
Name:

Sex: Il.1 IIF

E-mail:

Marital status: [l singre r Married [--] Widowed Li Drvorced

Spouse/Partner Name
E-rnor/ n e wslelters, rernrnde rs, sto temen tJ. e tc Emergency

_- * Chart Number:

SS#:

Address:

Home #:

Phonel

State:

Other #:

Phone:

State: ,Lip:

Are you the insured? Iyes [JNo

Relationship ro irrsured: [-_] Spouse [-] Chilcl USelf

Sex: L-lMale LlFernale DOB: I I

other

Employer.: _
Employer Address:

Primary llnsurance:

lnsured lnformation

Subscriber Name:

Phone #:

Ad d ress:

Policy lDr:

Ph,cne #'

Address:

Policy lD:

Group lD; Employer:

,* _ Are you the insuredi flyes t*lNo

Relationship ro insured: Llspouse fJ Chitc LlSelf _l Orher

Sex: DMale IFemale DOB: I I

Secondary lnsurance:

lnsurerJ lnform<ttion

Subscriber Name:

Group lD Employer

How did you llind out about our practice? t_l

t]
Physician ["] lnternet [- J Telephone bool< 1,.]

Other:

Farr-rily member [,] Friend

Wharr is the reason for your visit today?

Result of accident or work inju ry? f lyes il No

fl weeks [I monrhs [I yearsHow long has this

What treatmrents

bothered you?

have you tried

3 4 5 6 7 [.] days

they been effective?

t2
& have

Onascaleof I'10(l beingnopainand l0beingtheworst)whatisyourlevel of pain? ___-/10

The pain qua.lity is: [_] burnins [Jconstant t]dull Isharp [_]shooring t-Jthrobbine []tinslins Othe.

PLEI\SE FIEAD AND SIGN
undersrand rhat rhroughour my
to the infornration listed above.

Patient Signature

The above information is correcr to the besr of my knovrledge. I

notifying the physician and/or medical staff of any ancl all uprlites

Rev 6/5/2A1.2.

Date:

treatmen[, I arr responsible for



History and Physical DOB:

Medical History: n Arcohorism r Brood disorders I cir*ffinffir",,,tr Liver I Sleep apnea [J Gout LJ Ailergies
D Heart murmur I Stomach/bowern Depression iJ Anxiety crisordern Blood clot tr High cholesterol f] High blood pressure

Lj Musculosl<eletal l_J Breathing issues
[] Hearr disease *l Asthma
[J Mental illness l_1 Kidney disease
n Cancer I_J Hepatir.is
fl Diabetes (type I , type 2)
t*l Hrv i-l cvA
I Sl<in disorders l_] Stroke

n Neuropathy (specify) _ [ Thyroid disease 1specifi1I Arthritis (specify) __ ! other (specrfly) _ __A,re you pregnant? D yes I No Are you nursing? - y"; - N;

SurgicalHistoryf]NonenAppendectomynC.Sectionran*.,..;;
Have you €\rep 1.''u6 arry surgical procedures on foodankle or anywhere else on your body? f1 yes I Nolf yes, pleasr: describe;

Do you havr3 any artificial joinrs? n yes (where? ) [ No Do you have an artificial heart val,rr:? [] yes I No

Social History
Do you smc,ke? [Yes !No lf yes how many packs oer day? L.] I Ll2 L3 U4 l_15 For how lonel

3:^::j|.:l:l:"n.,, !J:t everyday (5-7 days/weel<) tlYes, occasionalty/sociany nNo/Rarety
Substance abuse: IYes, I have a current substance abuse problem. piease specify:nYes, I had a past substance abuse problem. please specify:
Lr No, I have never had a substance abuse problem
What is your occupation? _ *** Does it involve mostly tr starrding or fJsitting

I do the following regular exercise:
Do you exercise regularlyl I No, I do not exercise ."g,irrly LfT;

Family History
E Alzheimer's
I Arthritis
I Bleeding disorders
E Blood clot
I Cancer
E Cataracs
E Circulation problems
f Other (specify):

I Depression
n Diabetes
n Emphysema
fl Heart disease

n High Blood Pressure
U Neurological
I Strokes

-lls there any family history (blood relotive) of: (pleose indicote fomily membe)

