PUT YOUR FEET FIRST, P.C
Mark D. Forman, D.P.M David M. Bates, D.P.M

PATIENT INFORMATION

Today's Date:

Patient’'s Name: Date of Birth:
Address: City: State: Zip:
Home Phone: () Ceh®lfo )

Best Number to Reach you: wedeave a message?
Social Security #: Sex: MalEemale __ Marital Status M SD W
Patient’'s Employer: Work Phone:

Business Address: cup@iion:

Responsible Party: Relation:

Phone #: () Date of Birth: Social Security #:

Primary Care Physician (PCP)/other: Phone: (__ )
Referred by: Date of last physical By whom:
Emergency Contact-Name: Phone: (__ )
Pharmacy: Phoméédu( )

INSURANCE INFORMATION
(Please complete all insurance information)

Primary Insurance Information Secondary Insurancelnformation
Insurance Name: Insarslame:
Policy Holder: DOB: Rokitolder: DOB:
ID# Group # ID# Group #
Employer: Engploy

Is this a work related injury? ____If yes, date oinjury: Carrier:

Claim# Adjuster: Phone#

ASSIGMENT OF BENEFITS: | authorize the release of information necessagpreaess this claim and hereby assign my
insurance benefits to be paid directly to Mark FamrDPM, and David Bates, DPM. | acknowledge finanesponsibility for
services, which are not covered by my insurancepemmy

CONSENT FOR MEDICAL TREATMENT : | authorize Mark Forman, DPM and David Bates, Df2\provide medical care,
but not limited to diagnostic examinations inclugliadiological, laboratory testing, and necessaggioal treatment.

Signature: Date:




PODIATRIC HISTORY

ALLERGIES:

(Please indicate what reactions these cause.)

"INone _IAspirin '1Codeine "1Cortisone
‘llodine _Latex _ILocal Anesthetic _1Sulfa
“1Penicillin Tape: _1Other:

CURRENT MEDICATIONS

Drug Name:

Dose:

Prescribing Doctor

PAST SURGERIES/HOSPITALIZATIONS

(Please indicate the year)

Please indicate which problems you now have or have had in the past.

Ingrown

Ankle Pain YES | NO Flat Feet YES| NO| toenails YES | NO

Athletes Foot YES| NO Foot/leg cramps YES$ NQ Plakifarts YES NO

Bunions YES | NO Heel Pain YES| NO Tired Feet YES NO
Numbness in Swelling in

Corns YES | NO | feet YES NO | Ankles YES NO
Numbness in Swelling in

Calluses YES | NO | legs YES | NO | Feet YES | NO
Trouble

Burning in Feet YES| NO | Walking YES | NO Varicose Veing YES| NO

PRESENT MEDICAL HISTORY
Please circle the appropriate box.

Asthma YES| NO| Hepatitis A YES| NO Liver Disease YESIO
Bleeding Problem YES NOQ Hepatitis B YES NO Specify:
Specify Hepatitis C YES| NQ Lung Disease YES N
Cancer YES| NO Heart Disease YES NO Specify:

Neurological
Specify: Specify: Problems YES| NO
Diabetes YES| NQ High Blood Pressufe  YBES NO Specify:
Specify:(Diet/Pills/Insulin) High Cholesterol YES NO | Osteoarthritis YES N(
Fibromyalgia YES| NO| HIV YES| NQ Rheumatoid Arthritig YES | NO
Gout YES| NO| Migraines YES| NO Ulcers YES N
Head Trauma YES NGO DVT/blood clots YES NO Specify:
Stroke/CVA/TIA YES| NO| Kidney Disease YES ND Thyrddsease | YES| NG




PODIATRIC HISTORY

Height Weight Shoe Size
What is the reason for your visit today?
What time of day is the pain felt mostAM [1PM

Have you ever been to a podiatrist befare&/ ES /[INO

If yes, please list: Name of Podiatrist: Last Visit:

Do you exercise frequently? YES /1 NO

Please indicate the athletic activities in whiclu yarticipate:

OWalking X week JSwimming _ x week [IBiking __ x week
"1Jogging/Running __ x week [THiking __ x week "10ther:

Is there any personal or family history of cardiisease? YES / NO Relation:
Do you see a cardiologist? YES / NO
If yes, name: PRonmder:

VASCULAR HISTORY

Do you now or have you ever smoked tobacco? NHEG
If yes, how often? Check one:  Absioeel-10 years
____None Currently and Abstinence > 10 year
____ Currently Smoke < 1 pack per day/ Alesice
<1year
____ Currently smoke > 1 pack per day

Do you have high blood pressure? YES/ NO
If yes, how is it controlled? Circle one: 1 me2l meds > 2 meds or uncontrolled
If you know it, what is your normal blood pressure?

Do you have diabetes? YES/NO

If yes, how old were you when you were first diaged with diabetes?
Do you take insulin to control your btbsugar? YES NO
Do you take pills to control your blosdgar? YES NO

Is there any personal or family history of diab&teéES / NO Relation:

Do you have high cholesterol? YES /NO

If yes, how do you control it? Check one: _ Milakt Restrictions
____ Strict Diet Restrictions
____ Medication

Does your family have a history of vascular dis@a¥ES / NO
If yes, please list the relationship of the fanmigmber and their complications:
Relationship: Complicati




Chronic Venous Insufficiency Questionaire:

Chronic Venous Insufficiency (CVI) is a serious cculatory problem in which the leg veins cannot purp
enough blood back to your heart. It affects over 3. million Americans, most over the age of 40. Sympis of
CVI include varicose veins, skin problems, leg andnkle swelling, tight calves, and legs that feel bey, tired,
restless, or achy. Factors that can increase thesk of CVI include pregnancy, obesity, smoking, stating or
sitting for long periods of time and not getting enugh exercise. Answers to these questions will detgne if
you are at risk for CVI and if a vascular exam willhelp us better assess your vascular status.

Circle “YES” or “NO”

Are your legs swollen, painful, red or warm to tb8cYES / NO
Have you had a blood clot in a vein that causedimfation, pain or irritation? YES / NO

3. Do you have varicose veins (veins that are enlaogextvollen and raised above the surface of the) $ki
the legs? YES/NO

4. Have you had a Deep Vein Thrombosis (DVT) in thetad are experiencing pain, swelling, changes in
the skin color, cellulitis, or non-healing ulcersES/NO
Do your legs feel heavy, tired, restless or acEsS / NO

6. If you push on your swollen foot, ankle or leg 1d seconds and release, does your fingerprint laave
dimple? YES / NO

7. If your feet, ankles and legs are swollen, doeskie look stretched or shiny? YES / NO

8. Do you have an ulcer on the inside of your ankl&SY NO

Peripheral Arterial Disease (PAD) Questionaire:

Peripheral Arterial Disease (PAD) is a serious cinglatory problem in which the blood vessels that cay
blood to your arms, legs, brain, or kidneys, becomearrowed or clogged. It may result in leg discomfa
when walking, poor healing of leg sores/ulcers, di€ulty in controlling blood pressure, or symptomsof
stroke. People with PAD are at significally increasd risk for stroke and heart attack.

Circle “YES” or “NO”

1. Do you have foot, calf, buttock, hip or thigh dietfort (aching, fatigue, tingling, cramping or pairien
you walk which is relieved by rest? YES /NO

Do you experience any pain at rest in your lowg(dgor feet? YES/ NO

Do you experience foot or toe pain that often distyour sleep? YES / NO

Are your toes or feet pale, discolored, or bluistES / NO

Do you have skin wounds or ulcers on your feebestthat are slow to heal (8-12 weeks)? YES/ NO
Has your doctor ever told you that you have dinfiag or absent pedal (foot) pulses? YES / NO
Have you suffered a severe injury to the leg(feet? YES / NO

© N o gk~ wDd

Do you have an infection of the leg(s) or feet thaty be gangrenous (black skin tissue)? YES / NO



ACKNOWLEDGEMENT OF RECEIPT OF PUT YOUR FEET FIRST, P.C’'S NOTICE
OF PRIVACY PRACTICES

My signature below indicates that | have been gienopportunity to review a current copy of PuuYo
Feet First, P.C’s “Notice of Privacy Practices.” Bignature means that | agree to the terms of this
notice. Please return this acknowledgement of ptoéinotice to Put Your Feet First, P.C. | undanst
that | may refuse to sign this acknowledgement.

Printed Name of patient or legally authorized indiial Date & Time

Signature of the patient or legally authorized vwdlial Date & Time

Relationship to patient if signed by anyone othantthe patient (parent, legal guardian, personal
representative, etc.)

PATIENT FINANCIAL RESPONSIBILITY AGREEMENT

Please read and initial all statements below:

» | will pay all co-pays prior to being seen by trectbrs unless arrangement has been made.

» If my insurance requires referrals for office \gsik take full responsibility to obtain them prior
my appointment. If this is not done, | agree to plkglaims denied because of lack of proper
referral or | may choose not to be seen until arref is received.

* | understand that some items and/or proceduresazeld by my insurance does not guarantee
payment and may later be denied and not paidyiitieotics, night splints, post-op shoes, cam
walkers, and other durable medical equipment. ¢picfinancial responsibility for these items if
they are denied even though proper authorizatiobtain. | also understand that these items can
not be returned.

* lunderstand that a $25.00 returned check feebeiltharged for all returned checks.

* lunderstand that $10.00 fee may be charged fahalit-term disability paperwork.

» lunderstand that $ 25.00 fee may be charged foniabed appointments. We require at least a 2
hour notice if for any reason you cannot make yappointment. This fee must be paid by cash or
credit card, prior to rescheduling your missed ampaent.

* lunderstand that if | change my insurance, | aspoesible to notify Put Your Feet First.

* lunderstand that there can be a charge for pgmtiadical records.

Signature: : Date

FOR OFFICE USE ONLY

Put Your Feet First, P.C could not obtain a writdeknowledgment of receipt of our Notice of Privénactice due
to the fact:

Individual refused to sign
Communication barriers prohibited
An emergency prevented us
Other (please specify):




