PODIATRIC REGISTRATION AND HISTORY

PATIENT INFORMATION

Date

SS/HIC/Patlent 1D #

Spouse’s Employor

Whom may we thank for referring you?

_S’ PHONE NUMBERS

Home Phone (__ )

Cell Phone ( y_.

Bast imeé and place to reach you

(N CASE OF EMERGENCY, CONTACT

Name

Relatlonship

Home Fhone ( )

Wark Phone ( )

23 INSURANCE

Who is responsible for this account?

Relalionghip ta Patlent

Palient Name Insurance Co. ___.
Last Name
Group #
Furét Name Middle (nia/ Is patlent covered by odditional insurance? [JYes (I No
Address Apt ! .
! Subscribers Name ____
City .
Binhdate . SG6#
State . Zip . ‘ _
Retatlonship o Patient
E-mail
Insuranée Co.
Sex OM [JF Age Birthdate
Group #
O Married O Widowed 0 Single O Minor
INSURANCE ASSIGNMENT AND RELEASE
Separated Divor Partnered for €ars . ,
L Sep O ced g y { certity Ihat t have insuranca coverage with . ‘
Patlent Employar/Sehool Name of Ingurance Company(ies)
and assign directly 10 Or, oll
Employer/School Address ingurance benefite, it any, omerwise payable to me for sorvicos rendered, |
undorstand (hat | am financiall onsible for all chagea whether of not paid by
—_— inguranca. | authori2e tha use of my signalura on eil ingyrance submisgions. x|
Employer/Schoo! Phono ( ) The above-named dactor may uss my haalth care information and may discloss
such informalion to the above-namad Insrance Company(ies) and thelr agants for
Spouse’'s Name tha purpese of oblaining payment loe sarvicas and determinlng insurance henefits
or the benefils payable lor retaled survicas. T3 consent will end when my curtant
Birthdate Ss# freatmam plan is complated or one year from the data signed bolow.

MEDICAREMEDIGAP AUTHORIZATION
| requost thal payment of autharized Medicare banefrs and, I applicabla, Medigap
bonafits, be mado vither tg me oy on My behalf to

Nams ol
{or any senvices lumished to me by st provider.

Dactor or Clinic

To the exeni permitied by law, | authorize any holder of medical or ciher Information
aboul ma to releasd 1o the Centers tor Medicara and Medicaid Services, my
Medigap ingurer, and their agents any informgilon néeded to daterming Uwsa
benelils or benafits for rolalod services.

X

Signature of 8enaliciary, Guardian or Personal Reprasantative

Please ofinl name of Benehiclary, Guardian ar Peraonal Ropresontatve

Data Relallonship 1o Bensficiary

4«8 PODIATRIC HISTORY

What is 1he chiel complaint for which you
came o by lrealed? (Include foot, ankle,
knee, thigh, and hip complaints.)

Is there any personal or family history of
dlabetes?

OvYes D No

Please indicate which (oot problams you now have or

have had in the past.

Ankle Pain Cives [No
— Your occupation Athlele's Foot QOYes ONo
Buniong OYos [JNo
lyal acco
- Cigarafte/Tob use " Corns and Calluses OvYes O No
Years smoked Cramps or Numbness in FeetorLegs [1Yes [JNo
o . . Flat Feet OYes ONo
Have you ever been tn a Podtalrist before? Athlotlc activities In whi¢h you participate Fool or Leg Cramps DYes [No
Yes [JNo laase list and indicate frequanc
. i Tequoncy) Heel Pain ClYes ONo
It yes, please list. Ingrawn Toenails {ves [ONo
Name Plamar Wans OYes [No
Swelling in Ankles or Feet OVYes [ONo
Last vigit - Tired Fect OvYes [INo
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[ " MEDICAL HISTORY

Place a merk on “Yes" or "No” to indicate if you have had any of the following:

AIDS/HIV DOvYes [JNo Eplispsy CYes ONo Aash DYas CtNo
Allergies to Anaxsihetics OYes [)No Eye Problems OYes ONo Respiratory Disease QYes OJNo
Allergies lo Medkine or Drugs [JYes [ No Fainting ClYas (O No Rheumatl¢ Fevar OYes DO No
Anemia (OYes [No Foot or Leg Cramps 3Yes [(ONo Shonness of Breath Cves INo
Angina OYes {INo Gout OYes ONo Sivus Problems OYes DNo
Arthritis OYss ONo Headaches Tves ONo Speclal Diet CtYes ONo
Arilficiat Rear Valves or Joints (JYes (O No Heart Diseaze OYes [JNo Stroks [Yes [INo
Asthma ClYes O No Hemophilia COYes O No Swelling in Ankles, Feet DYes (ONo
Back Problems COves ONo Hepatitis or Jaundice JYas [ No Swollen Neck Glands {Yes CINo
Bleeding Disarders DOYes (No High Dlood Pressure OdYes (JNo Tiregd Feet Yes (INo
Cancer OYes O No Kidney Problems OYes []No Tuberculosis OYes ONo
Chemical Dapendency OYes ONo Liver Disease [Yes {])No Ulcers OYes [JNo
Chest Pain OYes O No Low Blood Prassure DYes ONo Varicose Valns ) OvYes ONo
Chronic Diarthea [OYes [INo Neuropathy [QYes (JNo Veneraal Disease Oyes O No
Circulatory Problems Jves ONo Phiebitis (JYes {INo Waight Loss, unexplained {(JYes {JNo
Digbetes LlYes [JNo Psychiatric Care OvYes ONo

Ear Problems OYes [ No Radiation Traatment OvYes [ No

Surgeres you have had _

Hospitalization other than for the surgerles listad

Family physician . Lasl visit date

Are you now, or have you been, under any other doctors care for any reason over the past wu years? DYes (JNo

If yos. plense explain

} y
! O-‘ MEDICATIONS ALLERGIES
(nclude prescriptions, over-the-counter medications and vitaming [ Adnesive/Tape [ Local Anestheucs
[ Anticoagulant Tharagy [J Novocaine
(3 Aspirin O Penicillin
(1 Cadoine O Seafoods
Pharmacy Name(s) . O bemerol {7 Sulfa
Pharmacy Phone(s) ( ) . O lodine 3 None
Other -
Do you take oral contraceplives? [JYes [ No _

TREATMENT CONSENT

i hereby consent and give my permission to the doctor (and the doctor's assistants or degignaled replacement) to administer and per-
form such procedures upon me as the doctor deems necessary.

X

X
Signatura of Paceni, Sarem, Guardian of Personal Agprosantative 7T Date -

).

Pleasg prinl name of Patiant, Farent, Quardian or Parsonal Represcntative

Rolationship t6 Patient




	podiatry1.pdf
	podiatry2

