PODIATRIC REGISTRATION AND HISTORY

{ PATIENT INFORMATION

Date
Patient )
Address
Clty State Zip
Sex:[(JM [JF Age Birthdate

[]Single [JMarried [_JWidéwed []Separated [ | Divorced
Patient SS#

Occupation

Employer

Employer Address

Employer Phone

Spouse’'s Name

Birthdate SS#

Occupation

Spouse’s Employer

Whom may we thank for referring you?

r

PHONE NUMBERS

Home Work Ext

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name : Relationship

Home Phone Work Phone

INSURANCE

Who is responsible for this account?
Relationship to Patient
Insurance Co.
Group'#
Is patient covered by additional insurance? Cdves [ No
Subscriber Name '
Birthdate_____ Ssi
Relationship to Patient
Insurance Co.

Group #
ASSIGNMENT AND RELEASE :
1, the undersigned certity that | (or my dependent) have insurance coverage
with ' and assign directly to

Dr. all insurance benelits, If any,
otherwise payable to me for services rendered. | understand that | am financialty
responsibie for all charges whether or not paid by insuranca. | hereby authorize
the doctor to release all information necessary to secure the payment of
beanafits. | authorize the use of this signature on all insurance submissions.

Responsible Party Signature

Relationship Date

MEDICARE AUTHORIZATION

| reques! that payment of authorized Medicare benefits be made either 1o me or
on my behait to Dr. for any services fumished
ma by that physician. | authorize any holder of medical information about me to
release to the Health Care Financing Adminisiration and ils agents any
information needed to determine these benefits or the benefits payable for
related services. | understand my signature requests thal payment be made
and authorizes release of medical Iinformation necessary to pay the claim, If
“other health insurance” is indicated in item 9 of the HCFA-1500 lorm, or
elsewhere on other approved claim forms or electronically submitted claims, my
signature authorizes releasing of the information to the insurer or ageacy
shown. In Medicare assigned cases, the physiclan or supplier agrees 1o accept
the charge determination of the Medicare carrier as the full charge, and the
patient is responsible only for the deductible, coinsurance, and noncovered
services. Coinsurance and the deduclible ara based upon lhe charge
determination of the Medicare carrier.

Beneliciary Signature ¥ Date

PODIATRIC HISTORY

What is the chief complaint for which you

Is there any personal or family history of

Please indicate which foot problems you

came to_bfa treatec_j? (Includ9 foot, ankle, diabetes? [lYes [JNo now have or have had in the past. -
knee, thigh, and hip complaints.) Ankle Pain [JYes [INo
Your occupation Athlete’s Foot [(JYes [No
y Bunions ClYes [JNo

Cigarette/Tobacco use =
g Coms and Callouses [OYes [INo
Years srmisked Cramps or Numbness in  []Yes [JNo
Feet or Legs

Havegos ver besn W 8 PO Athletic e_activitieg in. which you participate Flat Feet OYes [INo
belsra? O] Yes [JNo (please list and indicate frequency) Foot or Leg Cramps (lves [JNo
If yes, please list. Hest Poin ; D ves D no
Ingrown Toenails {(JYes []No
Name Plantar's Warts [Jvyes [JNo
o Swelling in Ankles or Feset [} Yes [ ] No
ast visit Tired Feet [JYes [JNo

