
Who should be notified? ______________________ Relationship _____________ Phone (       ) _____________

Home Phone (       ) _____________

Last Name ____________________  First Name __________________   Middle Initial _____ Sex ❏ M  ❏ F

Street ________________________  City ________________________  State _____ Zip ________________

Social Security # ________________ Driver’s License # ______________ Age _____ Date of Birth ___/___/___    

Employer __________________________________________________ Phone (       ) ___________Ext.____

Street ________________________  City ________________________  State _____ Zip _______________

Primary Insurer _____________________ Phone  (       ) ______________ Group #_____________________
Street(PO Box) _______________________________ City ____________________  State ____ Zip _________________
Insured’s name ______________________  Insured’s ID # _____________________

Secondary Insurer ___________________ Phone  (       ) ______________ Group #_____________________
Street(PO Box) _______________________________ City ____________________  State ____ Zip ________________
Insured’s name ______________________  Insured’s ID # _____________________

Home Phone (       ) _____________

Last Name ____________________  First Name __________________   Middle Initial _____ Sex ❏ M  ❏ F

Street ________________________  City ________________________  State _____ Zip ________________

Social Security # ________________ Driver’s License # ______________ Age _____ Date of Birth ___/___/___    

Employer __________________________________________________ Phone (       ) ___________Ext.____

Street ________________________  City ________________________  State _____ Zip _______________

Occupation ____________________ May we call you at work? ❏ Y  ❏ N Work Hours __________________

Date ______________  Home Phone (       ) ____________  E-mail _________________________________

Last Name ____________________  First Name __________________   Middle Initial _____ Sex ❏ M  ❏ F

Street ________________________  City _________________________ State ____ Zip ________________

Social Security # ________________ Driver’s License # ______________ Age _____ Date of Birth ___/___/___    

Marital Status __________________ Children? ____________________ Ages _________________________ 

Employer __________________________________________________ Phone (       ) ___________Ext.____

Street ________________________  City ________________________  State _____ Zip _______________

Occupation ____________________ May we call you at work? ❏ Y  ❏ N Work Hours __________________

PATIENT INFORMATION

FINANCIALLY RESPONSIBLE PARTY (If different from patient)

INSURANCE INFORMATION (If no card is available to copy)

SPOUSE/DOMESTIC PARTNER INFORMATION (If appropriate)

IN CASE OF AN EMERGENCY

Who may we thank for referring you? ________________________________________

Please read and sign below: I directly assign all medical and surgical benefits to the doctor. I understand that I am financially
responsible for all charges whether paid by my insurance provider or not. I authorize the doctor to release all information necessary to
secure the payment of benefits. I understand that fees for service are payable at the time of service, unless other arrangements are made
in advance. It is my responsibility to pay any deductible amount or co-insurance.
It is the policy of this office to bill your insurance for reimbursement. However, we shall allow no more than sixty (60) days for payment.
After sixty (60) days you will be billed for any outstanding balance on your account. All outstanding balances are due thirty (30) days
from the statement date.

I HEREBY GIVE AUTHORIZATION FOR TREATMENT.

Please Print

Welcome To Our Office
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__________________________________   ____________
Signature Required Date



Patient Name: _______________________________ Date: _______________ 

Primary Care Physician: ____________________________Last Date Seen: __________________________________ 
 
Referring Physician / Source ________________________Pharmacy Name & Street/City_______________________ 
 

History & Medical Information 
 

1. Height: ______________  Weight: ______________ Shoe size: ______________ 

2. Explain your foot/ankle problem  Left   Right ____________________________________________________ 

______________________________________________________________________________________________ 

3. When did pain/discomfort begin (date): ____________________________________________________________ 

Describe pain/discomfort:  Burning    Numbness    Sharp    Other __________________________________ 

4. What makes the pain/discomfort better: ____________________________________________________________ 

5. Have you had a physical trauma   No   Yes _________________ Is your problem work related?  Y  No 

6. List all medications/herbs/vitamins (INCLUDE DIET PILLS):   NONE 
______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

7. Allergies: (Describe reaction)   NONE 

 Penicillin _________________  Aspirin _______________  Narcotic Agent / Codeine ________________ 

 Anesthesia _______________  Shellfish _______________  Sulfa Drugs __________________________ 

 Nickel / Metal _____________  Radiographic Contrast Dye ________________________________________ 

 Other ______________________________________________________________________________________ 

8. On a scale of 1-10, please rate your pain: 1 2 3 4 5 6 7 8 9       10 

9. Past Medical History:   Gout    Kidney Disease    Prostate Disorders  

 Anemia    Heart failure   Lung/Respiratory Disorders   Osteoarthritis 

 Bleeding Disorders  Hepatitis   Mitral Valve Prolapse   Osteoarthritis 

        Cancer __________  High Cholesterol  Nerve Disorders    Rheumatic Fever 

 Diabetes    HIV / AIDS   Neurological Disorders   Sleep Apnea 

 Epilepsy    High Blood Pressure  Pacemaker       Stroke 
 Other: _____________________________________                                                            Thyroid Disorders 

