PATIENT INFORMATION

Date

SS/HIC/Patient 1D #

Patient Name

Last Name

First Name Middle Initial
Address
City
State Zip
E-mail
Sex OJM [JF Age__ Birthdate
[ Married ] Widowed [ Single [] Minor
[) Separated  [] Divorced [ Partnered for ______ years
Patient Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate SS#

Spouse’s Employer

Whom may we thank for referring you?

Home Phone ( )

PHONE NUMBER:S

Cell Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name

Relationship

Home Phone ( )

Work Phone ( )

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [JYes [1No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

INSURANCE ASSIGNMENT AND RELEASE

| certify that | have insurance coverage with

Name of Insurance Company(ies)

and assign directly to Dr.
all insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by
insurance. | authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

MEDICARE/MEDIGAP AUTHORIZATION
| request that payment of authorized Medicare benefits and, if applicable, Medigap

benefits, be made either to me or on my behalf to

Name of

for any services furnished to me by that provider.

Doctor or Clinic

To the extent permitted by law, | authorize any holder of medical or other information
about me to release to the Centers for Medicare and Medicaid Services, my
Medigap insurer, and their agents any information needed to determine these
benefits or benefits for related services.

Signature of Beneficiary, Guardian or Personal Representative

Please print name of Beneficiary, Guardian or Personal Representative

Date Relationship to Beneficiary

to be treated? (Include foot, ankle, knee, thigh,  diabetes?

PODIATRIC HISTORY

What is the chief complaint for which you came  Is there any personal or family history of

Please indicate which foot problems you now have
or have had in the past.

and hip complaints.) El¥estilNo Ankle Pain [ClYes []No
Your occupation Athlete’s Foot [OYes [INo

: Bunions [OYes [No

Clgaisiiaforactob e Corns and Calluses [ClYes [ONo

Years smoked Cramps or Numbness in Feet or Legs []Yes [ No

Have you ever been to a Podiatrist before? Athletic activities in which you participate Rt Eog) LYes [INo
4 (please list and indicate frequency) Foot orLeg Cramps ClYes []No
OYes [JNo 4 Heel Pain CYes [INo
If yes, please list. Ingrown Toenails CYes [ONo
Plantar Warts [JYes []No

Name Swelling in Ankles or Feet [OYes [ No
Last visit Tired Feet Yes [No
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MEDICAL HSTORY e e

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

AIDSHIV OYes CINo  Epiepsy OYes CJNo  Rash LIS L15%
Allergies to Anesthetics OYes [JNo Eye Problems CYes [JNo Respiratory Disease OYes CONo
Allergies to Medicine or Drugs []Yes [JNo Fainting CIYes [CINo Rheumatic Fever COYes [INo
Anemia OYes ONo Foot or Leg Cramps OYes [JNo Shortness of Breath OYes [CJNo
Angina OYes OONo  Gout OYes [JNo  Sinus Problems OYes [No
Arthritis [OYes [JNo Headaches [OYes [JNo Special Diet OYes [INo
Artficial Heart Valves or Joints [JYes [JNo  Heart Disease OYes ONo  Stroke LIVes: LTt
Asthma OYes CINo  Hemophilia ClYes CINo  Sweling in Ankles, Feet Lives [No
Back Problems OYes [ONo Hepatitis or Jaundice JYes [INo Swollen Neck Glands OYes [INo
Bleeding Disorders CJYes [INo High Blood Pressure ClYes CINo  Tired Feet OYes LiNo
Cancer [Yes [JNo Kidney Problems [IYes [JNo Tuberculosis OYes [INo
Chemical Dependency CYes [ONo Liver Disease OYes [JNo Ulcers LIYF, LIS
Chest Pain COYes [JNo Low Blood Pressure OYes [JNo Varicose Veins OYes [JNo
Chronic Diarrhea OYes [ONo Neuropathy OYes [No Venereal Disease OYes [INo
Circulatory Problems OYes ONo Phlebitis OYes [INo Weight Loss, unexplained ~ [JYes []No
Diabetes [JYes [JNo Psychiatric Care [CYes [ONo ‘
Ear Problems OYes [No Radiation Treatment OYes [JNo :
Surgeries you have had

1

|
Hospitalization other than for the surgeries listed
Family physician Last visit date i
Are you now, or have you been, under any other doctor’s care for any reason over the past two years? [OYes [JNo X'

If yes, please explain

MEDICATIONS MALLERGIES

Include prescriptions, over-the-counter medications and vitamins (] Adhesive/Tape [J Local Anesthetics
[ Anticoagulant Therapy [] Novocaine
[[] Aspirin [ Penicillin
[J Codeine [] Seafoods
Pharmacy Name(s) [] Demerol [ Sulfa
Pharmacy Phone(s) ( ) Lilosloe
- Other

Do you take oral contraceptives? [1Yes []No

TREATMENT CONSENT

| hereby consent and give my permission to the doctor (and the doctor's assistants or designated replacement) to administer and per-
form such procedures upon me as the doctor deems necessary.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient




Medical Information Release Form

Formulario de divulgacién de informacion médica

Form
(Formulario de autorizacion de HIPAA)
Name: Date of Birth: __/ f___
Nombre: Fecha de nacimiento: __/__/__

Release of Information (L/beracién de informacion)
() | authorize the reléase of information Inclyding the diagnosis, records, examination rendered to
me and claims information, The information may he released to:
() Spouse Name:
() Children  Name(s):
() Other Names:
() Autorizo la liberacién de informacicn, incluido el diagnéstico, los registros, el examen que se me
realiza y la informacion de las reclamaciones, La informacion puede ser divulgada.
() Esposo/a  Nombre:
() Nino/a Nombre(s).
()otro Nombre:
() Information is not to be released to anyone.
La informacién no se divulgard a nadie

The Release of Information will remain in effect until terminated by me in writing.
La divulgacién de informacién permanecerd vigente hasta que yo la rescinda par escrito.

Messages (Mensajes)

Please call: ()my home () mywork () my cell number
Por favor llama ()mihogar () mitrabajo () minumero de celular
If unable to reach me:

() you may leave a detailed message

() please leave a message asking me to return your call

() other
Si no puede comunicarse conmigo:

() puedes dejar un mensaje detallado

() deja un mensaje pidiéndome que te devuelva la llamada

()otro
The best time to reach me is (day) between (time)
EL mejor momento para contactarme es (dia) entre(hora)
Signed: Date:
Witness: Date:
Firmar: Fecha:

Testigo: Fecha:




Foot Care Clinic

To protect everyone, including staff, we are asking all visitors to
complete the following questionaire.

Name:

Date:

Have you in the past 14 days:

e Traveled out of the state Nevada

o YES
o NO
* Been in contact with someone who has tested positive for
CovID-19?
o YES
o NO
* Have you had the following symptoms in the last few days:
Felt unwell, cough, high fever, shortness of breath, or
difficulty breathing:
o YES
o NO

| fully understand and acknowledge the above information, risks and
cautions regarding a compromised immune system and have disclosed
to my provider any changes to my current health.

By signing this document, | acknowledge that the answers | have
provided are true and accurate,