Review of lSystems (P/eose check the box if you currently hove ony o[rhe.se sympro,?]s or check "NONE,)
Cardiovascular [leg pain when wall<ing f]fever I-l chest pain/pressure Dleg swelling ff colrj hands/fect

- 

Efaintins ! palp:tatr9n.:**_u5:9ClLq]i_q419, ** _-_U:etye_p1gUilf._UNONEGenitourinarry f blood in urine flhesitancy nir.o.ii""ri;*.-."-n[.r.*r*d *g*6;
Idecreased frequency Dexcessive urination [Jkidney disease Dkidney stonei nNONE

Eastrointes -tr'consrearrcn

_ Idiarrhea f]trouble t*4.*llq [ldecrease appetite [Jincrease appetitr: I]NCTNE
lntegumentary Iathletes foot Inail abnormalities Dkeloids f]itchiness Idry, scaly skin flNC)NE
Hematologic !|.*"Ileg ulcers Isickle cell disease Ianemia - ;{I{C)NE
Neurological ltingling

Itremors
Eweakness
[J paralysis

fJ se izu res fl headaches

LlNONE
Musculoskeletal nback pain fi;oint swelling Dmuscle weakness Imuscle pnin -

Dsciatica [loint stiffness [Jloint parn Ilornt instabrriry f]arthrrtis
Dnecl< pain

NNoNE
Respiratory f-J chest pain Llwheezing []COPD LJ coughing U 5p6,ring

IINONEIshortness of breath []emohysema

PLEASE RIEAD AND SIGN
The above information is correct to the best of my l<nowledge. I understand that throughour my trearment, I arn responsrble for
notifying che physician and/or medical staff of any and all updates to the information listed above.

Patient SignaLture: Date

Chart Numtrer: r

Ll num bness



Today's D;tte:

Name:

Ethnicity:

Race:

nHispanic or Latino

nAsian

[]Whir.e

[-]Not Hispanic or Latino

IAmerican lndian or Alasl<a

l-lNative Hawaiian or orher

Chart #: , Date of birth:
[--] Deciined to
t-lBiack or Afr

Preferred Language:
Pharmacy Narne:
Pharmacy A,ddress:

Native

Pharmacy

City, Srace,

specify

can Amerrcan

speofyPacific lslander [-]Declined ro
[JDeclined to specify

Phone:

7ip
Primary Care physician:

Address:
Phone: Date Last Seen:

Referring lphysician:

Address:
Phone: *,__ Dare Last Seen

Privacy Information preferences
Do you wanr ro be exempt from public reporringl Dyes
Can we call the phone number on file? Llyes
Will you allow us to send internet based (e-mail) delivery of

lf yes, please provide your e_mail address:

[]No Can we send mail to the address on file? fyes t-]No
LlNo Can we leave voicemail on machinr:? [yes t]No

reminders and newslertersl Iyes f]No

Who can we leave messages withl IWife nHusband lDaughter DSon LlOther
Name(s):

Vital Signs
Blood Pressure:

Height:

Current Pledica.tions
tr No Knowrr Medicarions D I tal<e the following medicarions;

Name. Dose.
Name, Dose:
Name. Dose
Name: Dose:
Name: Dose
Name: Dose.
Name. Dose.
Name: Dose.
Name: Dose.

Use the back of this form if more room is needed

Weight

Allergies
[-l No Known Allergies I No Knorvn Dru5; Allergies

Name Reaction

Name Reaction.

Name Reaction
Name: Reaction.
Name Reaction
Name. Reaction
Name Reaction:

Name Reaction

Name Reaction

Smol<ing lstatus
trCurrent Every Day nsmoker, Current Status Unl<nown
DCurrenr Some Day DHeavy Tobacco IUnl<nown lf Ever
nFormer XNever XLight Tobacco nl declrne Lo answer

Last Flu Slhot Date: Did you get a pneumococcal vaccinationl fryes -_lNo
Have you fallen in the last I2 months? Uyes INo Were you injured from the fall? I./es LINo
Have you completed any Advanced Directives? Llyes t-lNo

PLEAsEREADl\NDSlGN:Thein{o',.tiono'.*y.u,takefor.nlis1l'.",,"l'i.1i.u#ffiffiffi

tecetved my HlPfui Privacy Practices Notice. /Medrcoliorr HJstory): I arrthor rze ttr(, D()ct(r.s offrr_e to ri:tr reve nry nredrcatron hrsror y

Parient Signatu re: Date:



