PODIATRIC REGISTRATION FORM
PATIENT INFORMATION

Name:

Address: Home Phone #: Date:

City: State: Zip:

Sex: SS# Birth Date:
Marital Status: Work Phone Number:

Occupation: Spouse's Name:

Employer: Spouse's Occupation:

Employer's Address: Spouse's Employer:

Whom may we thank for mferﬁnginu?

MEDICAL CONTACT INFORMATION

| Contact In Case of Enflarganc:ﬁ_.r: Phone Number:
Family Physician: Phone Number:
Physician Address: Date of Last Visit;
PﬁrnalLPhannacy: _ Street / City:
INSURANCE

Person Respc:-nsil:;'ie for this Account.

Relationship to Patient:

Primary Insurance Co. :

Subscriber's Name: SS #:
Relationship to Patient: Birth Date:
Secondary Insurance Co.:
Subscriber's Name: 5SS #
__Relationship to Patient: __ Birth Date:
ASSIGNMENT AND RELEASE:

|, the undersigned certify that | (or my dependent) have coverage with the above Insurance Company and
assign directly to John E. Bubser, D.P.M. all 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. |
hereby authorize the doctor to release all information necessary to secure the payment of benefits. |
authorize use of this signature on all insurance submissions.

Responsible Party: Date:

MEDICARE AUTHORIZATION

| request that payment of authorized Medicare benefits be made on my behalf to John E. Bubser, D.P.M. for
any service furnished to me by the physician. | 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 benefits or the benefits payable for related services. | understand my signature requests that
payment be made and authorizes release of medical information necessary to pay the claim. If "other health
insurance” is indicated in item @ of the HCFA -1500 form, or elsewhere on another approved claim form or
electronically submitted claim, my signature authorizes the release of the information to the insurer or
agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the charge
determination of the Medicare carrier as the full charge, and | am responsible only for deductible,
coinsurance and non covered services. Coinsurance and deductibles are based upon the charge
determination of the Medicare carrier.

Responsible Party: Date:




PODIATRIC REGISTRATION FORM - CONTINUED
What is the reason you are seeing the doctor today?

Es‘ll m.. “HDIII rnr each

MEDICAL HISTORY: Circle

Eo_hlem you have now or have had in the past.

AIDS/HIV Yes | No | Ear Problems Yes | No | Stroke T Yes | No
Anemia Yes | No | Epilepsy Yes | No | Thyroid Disease Yes | No
| Angina Yes | No | Eye Problems Yes | No | Respiratory Disease Yes | No
Arthritis Yes | No | Footorleg Cramps Yes | No | Rheumatic Fever Yes | No
Artificial Heart Valve Yes | No | Gout Yes | No | Shortness of Breath Yes | No
Artificial Joints Yes | No | Heart Attack Yes | No | Sickle Cell Disease/Trait Yes | No
Asthma Yes | No | Heart Disease Yes | No | Sinus Problems Yes | No I
Back Problems Yes | No | Hepatitis or Jaundice Yes | No | Smoker Yes | No
Bleeding Disorders Yes | No | High Blood Pressure Yes | No | Special Diet Yes | No
Cancer Yes ; No | Kidney Problems Yes | No | Stomach Ulcer Yes | No
Chemical Dependency Yes | No | Liver Disease Yes | No | Swellingin Ankles'or Feet | Yes | No
Chronic Diarrhea Yes | No | Low Blood Pressure Yes | No | Swollen Neck Glands Yes | No
Chronic Headaches Yes | No | Lyme Disease Yes | No | Tuberculosis Yes | No
Circulation Problems Yes | No | Nervous Problems Yes | No | Unexplained Weight Loss | Yes | No l
Currently Pregnant Yes | No | Phiebitis Yes | No | Varicose Veins Yes | .No
Diabstes Yes | No | Psychiatric Care Yes | No | Venereal Disease Yes | No |
—]
CURRENT MEDICATIONS: List all medications you are currently taking: . — _
Prescriptions Prescriptions Prescriptions \
|
ALLERGIES: Check any allergies that you have now or have had in ma_r_East: e
[ALLERGY CAUSE !;_'_"_—__ — o
Adhesive Tape
Aspirin
Codeine
ledine
Latex
Local Anesthetics
Penicillin
Sulfa Drugs
SURGICAL HI‘S_T_GR"I": List all surgeries you have had and the date you had them: . —
[ SURGERY Date: SURGERY Date: ]
[ — = ermrm— o —  — e E— — s -J
HOSPITAL IN-PATIENT HISTORY: List hospitalizations and dates other than for surgery above:
REASON HOSPITALIZED — — — — . Date: |
I = N - - _ —

CONSENT

| certify that the mformation on This Tomm 15 UG and Sorect 1o (he Doct of my knowledge, | give

such procedures as may be deemed necessary in the diagnosis and / or treatment of

Patient's Signature

.l give my permmission to the physician to administer and perform

my feet and gnkles.

Date:

Date:

I Parent’s or Guardian's Signature




PODIATRIC REGISTRATION FORM - CONTINUED

What is the reason you are seeing the doctor today?
MEDICAL HISTORY: Circle "Yes" or "No" for each problem you have now or have had in the past.

AIDS/HIV Yes | No | Ear Problems Yes | No | Stroke | Yes | No
Anemia Yes | No | Epilepsy Yes | No | Thyroid Disease Yes | No
| Angina Yes | Mo | Eye Problems Yes | No | Respiratory Disease Yes | No
Arthritis Yes | No | Foot or Leg Cramps Yes | No | Rheumatic Fever Yes | No
Artificial Heart Valve Yes | No | Gout Yes | No | Shortness of Breath Yes | No
Artificial Joints Yes | No | Heart Attack Yes | No | Sickle Cell Disease/Trait Yes | No
Asthma Yes | No | Heart Disease Yes | No | Sinus Problems Yes | No
Back Problems Yes | No | Hepatitis or Jaundice Yes | No | Smoker Yes | No
Bleeding Disorders Yes | No | High Blood Pressure Yes | No | Special Diet Yes | MNo
Cancer Yes | No | Kidney Problems Yes | No | Stomach Ulcer _ Yes | No
Chemical Dependency Yes | No | Liver Disease ¥Yes | No | Swelling in Ankles or Feet | Yes | No
Chronic Diarrhea Yes | No | Low Blood Pressure Yes | No | Swollen Neck Glands Yes | No
Chronic Headaches Yes | No | Lyme Disease Yes | No | Tuberculosis Yes | No
Circulation Problems Yes | No | Nervous Problems Yes | No | Unexplained Weight Loss | Yes | No
Currently Pregnant Yes | No | Philebitis Yes | No | Varicose Veins Yes | No
Diabetes Yes | No | Psychiatric Care Yes | No | Venereal Disease Yes | No
CURRENT MED!ICATIDNS List all madiEatiu_nsy-uu are currently taking: .
Prescnptinns Presc:npt:nns Prescriptions

ALLERGIEE Check any allm-gius that you ha\re now or have had in tha past: -
r.LLERG‘r' CAUSE |

Adhesive Tape
Aspirin
Codeine
lodine

Latex |
Local Anesthetics
Penicillin

Sulfa Drugs

r

SI.IRGIGAL HISTD_FW' Llst all su rgeries you hava had and thn date Fuu had them:
SURGERY Date: SURGERY Date:

HOSPITAL IN-PATIENT HISTORY: LlEt husprl:allzatmns and dates other than fnf surgery above:

[ REASON HOSPITALIZED . Date:
t = —e ;
CONSENT

e = o m— e = —
| certify that the information on this Jarm s true and correct to the best of my knowledge. | give my permission to the physician to administer and perform
such procedures as may be deemed necessary In the diagnosts and / or treatment of my feet and ankles.

Patient's Signature Date:
Parent's or Guardian’s Signature Date:




