Patient
Registration
Form

Patient Information

Date of Appointment

First MName Middle Name /Ml Last Nama

Sex Marital Status Date of Birth Social Security Number
Patient Address Line 1 Patient Address Line 2

City State * Zip

Home Phone Cell Phone Email

Referred by Primary Care Physician Primary Care Physician Phone

Pharmacy Pharmacy Phone

Pharmacy Address

Patient Employer/School Information

Employer Name

Professional Title

Employer Phone

Employer Address Line 1

Employer Address Line 2

Employer City Employer State Employer Zip
School Name School Phone
School Address City Stale Zip

Emergency Contact Information

Emergency Contact Name

Emergency Contact
Relationship to Patient

Emergency Contact Home Emergency Contact Cell
Phone Phone




Billing and Insurance

Primary Health Insurance

Primary Insurance Name

Primary Plan Name

Primary Subscriber 1D

Primary Group No.

Insured's Employar/School

Insured's Mame

Primary Relationship to
Insured

Insured's Phone Number

Insurad's Address City State Zip

Insured's Sockal Security Insured's Birthdate

Number

Secondary Health Insurance

Secondary Insurance Name Secondary Plan Name Secondary Subscriber 1D Secondary Group No.

Insured's Employer/School

Insured's Mame

Secondary Relationship to
Insured

Insured's Phone Number

Insured's Address GCity State Zip
Insured's Social Security Insured's Birthdate

Mumber

Responsible Party

Billing Name Phone Relation to Patlent

Address City State Zip

Signature of Patient or Authorized Guardian




Date

Past Medical History

Have you ever had any of the lollowing?

Alcoholrsm
Alergies

Anemia

Anxiety Disordar
Arthritis

Asthma
AIDSHIY

Back Problems
Biesding Disorder
Blood Disease

Blood Transfusion

Cancer
Diabetes
Depression

Ear Problems
Eating Disarder
Epifapsy
Glaucoma
Gout

Heart Disease

Heart Problerms

Hepatitis - A, B, ar ©
High Blocd Pressune
High Cholesterad
Joint Disorder
Kidney Disorder
Liver Disordar

Lung [isease
Measies

Migralnes

Osieoponcsis

Pneumaonia

Palio

Rheusmatic Fever
Stroke

Skin Drsorder
Stomach Uicer
Substance Abuss
Thyroid Disorder
Tuberculosis

Venereat Disaase

Family History

Has anyone in your family ever had any of the following conditions?

Alcoholism Bleeding Disorder Heart Dissase Lung Disease
Allargies Blood Disordar Hepafitiz Migraines
Alzheimer's Cancer High Cholesterol Psychigtric Disorders
Anamia Deprassion High Blood Pressure Osteoporosis
Anxiety Diabetes Joint Disorder Stroke
Aathrilis Eplepsy Kidney Disaase Substance Abuss
Asthma Genetic Disorder Liver [Fszase Thyroid Disorder
AISHIY Glaucoma

Details

Women Only

Are you pregnant? Are you breastfeeding?
Tas Mo YES Mo



Reason for Visit

What brings you to the office today?

Please describe any previous treatment and care you have
recaived for this problem,

Pain Assessment

Indicate your level of pain on a scale of 1 - 10 (10 = worst pain imaginable)
! 2 3 4 5 6 7 8 g 10

Chack the symptoms that best describe your problem,
Stiffness Bain Instability Swelling Humbness Other

if Other, specify

Are your symptoms getting...
Better Gradually Bether Rapidiy Worse Gradualy Worse Rapidiy

What improves your symptoms?
Rast lca Heat Motrin/Aleve Other

If Other, specify

What makes your symptoms worse?

Activity Cold Other

If Other, specify

Podiatry

Do you have any of the following?



Ankla Sprain Cramps in Feat
Arch Pain Cramps in Legs
Athlete's Foot Enlarged Vieins

Broxen Ankle Flat Feet

Broken Foot Bones Foot Numbness

Bunions Foot Uicers
Buming in Feet Fungal Malis

Corns/Caliuses

Do you currently or have you Does your foot pain limit your
ever worn ortholics? desired activity?