e

~-QVER-




MEDICAL HISTORY

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

AIDSHIV [J¥es [ No Diabetes [Jves [MNo Psychiatric Care [dYes [ONo
Allergies to Anesthetics [ ] Yes ] No Ear Problems [JYes [ONo Radiation Treatment [(JYes []No
Allergies to Medicine or - Epilepsy {(JYes [JNo .Rash [(OYes [ONo
Drugs (Yes [INo Eye Problems [Oyes [JNo Respiratory Disease [Jyes [Na
Anemia (dyes [INo Fainting [Jyes [JMNo Rheumatic Fever (Jyes []No
Angina [dYes [JNo Foot or Leg Cramps [ Yes [ No Shortness of Breath [dYes [JNo
Arthritis (Yes [No Gout [dYes []No Sinus Problems [dYes [JNo
Artificial Heart Valves Headaches [Jyes [No Special Diet [JYes [ No
or Joints ClYes [JNo Heart Disease Oyes [ONo Stroke OYes [INo
Asthma (dYes [ONo Hemophilia [(JYes [JNo - - Swellingin Ankles, Feet [] Yes ONo
Back Problems [(JYes []No Hepatitis or Jaundice [JYes [JNo Swollen Neck Glands [1Yes [1No
Bleeding Disorders [JYes []No High Bicod Pressure ~ { ] Yes []No Tired Feet [JYes [JNo
Cancer [1Yes [JNo Kidney Problems [JYes [JNo Tuberculosis [CDYes [JNo
Chemical Dependency [ Yes [] No Liver Disease [(Jyes [(OINo Ulcers [(JYes [1No
Chest Pain [OYes []No Low Blcod Pressure [JYes [INo Varicose Veins [(OYes [JNo
Chronic Diarrhea [(JYes [ No Nervous Problems [JYes []No Venereal Disease [(dYes [JNo
Circulatory Problems [OJyes [INo Phlebitis [(JYes []No Weight Loss, unexplained [] Yes [ ] No
Surgeries you have had
Hospitalization other than for the surgeries listed
Family physician _ Last visit date
Are you now, or have you been, under any other doctor's care for any reason over the past two years? [ ] Yes [INo
it yes, please explain
MEDICATIONS ALLERGIES
Include prescriptions, over-the-counter medications and vitamins [J Adhesive/Tape D lLOCE\’ L
. B I [T Anticoaguiant - ‘Anesthetice
* Therapy (] Novocaine
[] Aspirin [ Penicillin
foods
Pharmacy Name(s) [J Codeine 0 Sea
(] Demero! [ Sulfa
Pharmacy Phone(s) [ lodine
Do you take oral contraceptives? . []Yes [ ] No Other

CONSENT

| centify that the above information is true and correct to the best of my knowledge. | give my permission to the doctor to administer and
perform such procedures as may be deemed necessary in the diagnosis and/or treatment of my feet.

Patient's Signature

Date
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Practice: Today’s Date:

Name: Chart #: Date of birth:

Ethnicity: [IHispanic or Latino CINot Hispanic or Latino EDeclined to specify

Race: [Asian [CJAmerican Indian or Alaska Native [(IBlack or African American
CIWhite [INative Hawaiian or other Pacific Islander  [IDeclined to specify

Preferred Language: [Declined to specify

Pharmacy Name: Pharmacy Phone:

Pharmacy Address: City, State, Zip:

Primary Care Physician: : Phone: Date Last Seen:

Address:

Referring Physician: Phone: Date Last Seen;

Address:

Privacy Information Preferences
Do you want to be exempt from public reporting? [IYes [CJNo Can we send mail to the address on file? [TYes [No
Can we call the phone number on file? [COYes [CNo Can we leave voicemail on machine? ElYes CINo

Will you allow us to send internet based (e-mail) delivery of reminders and newsletters? EYes [INo
If yes, please provide your e-mail address:

Who can we leave messages with? CIWife [Husband [CIDaughter [JSon [IOther:
Name(s):

Smoking Status i | Vital Signs

[TCurrent Every Day [ISmoker, Current Status Unknown | Blood Pressure: !

[ICurrent Some Day [JHeavy Tobacco [IMnknown If Ever
EFormer EINever [JLight Tobacco [l decline to answer
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Height: Weight:

Current Medications Allergies

£lINo Known Medications ] I take the following medications: CINo Known Allergies  [INo Known Drug Allergies
Name / Dose: Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: Name: Reaction;

Name / Dose: Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: Name: Reaction:

Use the back of this form if more room is needed

Last Flu Shot Date: Did you get a pneumococcal vaccination? [JYes CJNo
Have you fallen in the last 12 months? [lves [No Were you injured from the fall? [JYes CINo

Advanced Directives: [JLiving Will CJDNR [JDurable Power of Attorney [lSurrogate Appointed [JJNone

PLEASE READ AND SIGN: The information on my intake form(s) is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible
for notifying the physician and/or medical staff of any and all updates to the information listed above. (Assignment of Benefits): | authorize payment of medical benefits to the
practice named above. (Release of Information): | authorize the release of any medical Information necessary to process this claim, (HIPAA Privacy): | acknowledge that |
received my HIPAA Privacy Practices Notice. (Medication History): | authorize the Doctor's office to retrieve my medication history. '

Patient Signature: _ Date:




