
12/30//2020 

Ankle & Foot Specialists of Puget Sound, P.S. 

Patient Information Form 

Date: _______/_________/_________           

Patient Name: _______________________________    ________________________________     _____   ❑M    ❑F

Date of Birth: _______/_________/________     Age: __________         Social Security: ________-________-_________ 

Mailing Address: _________________________________________________  Apt/Unit#: ________________________ 

City: ______________________________State:  __________  Zip: ______________________ 

Primary Phone:  (________)______________________   ❑Home ❑Cell  ❑Work    Leave Message? ❑ Yes ❑ No  

Secondary:         (________)______________________   ❑Home ❑Cell  ❑Work    Leave Message? ❑ Yes ❑ No 

Email: ______________________________________________  

Responsible Party: _______________________________  __________________________    _____   ❑M  ❑F 

Date of Birth: _______/_________/________    

 Student  Retired Other  Employed at: _______________________________________________

• Primary Care Doctor: ______________________________________  I HAVE NO PRIMARY CARE DOCTOR

• Were you referred to us? ❑ Yes   ❑ No If Yes, By whom: ________________________________ 

• Emergency Contact: _________________________________  Phone Number: _____________________

• Relationship to Patient: _____________________________

Primary Insurance:______________________________ ID#:_____________________________ Grp#_____________ 

Name of Subscriber: ____________________________________ Relation to Patient: ____________________________ 

Subscribers DOB: ______________________ Employer:______________________________________________ 

Secondary Insurance:___________________________ ID#:_____________________________ Grp#______________ 

Name of Subscriber: ____________________________________ Relation to Patient: ____________________________ 

Subscribers DOB: ______________________ Employer:______________________________________________ 

Is this visit Injury Related? __________ Date of Injury: _________________ Work/Auto/Other: __________________ 

Employer at time of injury: ________________________________________ Claim #: ___________________________ 

Claim Manager: ___________________________________________ Phone Number: ___________________________ 

 

Signature: _______________________________________________          Date: __________________________ 

Relationship (if minor): ____________________________________ 

(Last)      (First)      (MI) 

I consent for medical treatment and I have verified the insurance listed on this form is accurate. I authorize my insurance benefits be paid 

directly to Ankle & Foot Specialists of Puget Sound. I am financially responsible for all/any patient responsibility. I authorize the 

Physician/Facility or the Insurance Company to release any information required for this claim to be processed. We are a fee for service 

provider for all medical care received. I understand that I may be charged a $25.00 no-show fee if 24 hour notice is not given.  

(Last)  (First)  (MI) (ONLY FOR MINORS)

*We are not a Multicare Provider. AFSPS is a separate Private Practice

*



Medications 

Medical Information 

Patient Name: _________________________________DOB: ___________________Date: ______________

Height: ___________ Weight: ____________ Shoe Size: ____________ Width: _____________

What is the Foot or Ankle Problem that brings you to our office? (Please be specific):

__________________________________________________________________________________________

◆Pharmacy Name: _______________________________ City: __________________Ph#_______________

◆Family Doctor: ____________________________City: ___________________  NO FAMILY DOCTOR

◆Previous Podiatric Doctor: _______________________City: ______________Last Visit: _______________

Include prescriptions, over the counter meds and vitamins: 

1. ___________________________ Dose: ___________

2. ___________________________ Dose: ___________

3. ___________________________ Dose: ___________

4. ___________________________ Dose: ___________

5. ___________________________ Dose: ___________

6. ___________________________ Dose: ___________

 See Attached List

 NO MEDICATIONS TAKEN

Allergies 

REACTION: 

❑ Penicillin ________________________ 

❑ Iodine ________________________ 

❑ Sulfa ________________________ 

❑ Codeine ________________________ 

❑ Adhesive Tape ________________________

❑ Latex ________________________ 

❑ Other: ________________________ 
Reaction: ________________________ 

❑ NO KNOWN ALLERGIES

Family History 

Mother    Father 

 Deceased ❑ ❑

 Cancer ❑ ❑

 Stroke ❑ ❑

 Blood Pressure ❑ ❑

 Diabetes ❑ ❑

 Heart Problems ❑ ❑

 Foot Problems ❑ ❑

 Other: _________________ ❑ ❑

 Adopted (unknown history)
 Parents are Alive & well: No Medical Complications

Surgical History 
Please include same day surgery & C-sections: 

Reason:_______________________Date____________ 

Reason:_______________________Date____________ 

Reason:_______________________Date____________ 

Reason:_______________________Date____________ 

Reason:_______________________Date____________ 

Reason:_______________________Date____________ 

 NO SURGERIES DONE

Recreational Habits 

 Alcohol: Beer   Wine  Liquor

Consumption: Occasional  Social  Light  Heavy

 No Alcohol Use

 Tobacco: Cigarettes   Chew

 Former Tobacco User: Quit Date _____________

 Never Used Tobacco

 NONE OF THE ABOVE USED

Medical Conditions 

❑ Diabetes Type I ❑ High Blood Pressure

❑ Diabetes Type II ❑ Blood Clots/Embolism

❑ Arthritis ❑ Heart: ____________________

❑ Asthma ❑ Kidney: ___________________

❑ Thyroid ❑ Cancer: ___________________

❑ Anemia ❑ Stomach: __________________

❑ Gout ❑ Blood Disease: ______________

❑ Stroke ❑ Other: ____________________

❑AIDS/HIV ____________________________



 

Ankle & Foot Specialists of Puget Sound, P.S. 

 

Patient Name:  _______________________________________________________ 

 

 NOTICE OF PRIVACY PRACTICES – ACKNOWLEDGEMENT 

My signature below acknowledges that I have been offered a copy of the Notice of Privacy Practices or 

directed to read the posted copy and verify that the information provided below is true. 

 

We may need to contact you regarding your healthcare. The information would be concerning 

appointments, orthotics, surgery, insurance benefits, etc. 

 

 

May we leave a message with specific information?    ❑ Yes       ❑ No 
 
 
Authorized Phone Number(s):    ______________________________________________________________ 
 

• Appointments ❑Yes  ❑No  
• Orthotics  ❑Yes  ❑No 
• Surgery  ❑Yes  ❑No 
• Insurance Benefits ❑Yes  ❑No 

 
 
May we leave a message with people answering this number?      Yes         No 
 
If yes, is there someone specific to leave it with ?    Yes         No 
 
 
Name(s) of authorized Individual(s) _________________________________________________________ 
 
 
 
   
 
 __________________________________________________________   ___________________________________ 
 Patient or Authorized Individual Signature    Date 
 

 
 __________________________________________________________  ____________________________________ 
 Printed Name of Above Signer     Relationship 
 