Yes MNo Yes Mo

Have you ever had any other foot problems?
Y Mo

if z0, please describe

High Arch Fest Los=s of Sensation in Feat

Heal Pain Lower Back Pain

Hammesr Toes Rash on: Fest

Irsgrovm Mails Swetling in Ankdes
In-toeing Swelling in Feat
Kn=e Pain Swaliing In Legs
Leq Uicers Tirgling in Fest

Are your first steps out of bed
in the moming painful?

Yes No

Lifestyle Factors

Patient Smoking Status # of years Patient Smoking Frequency
Do you use recreational Types? # times/week
drugs?

Yes Mo

How much alcohol do you How much caffeine do you

How often do you exercise? How many hours a day do you

drink per week? drink per day? stand?
What type of shoes do you wear?
Flat Heels Boots Loafers Oxfords Sandals Sneakers Other
If Other, specify
Hospitalizations & Surgeries
Reason Date Reason Date

Current Medications




Are you currently taking any blood thinners?
Yeus Mo

¥What medications are you currently taking?

MName Dosage Frequency
Mame Dosage Frequency
Allergies
Are you allergic to any of the following?
Adhesive Tape Antiblotics Latex
Barbiturates (Sieaping Pills) Asnirin loding
Codeine Sulfa Local Anesthetics

Do you have any other allergies?

Mame Reaction

Mame

Reaction




HIPAA Compliance Patient Consent Form

Qur Motice of Privacy Practices provides information about how we may use or disclose protected health information,

The notice contains a patient’s rights section describing your rights under the law. You ascertaln that by your signature thal you have reviewsd our
notice before signing this consent.

Tha tarms of the notice may change, if so, you will be notified at your next visit to update your signatura/date.

You have the right to restrict how your protected heaith information is used and disclosed for treatment, payment or healthcare eparations. We arg
nat requirsd 1o agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Heaith Insurance Portability and Accountabiliity
Act of 1994) law aliows for ths use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disciosure of protected heaithcare information and potantially anonymous uvsage in a publication.
You have the right to revoke this consent in wriling, signed by you. However, such a revocation will not be retroactive.

By =igning this for, | understand that:
+ Protected heatth information may be disciosed or used for treatment, paymens, or healthcare operations.
= The practice reserves the right to change the privacy policy as afllowed by law.
+ The practice has the right 1o restrict the use of the information but the praclice does not have to agree to thoss restrictions.
+ The patlent has the right 1o revoke this corsent in wnting at any time and all disclosures will then ceass.
= The practice may condition receipt of treatment upon execut:on of this consent.

May we phone, email, or send a text to you to confirm appointments?
Ve Mo

May we loave a message on your answering machine at home or on your cell phone?
Yes Mo

May we discuss your medical condition with any member of your family?
Yas Mo

If ¥ES, please name the members allowed:

This consent was signed by:

Signature

Date



PROGRESSIVE PODIATRY & FOOT SURGERY
19 WEST 34TH STREET SUITE 608
NEW YORK, NY 10001
212-244-7670

Authorization for Use of Signature On File for Claim Authorization

Secial Security Number First Name Middle Name / MI Last Name

I, authorize

Mark the gection "ENMROLLE'S OR AUTHORIZED PERSON'S SIGNATURE" with the notation "SIGNATURE ON FILE®,

This section authorizes:

1. The refease of any medical information necessary 10 process this claim.
2. Paymerdt of medical benefits to the undarsigned physician or supplier of services described beiow.

This autharization will remain in force until terminated in writing by the enrolies.

Enroliee Signature

Date

Agreement for Doctor to Receive Insurance Checks

I, the undarsigned, realize that | may receive checks from my insurance carriar {or services that are providad in this office. | undearstand that it is my

responsibility to sign the back of those chacks and forward them, along with the Explanation of Benefits (EOB) that is attached to the check and afl

corresponding pages, to the sbove office within 7 days. If | {ail to do so, | will be responsthle for the full amount of the bifl plus any interest and legal
fees incurred for collecting them,

Patient Signature

Date



