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_ 

_ 
Responsible Party Signature 

Who Is responsible .for this account?-..:.. _ 

RelationshIp to Patlent _ 
Insurance Co. -;- _ 

Group # ---------

Is patient covered by additional Insurance? 0 Yes 0 No 
SubscrIber f'lame, '- _ 

Blrthdate SS# _ 

Relatlonshlp·to PatJent. _ 

Insurance Co. -----~ 

Group # ~----------------

ASSIGNMENT AND RELEASE 
I, the undersIgned certify that I (or my dependent) have Insurance coverage 
with .~ . 

and a.sslgn directly to Dr.'-il!;cAeu/{ 1) J4!4iij. 
· all Insurance oenents, If any, otherwise payable to me for services 'ten

dered. I u erstand that. I am financially responsible for all charges 
whether r not paid by Insurance. I hereby authorize the doctor to 
releas all Informallon necessary ·tb secure the payment of benefits.. 
I au rlze the use of this signature on all Insurance submissions. 

DateRelationship 

MEDICARE AUTHORIZATJON 
I request that payment of authorized Medicare benefits be made either 
to me or on my behalf to Dr. for any ser
vlceslumlshed me t>ythat physician. I authorize any holder of medical' 
Information about me to release to the Health Care Financing 
Administration and Its'agents any Information needed to determine these 
benefl~ 'or the benefits paYable for related services. I understand my sig
nature requests that paymE1nt be made and authorizes release of med

____-:--_.;...Work -Ext- • l.callnformaUon nec~ssarY to R~..Y..the cJ,alm. If "other health Insurance" Is 
,'In<:llcat~ In Item 9 of the H6.F.A-1500· form, or elsewhere on other . 
.aPProved claim forms or electronically. submitted claims, my signature' 
authorlze~ releasing of the Information to thelhsurer or agency shown... 
.In·Medlcare assIgned cases, the physician or supplier agre'es to accept-·: 
the charge d erm/nallon of the Medicare carrier as !he full charge,.. ahd 

· .!h.e patle!)t reSPonsible only for the deductible, coinsurance, and non-
covers ervlces. CoinSuranCe and the deaucUble are based upon the 

. Home Phone,-.--'---:---'-~ ~~'--- _ char 'determlnatlon of the MedIcare carrier.. 

What Is the .chief complalrit for 
Which you came to be treated? 
(Include foot, ankle. knee, thIgh, 
and hlp :qOrriplajnt~.) . . . 

Is th~re any personal or family history of 
diabetes? 0 Yes 0 No 

v6urocclfpat.lon,...;,.··...,...-~ _ 

ClgarettefTobaCCt'. ;,Ise -,.__ 

Years smoked _ 

AthletIc activitIes In whIch you partJcJpat~ 

(please list and IndiCate frequency). 

Please Indicate which foot problems you 
now have or have had In the past. 
Ankle Pall') 0 Yes 0 No . 
Athlete's Foot 0 Yes . 0 No 

Bunions 0 ves ·0 No 
Corns and Calluses DYes 0 No' 
Cramps or Numbness InO Yes 0 No 

Feet or .Legs 
FlarFeet 0 YeS' 0 No 

Foot or Leg Cramps 0 Yes 0 No 
Heel Pain . 0 Yes 0 No 

IngroWn Toenails 0 Yes 0 No 
Plantar Warts 0 Yes 0 No . 
SWQlllng hAnkies or Feet 0 Yes DNo 
llred Feet . 0 Yes 0 No 



Place a mark on "Yes· or "No· to Indlcate-·lf you have'had any of the following: 

AI DslHlV DYes DNo .Diabetes DVes DNa Psyc'hlatrlc Caie. DVes DNo 

·f\lIerglesto·Anesthetibs 
'Allergles fo Medlclne.()r 

Drugs 

DVes 

DVes 

DNa 

o No. 

Ear Problems 
Epilepsy 
Eye Problems 

D·Ves 
DVes 
DVes 

DNo 
DNo 
DNo 

.Radla.t1on Treatment 
Rash 
Respiratory Disease 

DVes 
'DVes 
DVes 

DNa 
DNo 
DNo 

.. Anemia DVes' ONo Fainting DVes 'oNo Rheumatic Fever DVes DNo 
Angina DVes' DNo Foot or Leg Cramps DVes DNa S.hortness of Breath DVes DNo 
Arthritis DVes DNo 'Gout DVes DNo Sinus Problems DVes DNo 
Artificial Heart Valves Headaches DVes DNa Special Diet DVes DNo 

or Joints DVes DNo Heart Disease DVes DNo Stroke DVes DNo 
Asthma DVes ·DNo Hemophilia DVes DNo Swelling In Ankles, Feet DYes DNo 
Back Problems DVes DNo Hepatitis or Jaundice DVes DNa Swollen Neck Glands DVes DNa 
Bleeding Disorders DVes DNo High Blood Pressure DVes DNo TIred Feet DVes DNa 
Cancer DVes DNo Kidney Problems DVes DNo Tuberculosis DVes DNa 
Chemical Dependency DVes DNo Uver Disease DVes DNa Ulcers DVes DNa 
Chest Pain DVes DNa Low Blood Pressure DVes DNo Varicose VeIns DVes DNa 
Chronic Dlafrhea DVes DNa. Nervous Problems DVes DNa Venereal Disease DYes DNa 
Clrculaiory Problems DYes DNa- Phlebitis DVes DNa Welght Loss, unexplaIned DYes DNo 

SurgerIes you have had . 

Hospitalization other than for the surgeries listed .__--'-	 _ 

Family physlclan .,..-. ~ Last'vlslt date~ ---:-__ 

Are you now, or have you beeh, under any other dQctor's care for any reason over the past two years? . D Ves D No 

If yes, please e·xplaln,__--:.... ---:- ~ ..,....----..,....---'----------~---

. . 

.rn¢lude prescr'lptlor:iS~ over-the-counter medications and Vllamlns,_' '-,--__ D·Adhe·slveffape o Local 
Anesthetics[j	 Anticoagulant . 

Therapy 0. Novocaine 

.0 Aspirin o Penicillin 

o Godelne D SeafoOds. Pharmacy Name(s):-·__.-..,.;:.. ----__...---------"--
DDemimjl o SulfaPharmacy Phone(s).~........,.- .......~	 ....,__ o Iodine 

Do you take oral contraceptives? 0 Ves 0 No Other ....o..-....- _ 

I certlfy.that the above Information Is,true and correct to the best of my knowledge. I give my permission to the doctor to administer and 
perform such procedures aS7maybe emed necessary In the dl~gnOsls and/or treatment of my feet. 

Patient's Signature	 Date, --- 


