Practice: ADVANCED PODIATRY ASSOC, LLC

Today’s Date:

Name:

DOB: Chart Number:

Sex: [OIM CIF

E-mail:

Mavrital Status: (] Single (] Married [0 Widowed [] Divorced SS#:

E-mail newsletters, reminders, statements, etc.

Spouse/Partner Name:

ST
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Address: City: State: Zip:
Home #: Cell #: Other #:
Employer: Phone:
Employer Address: City: State: Zip:
Primary Insurance: Are you the insured? TlYes UNo
Insured Information
Subscriber Name: Relationship to insured: CISpouse [ Child [JSelf [1 other
Phone #: Sex: [(IMale CoFemale DOB: __ /[
Address: __.
Policy ID: Group ID: Employer:
Secondary Insurance: Are you the insured? (OYes [INo
Insured Information
Subscriber Name: Relationship to insured: [1Spouse [ Child [ISelf L1 Other
Phone #: Sex: [(DMale [JFemale DOB: __ / [/
Address:
Policy ID: Group ID: Employer:
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How did you find out about our practice? [J Physician [J Internet Ll Telephone book [ Family member [ Friend

O Other:

What is the reason for your visit today?

How long has this botheredyou? | 2 3 4 5 6 7 [Idays [Jweeks LI months 1 years

What treatments have you tried & have they been effective?

On a scale of 1-10 (I being no pain and 10 being the worst) what is your level of pain? __/10

The pain quality is: Oburning Oconstant  Cdull Csharp Dshooting  Llthrobbing Ctingling Other:
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PLEASE READ AND SIGN

The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature:

Date:

Rev 12/29/2011
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