
Podiatry Center
Patient Registration

Patient Name
First

	

Middle

	

Last

Street Address	

City	 State	 Zip Code	

Male	 Female	 Employed: Yes	 No	

Home Phone	 Work Phone	

Date of Birth: Month

	

Day	 Year	

Referring Doctor	 Diabetic Doctor

Primary Health Insurance	

Group Number	 Identification Number	

Name of Enrolled	 Relationship to Patient	

Date of birth of enrolled	 Employer/Work Number	

Secondary Health Insurance 	

Group Number	 Identification Number	

Name of Enrolled person	 Date of Birth	

Relationship to patient	 Phone Number if different than patient's 	

Enrolled persons employer	 Work Phone Number	

Nearest relative, Phone Number 	

Whom may we thank for referring you to this office?	

Office Policy on Payment
Co-Payment on your health insurance is due atthe time of.service unless other arrangements have been made. As a courtesy, we will
bill both your primary and secondary insurance provided all billing information has been provided at the time of the visit. We reserve
the right to charge interest on your account at the rate of 1.5% per month on any balance of 60 days or more. Collection fees and
related expenses (including attorney fees) will be the responsibility of the patient. I authorize payment ofthe medical benefits to the
physician herein for medical services rendered. I understand, I will be financially responsible for all non-allowed expenses. A
photocopy of this signature is valid as an original for insurance. I also authorize the physician to release any information required for
the processing of the insurance form.

Signature	 Date



Podiatry Center
Health Questionnaire

Patient Name	 Date	

What is the nature of your foot complaint?

What Treatment have you received for the complaint?

Do you now have, or have you had:
Diabetes

	

Yes No

	

Liver Disease

	

Yes No
Heart Disease

	

Yes No

	

Kidney Disease

	

Yes No
Stroke

	

Yes No

	

High Blood Pressure Yes No
Rheumatic Fever Yes No

	

Artificial Joint

	

Yes No

Do you have any other serious illness?

Have you been hospitalized in the last five years, and for what reason?

What medications are you currently taking?

Please list any medications you are allergic to:

Please list any complications from previous surgeries?

Who is your family physician and when was your last visit?
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