Patient Name
J Last Name
First Name Micdle Initial
Address
City ~
‘ «:'Z)"-“,J Stete_______ . &
_ ‘ E-mail .
Sex (1M [1F Age _ Birthdate .
"} Married Ul Widowed [ Single [ Minor
[7] Separated | Diverced 7] Partnered for _______ years
Soc. Sec. #

Patient Employer/School

2
f‘,) Employer/Scheol Address

Empioyer/Schooi Phone { )

|
= . Spouse’s Name

Birthdate

Spouse's Employer

Home Phone (

Call Phone ( )

Best time and place to reach you

4 }N CASE OF EMERGENCY, CONTACT
#)2,
-3

3 Namo

Relationship
Home Phone ( )
Work Phone ( }

Who is responsibte for this account?

1

Relationship to Patient ___
Primary Insurance Co. _

Group #

Is patient covered by additional insurance? ] Yes []No

Subscriber's Name _ _

Birthdate______

Rejationship to Patient ___

Insurance Co. .

Group #
INSURANCE ASSIGNMENT AND RELEASE

{ cerlify that | have insurance coverage with

Nama of Insurance Gompany(ies)
and assign divectly to Dr._ _ . __ _ . _. .. o Call
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. | aulhorize the use of my signalure on all insurance subinissions.

The abovo-named doctor may use my bealth care information and may disclose
such information to the above-named Insurance Company(ies) and their agonts for
the purpose of obtaining payment for services and determining insurance bonofits
or the benefits payable for related services. This consent will end whesn my curront
treatmont plan is comploted or one year from the dale signod bolow.

MEDICAREMEDIGAP AUTHORIZATION

| regjuast that payment of authorized Medicare benefits and, it applicubte, Modigap

benefils, be made either to me or on my bohaif to___

ND.I'H{; 01_- oo

.. for any services furnished 1o me by that provider,

" TDoctoror Clinie
To the extent permitted by taw, | authorize any halder of modical cr other information
ahout me o relsase to the Centers tor Madicare and Medicaid Servicos, my
Medigap insurer, and thelr agents any informaticn needed to determine these
bonefits or benetits for related services,

Signature of Beneficiary, Guardian or Personal Huprebeﬁ.l‘atn:';-

Please print name of Beneficiary, Guardian or Parsonal Reprusentative

Date Relationship to Bo:ﬁi&f{ry__

PODIATRIC HISTORY

What is the chief complaint for which
you cama 1o be treated? (Include foot,
ankie, knee, thigh, and hip complaints.)

diabetes?

Your occupation__

Cigarette/Tobacco

Years smoked

Is there any personal or family history of

Piease indicate which foot problems you now have

Have you ever heen to a Podiatrist before

[lves [ONo
if yes, please #ist.

Name

b
& 2

(please list and indicate fraguency)

Last visit _ —

{JYes [|No or have had in the past.
Ankle Pain [dYes [ No
Athlete’s Foot [1Yes [ | No
use e Bunions [dYes [[]No
Corns and Calluses [[1Yes [ | Nu
Cramps or Numbness in Feetor Legs [ ] Yas || No
Athletic activities in which you participate Flat Feet [iYes || No
Foot or Leg Cramps L.iYes ! |No
Heal Pain [[IYes []No
TTT T T Ingrown Toenails [1Yes [T No
S g e Plantar Warts [dYes [ No
Swelling in Anktes or Feet [[1¥Yas [ No
Tired Foet [I¥es [ 1Ho




