
 WELCOME TO FOOT AND ANKLE HEALTH GROUP, P.C.                                                                                        

PATIENT FIRST  NAME __________________________________MIDDLE INITIAL __________LAST NAME ______________________________________

DATE OF BIRTH__________________________AGE____________________SOCIAL SECURITY # ________________________________________________

SEX:  MALE_____   FEMALE______ YOUR  MARITAL STATUS:  SINGLE ______     MARRIED ______    WIDOWED_____    SEPARATED_____    DIVORCED_____

ADDRESS____________________________________________________________________CITY_____________________________________________

STATE_______________ZIP_______________________HOME PHONE____________________________CELL PHONE_________________________________

EMPLOYER________________________________________WORK #____________________________E-MAIL _____________________________________

WHOM MAY WE THANK FOR REFERRING YOU _______________________________________ADDRESS___________________________________________

NAME AND PHONE OF EMERGENCY CONTACT PERSON __________________________________________________________________________________

INSURANCE CO. NAME________________________________________ID # _______________________________ GROUP #  _________________________

NAME OF INSURED & DATE OF BIRTH  FOR ACCT.________________________________________________________RELATIONSHIP____________________

ADDITIONAL INSURANCE _______________________________________ID # _______________________________GROUP #__________________________
DO YOU HAVE ANY OF THE FOLLOWING :         
                                            YES     NO                                                                             YES     NO                                                                                 YES     NO
AIDS / HIV                           ___     ___                CIRCULATORY PROBLEMS            ___     ___                   LIVER DISEASE                                    ___     ___
ANXIETY/DEPRESSION      ___     ___                DIABETES  I  OR  II                          ___     ___                   PHLEBITIS                                            ___     ___
ARTHRITIS                           ___     ___                EPILEPSY                                           ___     ___                  PRONE TO INFECTION                      ___     ___
ASTHMA                              ___     ___                HIGH CHOLESTEROL                       ___     ___                  SHORTNESS OF BREATH                   ___     ___
BACK PROBLEMS               ___     ___                HEART DISEASE                                ___     ___                  STOMACH ULCERS                            ___     ___
BLOOD DISORDERS           ___     ___                HEPATITIS                                         ___     ___                  STROKE                                                ___     ___
CANCER                               ___     ___                HIGH BLOOD PRESSURE                 ___     ___                  VARICOSE VEINS                                ___     ___
CHEMICAL DEPENDANCY ___     ___                HYPOTHYROID                                 ___     ___                  DO YOU USE ALCOHOL                     ___     ___
DO YOU SMOKE                 ___    ___                 KIDNEY DISEASE                               ___     ___                 DO YOU USE ILLEGAL DRUGS          ___     ___

LIST DRUG ALLERGIES AND REACTION ________________________________________________________________________________________________

OTHER MEDICAL CONDITIONS:_______________________________________________________________________________________________________

ARE YOU UNDER A DOCTOR’S CARE NOW ________________    IF YES EXPLAIN _______________________________________________________________

LIST MEDICATIONS YOU TAKE _______________________________________________________________________________________________________
                                                                 
FAMILY PHYSICIAN NAME _______________________________________________DATE LAST SEEN____________________PHONE____________________
                     
YOUR  PHARMACY NAME ______________________________________________________________ PHONE # _________________________________

WHAT IS YOUR CHIEF FOOT OR ANKLE COMPLAINT TODAY?____________________________________________________________________________                                     

THIS CONDITION HAS EXISTED FOR:         _______________ DAYS        _______________ WEEKS       _______________ MONTHS     _______________ YEARS

PLEASE CIRCLE IF YOU HAVE THE FOLLOWING:      ANKLE PAIN       ATHLETE’S FOOT       BUNIONS      CORNS AND CALLUSES         CRAMPS IN FEET OR LEGS

FLAT FEET         HEEL PAIN      INGROWN TOENAILS          SWELLING IN FEET OR ANKLES     KNEE PAIN        UNEQUAL LEG LENGTH        PLANTAR WARTS

ATHLETIC ACTIVITIES IN WHICH YOU PARTICIPATE: ____________________________________________________________________________________                                  
                                                                                                                                                        
HAVE YOU BEEN TO A PODIATRIST BEFORE?  NAME _______________________________________________________LAST VISIT ______________________

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.  I GIVE MY PERMISSION TO THE DOCTORS OF FOOT 
AND ANKLE HEALTH GROUP TO ADMINISTER AND PERFORM SUCH PROCEDURES AS MAY BE DEEMED NECESSARY IN THE DIAGNOSIS AND OR TREATMENT 
OF MY (OR MY DEPENDENT’S )  FOOT OR ANKLE CONDITION(S).   I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS TO MY 
INSURANCE COMPANY.  I REQUEST ALL PAYMENTS TO BE ASSIGNED DIRECTLY TO THE DOCTORS OF FOOT AND ANKLE HEALTH GROUP. P.C.  I REALIZE ALL 
UNPAID BALANCES , COPAYS, DEDUCTIBLES, AND NONCOVERED SERVICES ARE MY RESPONSIBILITY FOR PAYMENT.

SIGNATURE ________________________________________________________________________   DATE _______________________________________




