PATIENT INFORMATION


TODAY’S DATE:






BIRTHDATE:




PATIENT’S NAME:






GENDER:




SOCIAL SECURITY NUMBER:










MARITAL STATUS:




SPOUSE’S NAME:





ADDRESS:













CITY:



STATE: 
ZIP:

DRIVER’S LICENSE:



HOME PHONE:




BUSINESS PHONE:





OCCUPATION:













EMPLOYED BY:












BUSINESS ADDRESS:















PERSON RESPONSIBLE FOR PAYMENT:


RELATIONSHIP:



ADDRESS:













CITY:






STATE:

ZIP:




DRIVERS LICENSE:



SOCIAL SECURITY:





HOME PHONE:



BUSINESS PHONE:






OCCUPATION:



EMPLOYED BY:







BUSNIESS ADDRESS:













*INSURANCE PAYMENTS ARE THE PATIENTS RESPONSIBILITY.  HOWEVER, WE WILL BE GLAD TO BILL YOUR INSURANCE AS A COURTESY TO YOU.

MEDICAL AND/OR SURGICAL INSURANCE:








COMPANY:



GROUP:


CERTIFICATE#:



SECONDARY INSURANCE COMPANY:









GROUP NUMBER:



CERTIFICATE#:






ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:

    I acknowledge that I was provide a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if I so chose) and understood the Notice.

SIGNATURE: ________________________________________DATE:_____________________________

REFERRED BY:












DATE:



SIGNATURE:








*I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO UNDERSIGNED PHYSICIAN FOR SERVICES RENDERED.







CONTINUED ON BACK…

HAVE YOU EVER BEEN TO A PODIATRIST BEFORE?:





NAME OF PREVIOUS PODIATRIST:




DATE:



NAME OF PHYSICIAN:











DATE OF LAST PHYSICAL EXAM:











MEDICATIONS CURRENTLY TAKING:






















SOCIAL HISTORY (Smoke/Drink/etc.):



































FAMILY HISTORY (Cancer/Diabetes/etc.):


































ILLNESSES (Yes/No):

	Anemia:
	
	Arthritis:
	
	Asthma:
	

	Broken Bones:
	
	Cancer:
	
	Diabetes:
	

	Excess Bleeding:
	
	Hardening of Arteries:
	
	Heart Disease:
	

	Hepatitis:
	
	High Blood Pressure:
	
	HIV:
	

	Kidney Disease:
	
	Liver Disease:
	
	Phlebitis:
	

	Prolapse Mitral Valve:
	
	Rheumatic Fever:
	
	Severe Infections:
	

	Syphillis:
	
	Tuberculosis:
	
	Varicose Veins:
	


OTHER DISEASES:











ARE YOU PREGNANT?:










OPERATIONS (When?):




































DRUG ALLERGIES (Yes/No):

	Local Anesthesia:
	
	Penicillin:
	
	Sulfa:
	

	Antibiotics:
	
	Aspirin:
	
	Codeine:
	


OTHER DRUG ALLERGIES:











SIGNATURE OF PATIENT:






DATE:



SIGNATURE OF LEGAL GUARDIAN:








