Soc. Sec. # Birthdate

Name Home Phone

Last Name First Name Initial

| Address Cell Phone

City State Zip E-mail

Sexx: QM QF Q Minor QO Single U Married QO Long Term Partner QO Divorced 0 Widowed O Separated

Employer Business Phone

Business Address Occupation

" Who should we thank for referring you?

In case of emergency, who should we contact?

| PRIMARY INSURANCE

- Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip

Responsible Party Employed By Business Phone

B Business Address Occupation

Insurance Company

Insurance Company Address
Subscriber LD. #
ADDITIONAL INSURANCE (IF APPLICABLE)

Insured Name

First Name

Relationship to Patient Birthdate Soc. Sec. #

Address

Home Phone

City

State

Insured Employed By

Business Phone

Insurance Company

Insurance Company Address

Subscriber L.D. #
ASSIGNMENT AND RELEASE

on my behalf or my dependents.
I authorize the above doctor and/or any provider or supplier of services in this office to release any information required to secure the
payment of benefits. | authorize the use of this signature on all insurance submissions.

> Signature of Responsible Party

Date i




FRANKFORT FOOT & ANKLE CLINIC
Bruce Smit, DPM

9875 W Lincoln Hwy #101
Frankfort, IL 60423
Frankfort (815) 469-3211
Crete (708) 672-5100

Referral Source Question for New Patient Forms

How did you hear about the practice? (circle one)

Google/Internet Doctor Referral (who?)

Friend/Family Insurance Other




When was your last physical exam?

Physician's Name

Phone

Yes No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment?..........c.coveeerereernnnns D D Local Anesthetics (eg. novocaine)
Please describe: Penicillin or other Antibiotics
Sulfa Drugs
Barbiturates (sleeping pills)
2. Have you ever had any serious illnesses Yes No Seiatives
or operations? D D ; .
. lodine
Please describe: .
Aspirin
Yes No Other
3. Are you currently taking any medication? ..............euueeneresnrnnns Please describe:
Please describe:
Yes No 8. Women Only: ‘
4. Do you smoke? I:] D Do you have.: regl.Jlar penods?.
Yes No Are you taking birth control pills?
5. Do you use alcohol? [:l D Have you ever been pregnant?
Yes No Number of Pregnancies:
6. Do you use cocaine or other drugs?
Have you ever had the following: Yes No Yes No
Anemia (low blood count) Heart Murmur D D Polio
Anorexia (no appetite) .....e.eevereerereeres Heart Disease D D Prostate Problem ....avsismmessssssesss
Arthritis l:] MEPatitis-TyPe: suivs iumnssssssmsssncisimnissns D D Psychiatric Care
Asthma D Hernia D l:l Respiratory Disease ..........ocuuvinens
Back Problenis ..couseecsssssssssssessss D D " Herpes D D Rheumatic Fever ...
Bleeding Tendency ........oovveeeeeenenene D D High Blood Pressure ........ccconecccrvnnnnne D D Scarlet Fever
Blood Disease D D HIV/AIDS D D Shortness of Breath ..........cooccecerunnee
Cancer D D Jaundice D D Sinus Trouble
Chemical Dependency (addiction to drugs) D D Kidney Disease D [:] Skin Rash
ChEMOtheTapY covsosussurstorsiessssssinss D D Latex Sensitivity D D Stroke
Chickeni POX. s D D Liver Disease D D Thyroid Problems ......c...euusnnrmsscssasses
Chronic Fatigue Syndrome ................. L] L] Low Blo0d PreSSUIE .....eervveemnrissensenirens D ] Tonsillitis
Circulatory Problems .........cccovevunnee D |:| Measles [l D Tuberculosis
Congenital Heart LesSions ............... Ol O Migraine Headaches .......o.occeurusmeenenens N Ulcer
Cough - persistent or bloody ......... D D Mitral Valve Prolapse ...........scrsessesssrsones D [:I Venereal DiS€ase .........ccvvrvnressrnnsens
Diabetes L10] Mumps RN Any Other Condition
Emphysema .......coveveevverceniersessessnnee D D Multiple SCIErosis .......ccesrrreessrrseesnnees D L__] Please describe:
Epilepsy D D Pacemaker D I:]
Glaucoma [:l I___| Pneumonia ; D D
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MY MEDICATION LIST

Patient Name: Date:

Date of Birth:

Please list all drugs you are currently taking. Drugs include prescription and over-the-
counter medications, herbal products, nutritional supplements, and recreational drugs.
Bring this list with you to your first appointment,

Name of Drug? | Strength of How Often Do Why Do You Who Prescribed
Drug? You Take? Take This Drug? (if
Drug? prescription)
Do you have any allergies? Yes No

If yes, please list:

Reviewed February 2010



9875 W. Lincoln Hwy, Suite 101
Frankfort, IL 60423-1931

Office 815-469-3211

Fax 815-469-3808

Patient Instructions for Communication Preferences -

Patient Name (Please print):
Patient Address:
Date of Birth: ___Last 4 digits of Social Security #:

| authorize my doctor of staff to leave messages including certain medical information:
OYES, may leave mesages' on my answering machine or voicemail
O at HOME 0 at WORK 0 on my mobile/cell phone
OYES, may share information with the following individuals: |
O My spouse or .signiﬁnt other o
O My son or daughter | |
O Any relative
O Other

This information may include the following:‘

O Lab test and xrayresults - - - -~ - --0Instructions regarding treatments
O Information regarding medication refills -~ - - B-Billing information -
O Information regarding appointments =~ [ All of the above

EI. NO, do not leave mess%ges on my anéWering rﬁébhine or voicemaiil. | prefer that my doctor or
staff speak to me personally regarding any information.

| understand that | may notif'y the doctor’s office at any time of changes to this request, which
would require'a' new form and authorization to be completed.. - -

Signature a o o S - Date -
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