MEDICAL HISTORY

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

AlDSHIY [TiYes '] No Epilepsy ["lYes [“No . Rash {lYes [ No
Allergles 1o Anesthetics [(T¥es {'INo Eye Problems UlYes [T No Respiratory Disease [d¥Yes [JNo
Allerdies to Medicine or Drugs [ Yes [ No Fainting i1Yes [ No Rheumatic Fever [(Yos INo
Anontia "lYes |7i No Foot or Leg Cramps [MYes [ No Shortness of Breath‘ [(TYes [ No
Angitui [ 1¥es '] No Gout L TYes [~ No Sinus Problems [JYes [INo
Arthritis [TYes 71 No Headachos ["Yes [ No Special Dict ClYes [ No
Attificiod Hoart Vadves or doints | 1Yes || No Hoart Diseuse {1Yes [ No Stroke [JYes {{INo
Asthiny ["IYos | No Hermophila MYes [T No Swelling in Ankies, Feet [T¥es [JNo
Back Problems | T¥es | 1No Hepatitis or Jaundice i J¥es [T No Swollen Neck Glands [(J¥Yes [TINo
Bioeding Disordors | 'TYes | i No High Blood Prossure ©'iYes [ No Tired Feet OYes [JNo
Cancur "IYes [T No Kidney Problems "TYes [T Ne Tuberculosis [TYes [ No
Chemical Dependoney {iYes | TN Liver Dhsease TYYes [ No Ulcers [MYes T |No
Chest Pain | 1¥es [ |No Low Blood Mressure T 1Yes [ No Varicose Veins [MYes [CINo
CGhronie iarrhoea iYes | [No Ncuropathy S lYes [C No Venereal Disease [CIYes []No
Circulutury Problomes, [MYes |[1No Phluhits I JYes 7 No Weight Loss, unexplained i 1Yes [T No
L ttbestes "} Yes [} No Psychiatric Care: S hYes [T No

Ezar Problems [ 1Y¥es |1 No Radiation Treatrment 'iYes {7 No

Surgeries you have had

Hospitalization other than for the surgeries listed

Is the reason for this visit auto accident related? [Yes [INo It yes, date of auto accident___

tamity physician e iemiiem___. Last visit date

Are yuu now, or have you been, under any other doctor's care for any reason over the past two years? [ JYes [ No

If yes, please explain_ _

Inctude prescriptions, over-the-counter medications and vitamins S [T} Adhesive/Tape [] Local Anesthetics
L] Anticoagulant Therapy | Novecaine
L] Aspirin "7 Penigillin
PRI R R e P e e R L R L T, s aom et e oo i e e rm——— e e i d £ "»
] L] Codeine [ ! Seafoods
Fharmacy Name(s) e 7] Demerol
. [ Suifa
Fharnacy Phone(s)_ e (] todine

Other

Do you take oral contraceptives? [ JYes [7] No

| hereby consent and give my permission to the doctor {and the doctor's assistants or designated replacement) to administer and perform

suth proceduras upon me as the doctor deems necessai y.

" Sighuture of Patient, Paroil, Guard tan or Personal Hoprosontitive Date
" Mleasio print name of Pafient Parent. Guawdrin or PorsGnud Hoprasentaiive - Reiationship o Patient

AT - Qb LAl AIS AR 1 UG B2 7Y




NORTH PENN PODIATRY, LLC '

Patient Addendum Sheet ~ CMS Electronic fealth Record Program Required ‘Eﬂ_l;gmmm

Patient Name:

Weight: o o Height: - ——

Preferred Language: ~ English _ Spanish _ Other e

Smoking: __ Current every day smoker {Jight <10 cigarettes daily)
—. Curvent every day smoker (med >10 cigarettes daily)
— Curmrent every day smoker (heavy >15 vigareties datly)
.. Former Smoker
" __ Non-smoker

Eihnicity: __ MNou-Hispanic . Hispauic __ Prefer not to say
Race: __ American Indian ... Korean

.. Alaskan Native __ Multiple Racss

__ Asian Indian .. Other

- Asian Qiher — Pacific Islander/Other

— Black/African American __ Samoan

.. Chinese . Unknown

- __ Filipino . Vietnamese
.. Guamanian/Charmorro . White

.. Hawajian Natjve
__. Japanese

Additional Information:




ACKNOWLEDGEMNET OF RECEIPT

.
Y Yoo

! ‘o wyt
OF P

“,

NOTICE OF PRIVACY PRACTICES

1 acknbwlédg'e that I was prowded a copy of the Notice of
Privacy Practices and thut I have read (or had the
opportunity to rea;l if I so chose) and understand the -
Notice.

Patient Name (please print) Date

Parent or Authorized Representative (if applicable)

Signature

May relinquish any records or concerns to:

Relationship