 
 

10. Are you currently pregnant?   No   Yes _________________________________________________________ 

11. Surgical History: Have you had surgery?   Yes—if yes, describe below   No 

Surgery / Date: _________________________________________________________________________________ 

_____________________________________________________________________________________________ 
12. Social History: (Only check what is pertinent to you) 

Tobacco Use: (  Current smoker  Former smoker)   Alcohol Use  Exercise __________________________ 

 Caffeine Use  Drug use (recreational, IV) 

13. Family History: (List relationship of family member(s) who have had these problems): 

 Diabetes _________________  Heart Disease _______________  Kidney Disease _________________ 

 Hypertension _____________  Stroke _____________________  Mental Illness __________________ 

 Rheumatology ____________  Bleeding Disorders ___________  Cancer _______________________ 

 Other family History: __________________________________________________________________________



Patient Name: _______________________________ Date: _______________ 

 

Review of Systems 
 
Please check any of the following that you are currently experiencing or have recently experienced. 

 

Constitutional 

   Fever    Chills    Sweats    Weight Change 

Head, Eyes, Ears, Nose and Throat 

   Wear Contact Lenses    Dentures    Wearing Eyeglasses 

   Double Vision    Cataract    Dizziness 

   Difficulty Swallowing    Neck Pain    Sore Throat 

   Nosebleeds    Problems with eyesight    Ringing in the Ears 

Cardiovascular 

   Chest Pain / Discomfort    Cardiovascular Symptom    Heart Murmur 

   Swelling lower extremity    Leg Pain with Exercise    Palpitations 

Hematologic/Lymphatic 

   Bleeding Problem    Swollen Glands    Lymphoma 

   Anemia    Skin Lump - Location  

Respiratory 

   Difficulty Breathing    Wheezing    Previous Pulmonary Disease 

   Exposure to TB    Cough    Pulmonary Symptoms 

Gastrointestinal 

   Nausea    Vomiting    Diarrhea 

   Decrease in Appetite    Abdominal Pain    Constipation 

Endocrine 

   Often Thirsty    Frequent Urination    Thyroid Disease 

   Urinary Symptoms    Prostate Problems    Prior Kidney Disease 

Musculoskeletal 

   Musculoskeletal symptoms    Feeling weak    Joint Pain, Arthralgia 

   Weakness of limbs    Prior Fracture  

Nervous System 

   Ataxia    Speech Difficulties    Headache 

   Neuropathy    Confusion/ Disorientation    Fainting 

   Convulsions  

Skin 

   Rash    Ulcer    Lesions     Sun Sensitivity 

   Color Change    Slow Healing    Infections    Cracking 

   Eczema (Pruritus)    Growth    Hair Loss 

Allergic, Immunologic History 

   Dermatitis    Rheumatoid Arthritis    Lupus    Collagen Vascular 

Psychiatric 

   Nervousness    Tension    Depression  

 





 

 

Notification of Billing Procedures 
 

 

 

 

 

DEDUCTIBLE: 

 The deductible is the patient’s responsibility. Insurance companies are contacted  on day 

 of visit to determine status of patient deductible. Payment may be due upon departure 

 after reviewing insurance information. Insurance will be notified thereafter. 

 

MEDICARE-Unauthorized/Unbillable Charges: 

 Medicare requires a minimum of 60 days between visits for at risk patients 

 “routine foot/nail care”.  Note that your Medicare status may not qualify for routine 

 trimming of nails/calluses. If the diagnosis changes (IE. Fracture, trauma, 

 infections, etc.) the visit may be billed under the new diagnosis. Any charges outside 

 Medicare guidelines will be the responsibility of the patient. 

 

NON-COVERED SERVICES: 

 Be aware that some insurance providers may decline payment for non-covered services 

 or supplies, (IE, Post-op shoes certain ankle braces, insoles, super feet, heel cups, cast 

 protectors, and orthotic devices). 

 You will be notified if immediate payment is necessary upon purchasing any of these 

 items. 

 All supplies are non-refundable. 

 

UNAUTHORIZED VISITS: 

 Some insurance providers require prior authorization for office visits (IE. HMO 

 Insurance, etc). It is the patient’s responsibility to obtain authorization before their 

 office visit. If authorization is not obtained, the patient will be responsible for all 

 costs incurred by their office visit on the day of service. 

 

 

 

 

 

 
It has been explained to me that the procedures and services described above may not be covered 

by my insurance provider and claims may likely be denied. I agree to be personally responsible 

for payment of all charges for the services. 

 

 

 

 

_______________________________                                       

_____________________ 
 

 Patient (Guardian) Signature      Date 
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