ACKNOWLEDGEMENT AN D AUTHORIZATION

* | have read and understand the HIPPA/Privacy Policy for springfield podiatry Associates

Si gned
Date:

* | Hereby assign my insurance benefits to be paid directly to the healthcare provider

SiSlned
Da te:

* I authorize Springfield Podiatry to release medical information required to process my claim

Sig,ned
Date

* I have read and understand the Financial Policy for springfield podiatry Associates

Signed
Date

* I authorize Springfield Podiatry Associates to obtain/have access to my medical history

Signed
Date:

* lauthorize my provider's office to contact me by mobire phone

Signed Date:



Springfield po<liut11, Associates
licnjanlin C. Dit:kert, [)lrM

Patricli M. ,lones. I)Pl\,1
.12,1 ( ar.er,i Str.crrt l st iloor. le li
Springlielrl. itlA 0l l0'i l(r l()

l'lronc. ,l I .l^','16 .ll.r i
[]ar,.111-ll6,l.l8l

PATIENT FINANClAt PQl=tcY

' As ottr patrent yolr are rt)sponsrtl e for a I autr)oillirtr()nsi rcferra s nee(le(J io s()ek lreatr)ent rn t|rrs; offrc.treatruent rrr thrs oflrce

' lJnless other illranenlents have been filade trt :rdv'n('(' by yaLr or yorrr irearftr lariurance carrrrcr pirymcnr ior off o( se rv.esaro dLle Jl the tirne or servicr: we wtll acc:ept rnost rnalor ()redrt carcls, cash and oheck

foryoLr if youassignthebeneftstoth., rjoctor In.ottierwo*)s yur*t,rcticr-,rohaveyour,sur.l.ceoornilr)nypayrho(joctordirectly lf your rrlsurance cornpany does not pay the pr,ctrco wrth a .".,r,,nir,r-,,,rr,,"'*n rri i;,;",r;J 
"", to your for prryrlrent

. lf you have instlrance coverage with a plan with whictr wo do not have a plor a(lroernent we wrll prc.1;are ancj sen,.J tire r;la nr

'::L::,:J',:;i';f;lrJ:,i,::'ji,#;;J::1::lJ)u.ns,rr.r *ir .,,,,.i in" r,,ivn,,,nt drr{rcily to you rherei.re) arl cha ses ror yo ,r

- All health plans are rtot the satne and do not cover the !;anr() serv oes; r. rh(,. evr..nt yor.rr irearth plan dercrmrnes a servce robe "not covered," or you do not hatve an authorizalt on. you wrli bc r(.,atpont; i) o for tho oornpleto char(Je yvit lvi atterllct tovtrify berrefits for sonte spccralrzod services or rcfcrrals;. r,o*.,u,r, y;;;;;;,,,,, rosl)o.sibl(,f6r 1;ir;1rq;s5 ro il.y servrcrjrcndered Patrerlts ale erlcouragod to contact tht:rr p ans for t; arrfrcatrrrrr ol ircncfrts p.or lo :iorvrc{)s iL.r)(.lerad

rnfornred you will be rcsp()nsible ior 6py 1:harqr;s 6len rtrJ

' For rnost sr:ryices providecl in ihe hospital, wr: wili brll your l'(i.rlth plan Any l)alance dLlo rs your ro!;ponsrbrlity
- fhere are certalll ulectiv'r stlrqtcal 1;roce'durcs for wh,r<lr we requrio pre-payrnent you wr I bc rrrforrned ,n,rlvance ri yourprocedure rs or)e of th.sF ln that ev'rnt, payrnenl will bc. ouc on,: *""riii ,, to surqery

attorney fees and court fees sir31; 5,' your rcs;l)onslrt)rlrt"y rn addrtror to tne bi nnoo dLrr) ilris 9ff166

- l-here rs a seTvl()e fee of $35 0o for all retLrrtred r;hr-rr;ks YoLrr rnsurar)cc oonrpilry (ioc{; not cover th s fee

' we reserve the right to charQe a $50 O0 fee for a I rn sse(i visrts f wr: do rrot r(:*)rve a 24 irorrr nrrticc

Srqnature of Patlent/Responsible party:-

Prrnted Narne of Pattenr/ResJ)onsib e party.________"_- 
,,.___.._.__*t)atc

Wrtness Srt;ratr,,t, l).lt(

Pilnted Name of Witness




