WELCOME TO THE BEACHWOOD FOOT AND ANKLE CENTER

Ms.:

Mrs.:

Mr.: DATE OF BIRTH: AGE:
ADDRESS: CITY: ZIP:

HOME PHONE: SOCIAL SECURITY NO.:

EMPLOYER: OCCUPATION :

BUSINESS ADDRESS: BUSINESS PHONE:

CITY: STATE: ZIP:

WHOM MAY WE THANK FOR REFERRING YOU:

| certify that the information on this sheet is true and correct to the best of my knowledge. | hereby give Dr.

and his or her designee permission to examine and treat my feet. | consent to the

photographing of my feet and ankles for medical, scientific, or educational purposes, providing my identity is not revealed
by pictures or the descriptive text accompanying them. | also acknowledge the receipt of the Beachwood Foot and Ankle

Center Notice of Privacy Practices.

Signature: Date:

Patient, Parent or Guardian

STATEMENT TO PERMIT PAYMENT OF MEDICAL BENEFITS TO PROVIDER AND PHYSICIAN

| certify that the information given by me in applying for payment under title XVil of the Social Security act is correct. |
authorize any holder of medical or other information about me to release to the Health Care Financing Administration or it's
intermediaries or carriers and all private insurance carriers any information needed for this or a related medical claim. |
request that payment of authorized benefits be made on my behalf. | assign the benefits payable for covered medical
services to the physician or organization furnishing the services or authorize such physician or organization to submit a
claim to Medicare and/or Private Insurance for payment to me. | request that payment under the medical insurance

program be made to the Beachwood Foot and Ankle Center on any bills for services furnished me.

Signature of Patient: Date Signed:

(PLEASE TURNOVER)
3609 Park East Dr., Suite 406, Beachwood, Ohio 44122



MEDICAL HISTORY

My foot problem is:

This problem has existed for: Days/Weeks/Months/Years. Height: Weight:

Primary Care Physician: Address:

Phone: Date of Last Visit:

What medicines do you take regularly?

Check any existing allergies: Family History of:
Novocaine Oyes Ono Arthritis Oyes 0Ono
Penicillin Cyes 0O no Bleeding disorders Oyes 0Ono
Adhesive tape Oyes 0Ono Cancer Oyes 0Ono
lodine Oyes 0Ono Diabetes Cyes 0Ono
Sulfa drugs Oyes Ono Foot problems yes Uno

Heart disease Oyes Ono

Other High blood pressurre  Oyes [ no

Surgeries you have had:

Hospitalizations other than surgeries:

Do you smoke tobacco? Oyes 0Ono Do you drink alcohol? [yes [1no How much?

Do you use recreational drugs? [(0yes [ no Do you exercise regularly? (yes [no

Do you have children? Oyes Ono  How many?

Flace a mark on "Yos" or “No" to indicate if you have had any of the following:

_ I¥es [INe Diabetes Mves [ jNo
L B

= : Y = x
"JYes [ |Mo Ear Problems FlYes [INo
- Epilepsy [Ives [ No
Drugs _IYes [INo Eye Problems L lYes [ INo
Anariia _IYes [INo Fainting [TYes [ 1No
: _lYes [ INo  Footor Leg Cramps Elves [INo
[dYes [INo Gout Mves [ INo
Heart Valvos Headaches {]Yes [ INo

1 £y i e ot

[ ] Yes LI No Heart Disease FlYes [[INo
Asihirna [Tves [ INe  Hemonhiia Tlves [INo
Back Problems I IYes [ INo  Hepatitis or Jaundice [1ves [1No
Bleeding Disorders | 1Yes L ‘ No  High Blood Pressure CYes [1No
Lancer | IYes  INo  Kidney Problems {lves T 1No
Chemical Dependency [ Yes [ INo | jver Diseasa [lves [lNe
Chest Fain LoYes 1Mo {ow Blood Pressure [IYes [INo
Chronic Diarvhea j [ INo  Nervous Problems Elves [INo
Cirzulatory Problems ’ fIHo  mhishitia [JYes [InNo

Other Medical Problems:

Psychiatric Care
Radiation Treatment
Rash

Respiratory Disease
Fheumaiic Fever
Shortness of Breath
Sinus Problems
Special Diet

Stroke

Swelling in Ankles, Feet
Swollen Neck Glands
Tired Feet
Tuberculosis

Ulcers

Varicose Veins
Venereal Disease

Weight Loss, unexplained | Yes
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Reviewed by:

Date:




