

The above-named doctor may use my health care information and may diselosa
such information to the above-named Insurance Compamyies) and their agants for
the purpose of abtaining payment for services and delermining inswance benefis
of the benefits payable for related services. This consent will end when my current

treatment plan s completed or one year from the date signed below.
MEDICAREMEDIGAP AUTHORIZATION

| request that payment of authorized Medicare benefits and, IT applicable,
benedits, be made sither to me or on my behalf to

Medigap

MNamsa of

Doctor ar Chnic

for any serices furnished 1o me by thal provider,

To the extent parmitted by kaw. | authorze any holder of madical or other indormation
about me to release to the Centers for Medicare and Medicald Services, my
Medigap insurer, and thair agsnts any information needed 1o determing these

benefits or benafits for related services.

Sknature of Benediciary, Guardian or Personal Representative

Floasa print name of Benseficiary, Guardian or Personal Representative

Date Relationship to Baneficiary

o be freated? {Includs footl, ankle, knes, thigh,  diabates?
and hip complaints,) [J¥es [ Mo

What is the chief complaint for which you came |5 there any personal or family history of

or have had In the past,

Fleasa indicate which foot problems you now have

Ankle Pain [J¥es []No
“four occupation Athlete’s Foot COYes ClNo
: Bunions [(OYes [INo
e A i Corns and Calluses [I¥es [JMNo
Years smokad Cramps or Numbness in Feetor Legs [¥es [ No
Have been to a Podiatrist hafora? Athletic activities in wich ey Plak Fest [¥es [1No §
wou ever been to a iatri re 5] c‘:_!r.:t'u' ag nlw you participate Foot or Lag Cramps ClYes []Mo 5
[O¥es [COMo {pleass list and indicate frequency) il B OYes []Na 't
If yes, please list. Ingrown Toenails [O¥es [JMNo
- Plantar Warts fes [1Ho oz,
Swelling in Ankles or Fest [Oyes [JMNo e, "
Last visit Tired Feat [O¥es [No -
———————————— ——— ]
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Place a mark on "Yes" ar "Mo" to indicate If you have had any of the following:

AIDS/HIV COYes [JMNo Epilepsy [O¥ae=
Allergies to Anesthetics OYes [ Mo Eye Froblems O¥es
Allergies to Medicine or Drugs [|Yes [ No Fainting Yes
Anemia [O¥es []Mo Foot or Leg Cramps Oes
Angina [¥es []MNo Gout [OYes
Arthritis [OYes [ Mo Headaches Ces
Artificial Heart Valves ar Joints [Yes [ Mo Heart Disease (Oes
Aszthma ClYes [J Mo Hemophilia Ces
Back Problems CYes [ No Hepatitis or Jaundice [¥es
Eleeding Disarders O¥es [J Mo High Blood Prassure [O¥es
Cancer [(ves [ MNo Kidnay Problams COYes
Chemical Dependency [O¥as []MNo Liver Disease [O¥es
Chest Pain COYes [MNo Low Blood Pressure Yes
Chranic Diarthea OYes [JMe Meuropathy OYes
Circulatory Problems [IYes []Mo Phlabitiz OYes
Diabetes CYes [JNo Psychiatric Care [ es
Ear Problems [Cyes [ No Radiation Treatment [ ¥es

Surgeries you have had

O No
[ No
Mo
[ Mo
Ol Mo
O Mo
O We
O Mo
Mo
[ Mo
Mo
O Mo
O Mo
O Mo
CONo
O Mo
[ Mo

Rash [es
Resplratory Disease [es
Rheumatic Fever [ Yes
Shortness of Breath [ Yas
Sinus Problems [1as
Special Diet [ as
Sitroke [1Yes
Swelling in Ankles, Feet [1Yes
Swollen Meck Glands [Yes
Tired Feet O es
Tuberculosis [ ¥as
Ulcers O Yes
Waricose Veins []¥as
Wenareal Dissase [ ¥es
We_lgl'lt Loss, unaxplained [1%¥es

[ Mo
[ Mo
O Mo
[ Mo
[ No
[ Mo
[ Mo
] No
[ Mo
[ Mo
O Na
[ No
[ No
O No
[ No

Hospitalization other than for the surgeries listed

Family physician

Last visit date

If yes. please explain

Are you now, or have you been, under any other doctor's care for any reason over the past two years?

[JYes []Mo

Include prascriptions, over-the-counter madications and vitamins

Pharmacy Mame(s)

Pharmacy Phone(s) | )

Do you take oral contraceptives? [|Yes [] Mo

[ Adhesive/Tape ] Local Anesthatics
[ Anticoagutant Therapy ] Movoeaine

[] Aspirin ] Penicitlin

[ Codeina [] Seafoods

] Demeral 1 Sulfa

[] lodine

COther

form such procedures upon me as the doctor deems necessary.

| heraby consent and give my permission to the doctor (and the doctor's assistanis or designated replacement) to administer and per-

Signatura of Patient, Parent, Guardian or Personal Representative

Date

Please print name of Patient, Parent, Guardian or Personal Representative:

Relationship to Patient

S | -
& B, 2
;i

il = T,



HIPA.A (Health Insurance Portability and Accountability Act)

I acknowledge that I have been made aware of the location of our Notice of our Privacy
Practices and may receive a written copy upon request:

Print Name: Name of Designee(s) able to obtain your PHI

Signature:

Date:




