Foot & Ankle _a»
SURGEONS "!,5

PATIENT INFORMATION

(PLEASE PRINT)

GENERAL INFORMATION
TODAY’S DATE: DATE OF BIRTH: [ IMALE [ |FEMALE
PATIENT NAME: LAST FIRST M.I NICKNAME
HOME ADDRESS:
CITY: STATE: Z1pP:

SOCIAL SECURITY #: -

HOME PHONE #:

WORK PHONE #:

CELL PHONE #:

E-MAIL:

PRIMARY LANGUAGE:

ETHNICITY: HISPANIC OR NON-HISPANIC ~ RACE:

EMERGENCY CONTACT:

RELATIONSHIP: PHONE #:

PRIMARY CARE DOCTOR:

DATE LAST SEEN:

CARDIOLOGIST:

OTHER PHYSICIANS:

PHARMACY:

LOCATION:

WHO REFERRED YOU TO US / HOW DID YOU HEAR ABOUT US?:

INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY NAME:

SECONDARY INSURANCE COMPANY NAME:

SocIAL HISTORY

MARITAL STATUS: []SINGLE || MARRIED | |PARTNERED [ |SEPARATED [ |DIVORCED [ |WIDOWED

EMPLOYER: OCCUPATION:

USE OF ALCOHOL: [INEVER [IRARE |_IMopERATE [ | DALY |_|HISTORY OF ALCOHOL ABUSE

USE OF TOBACCO: [ INEVER []QUIT — HOW LONG AGO: [ | SMOKELESS/CHEWING TOBACCO
[_ISMOKE PACKS PER DAY FOR YEARS

USE OF RECREATIONAL DRUGS: [INo []YES, TYPE:

FAMILY HISTORY

FATHER - BIRTH DATE: DEATH DATE: ILLNESSES:

MOTHER - BIRTH DATE: DEATH DATE: ILLNESSES:




MEDICAL HISTORY

HEIGHT: FT IN WEIGHT: LBS SHOE SIZE:
ARE YOU CURRENTLY TAKING AN ANTIBIOTIC: IF YES, WHAT MEDICATION:
DIABETES: || NOT APPLICABLE [ ]TypE 1 [ |TYPE2  FASTING BLOOD SUGAR: LASTAIC:
BLOOD THINNER: [_| NOT APPLICABLE | | ASPIRIN [_| OTHER (WARFARIN/COUMDADIN/PLAVIX/ELIQUIS/XARELTO/ETC.)
ALLERGIES: | | NONE KNOWN [ ] TaPE | |LATEX [ |1opINE || ANESTHESIA

| _|Foops IF YES, WHAT: || OTHER:

ALLERGY TO MEDICATION(S):

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS & HERBAL SUPPLEMENTS):
NAME DOSE HOW OFTEN DO YOU TAKE?

IF NECESSARY, PLEASE USE AN ADDITIONAL PAGE OR WE CAN TO TAKE A COPY OF YOUR MEDICATION LIST FOR OUR RECORDS.

PLEASE LIST ALL PRIOR SURGERIES:
TYPE OF SURGERY DATE TYPE OF SURGERY DATE

HAVE YOU EVER HAD ANY OF THE FOLLOWING?

ACID REFLUX Y | N FIBROMYALGIA Y N NEUROPATHY Y | N
ANEMIA Y |N GOUT Y N OPEN SORES Y |N
ARTHRITIS Y | N HEART ATTACK Y N PNEUMONIA Y |N
ASTHMA Y |N HEART DISEASE/FAILURE Y N POLIO Y |N
BACK TROUBLE Y |N HEPATITIS Y N RHEUMATIC FEVER Y |N
BLADDER INFECTIONS Y |N HIV+/AIDS Y N SICKLE CELL DISEASE Y |N
ABNORMAL BLEEDING Y |N HIGH BLOOD PRESSURE Y |N SLEEP APNEA Y |N
BLOOD CLOTS Y N KIDNEY DISEASE Y N STOMACH ULCERS Y N
BLOOD TRANSFUSION Y N LIVER DISEASE Y N STROKE Y N
CANCER Y N LOW BLOOD PRESSURE Y N THYROID DISEASE Y N
DIABETES Y N LUNG DISEASE Y N TUBERCULOSIS Y N
OTHER CONDITIONS:

PATIENT NAME: DOB:




CURRENT PROBLEM

WHAT SPECIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY:

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

LEFT FOOT RIGHT FOOT
BoTtTOM INSIDE OUTSIDE OUTSIDE INSIDE BoTtTOM Tor
HOW LONG AGO DID THIS PROBLEM FIRST START: DAYS / WEEKS / MONTHS / YEARS

DID YOUR PAIN OR PROBLEM: | | BEGIN ALL OF A SUDDEN | |GRADUALLY DEVELOP OVER TIME
DESCRIBE YOUR PAIN: || NO PAIN || SHArP [1DuLL [ ] ACHING [ IBURNING

| | RADIATING [ |THROBBING [ |STABBING | | OTHER:

HOW WOULD YOU RATE YOUR PAIN ON A SCALE FROM 0 TO 10? (PLEASE CIRCLE)

(NO PAIN) 0 1 2 3 4 5 6 7 8 9 10 (WORST PAIN POSSIBLE)
SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HAS IT: [ |STAYED THE SAME [ | BECOME WORSE [ ]IMPROVED
WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE: | |DAILY AcTIVITY [ | WALKING | |EXERCISE

[ |stanping [ | SHOE WEAR  [_|RESTING [_]OTHER:

WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER:

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM:

WAS THIS PROBLEM CAUSED BY AN INJURY: [ INo [ ]YEs IF YES, WAS IT A WORK-RELATED INJURY? [ INO [ |YES

ADDITIONAL INFORMATION

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | UNDERSTAND THAT IT IS MY RESPONSIBILITY TO INFORM THE DOCTOR AND OFFICE STAFF
OF ANY CHANGES IN MY MEDICAL STATUS.

PRINT NAME OF PATIENT, PARENT, GUARDIAN, OR LEGAL REPRESENTATIVE IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT

SIGNATURE DATE

PATIENT NAME: DOB:




CONSENT TO TREAT/PAYMENT AUTHORIZATION & NOTICE OF PRIVACY PRACTICES

TODAY’S DATE:

PATIENT NAME: BIRTHDATE:
LAST FIRST M.IL

CONSENT TO TREAT/PAYMENT AUTHORIZATION:

1) I AUTHORIZE THE HEALTHCARE PROVIDERS OF EAST VILLAGE FOOT & ANKLE SURGEONS TO ADMINISTER TREATMENT AS
DEEMED NECESSARY FOR CARE OF THE PATIENT NAMED ABOVE. I CERTIFY THAT, IF | AM NOT THE PATIENT, I AM THE LEGAL GUARDIAN OF THE
PATIENT. I ALSO CERTIFY THAT NO GUARANTEE OR ASSURANCE HAS BEEN MADE AS TO THE RESULTS THAT MAY BE OBTAINED FROM THE
TREATMENT.

2) I CERTIFY THAT I HAVE READ AND UNDERSTAND THE INFORMATION PROVIDED TO ME ON THIS DATE TO THE BEST OF MY ABILITY.
THE QUESTIONS ASKED VERBALLY AND IN WRITING HAVE BEEN OR WILL BE ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING
INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH.

3) I AUTHORIZE THIS OFFICE TO RELEASE ANY INFORMATION INCLUDING DIAGNOSIS AND THE RECORDS OF ANY TREATMENT OR
EXAMINATION RENDERED TO ME OR MY CHILD DURING THE PERIOD OF SUCH PHYSICIAN CARE TO THIRD PARTY PAYERS AND/OR HEALTH
PRACTITIONERS. [ AUTHORIZE AND REQUEST MY INSURANCE COMPANY TO PAY DIRECTLY TO THIS OFFICE ANY BENEFITS FOR OUR SERVICES
THAT MAY OTHERWISE BE PAYABLE TO ME. [ UNDERSTAND THAT MY INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR SERVICES.
ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT. NECESSARY FORMS WILL BE COMPLETED TO HELP EXPEDITE
INSURANCE CARRIER PAYMENTS. THE PATIENT/PARENT/RESPONSIBLE PARTY IS RESPONSIBLE FOR ANY UNPAID BALANCES. CO-PAYMENTS WILL
BE MADE AT THE TIME OF SERVICE. | REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE, MEDICAID, OR OTHER INSURANCE COMPANY
BENEFITS BE MADE TO THE CARE PROVIDERS OF EAST VILLAGE FOOT & ANKLE SURGEONS FOR ANY SERVICES FURNISHED TO ME BY THE
OFFICE. REGULATIONS PERTAINING TO MEDICARE AND MEDICAID ASSIGNMENT OF BENEFITS APPLY.

SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE

IF PATIENT IS UNDER THE AGE OF 18, FULL NAME OF PARENT OR LEGAL REPRESENTATIVE:

ADDRESS (IF DIFFERENT THAN YOUR OWN):

CITY: STATE: Z1p CODE: PH #:

ACKNOWLEDGMENT OF NOTICE OF PRIVACY

MY SIGNATURE BELOW INDICATES THAT | HAVE BEEN GIVEN AN OPPORTUNITY TO READ EAST VILLAGE FOOT & ANKLE SURGEONS’ NOTICE OF PRIVACY
PRACTICES AND TO HAVE ANY QUESTIONS ANSWERED BEFORE SIGNING. PLEASE NOTIFY US IF YOU HAVE OR ARE A LEGAL GUARDIAN OR HEALTHCARE POWER
OF ATTORNEY.

SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE DATE

PRINT NAME:

IF SIGNED BY SOMEONE OTHER THAN PATIENT, PLEASE INDICATE RELATIONSHIP TO PATIENT:
PARENT OR GUARDIAN OF MINOR PATIENT
GUARDIAN OR CONSERVATOR OF AN INCOMPETENT PATIENT
BENEFICIARY OR PERSONAL REPRESENTATIVE OF DECEASED PATIENT

For OFFICE USE ONLY: EMPLOYEE SIGNATURE: DATE:
[ |EFFORTS TO OBTAIN:
| |REASON PATIENT REFUSED TO SIGN:

PATIENT NAME: DOB:




