
colne
Date Soc. Sec. # Birthdate

Name Home Phone
First Name

Cell Phone

State- Zip E-mail

Sex OM CF C Minor O Single tr Married tr Long Term Partner E Divorced O Widowed D Separated

Employer Business Phone

Business Address Occupation

Who should we thank for referring you?

Iist Name

Address

City

In case of emergency, who should we contact?

Person Responsible for Account

Soc. Sec. #

Home Phone

zipCity State

Responsible Party Employed By

Business Address

Business Phone

Occupation

Insurance Company

Relationshin to Patient Birthdate

Address

Insurance Company Address.

Subscriber I.D. # Group #

Insured Name

Relationship to Patient Birthdate
fust Nme

Soc. Sec. #

Address Home Phone

City State zip

Insured Employed By Business Phone

Insurance Company.

Insurance Company Address

Subscriber I.D. # Group #.

I hereby authorize payment directly to all insurance benefits otherwise payable to me for services

rendered. I understand that I am financially
on my behalf or my dependents.

or not paid by insurance, and for all services rendered

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. I authorize the use of this signature on all insurance submissions.

Signature of Responsible Party Date

PATIENT REGISTRATION INFORMATION

PRIMARY INSURANCE

ADDITIONAL INSURANCE

-( )'.

ASSIGNMENT AND RELEASE

r7 - fz'



Please list your present health concerns, problems or $ymptoms:

When was your Iast physical exam?

Physician's Name

L Are you currently under medical treatrnent?........

Please describe:

2. Have you ever

or operations?

had any serious illnesses

Please desmibe:

3. Are you cunently taking any medication?

Please desgibe:

5. Do you use alcohol?

6. Do you use cocaine or other drugs?.

Haveyou everhadthe following: Yes No

Anemia(lowbloodcount).................... t] tr
Anorexialnoappetite)....................... n tr
Arthritis n n
Asthma............. ... tr tr

Heart Murmur

Heart Disease

Hepatitis-'llpe

Hernia ..............

7. Have you had any allergic reactions to the following:

Local Anesthetics (eg. novocaine)

Penicillin or other Antibiotics ......................................:............

Sulfa Drugs

Barbiturates (sleeping pills)

Sedatives

Please describe:

8. Women 0nly:

Do you have regular periods?

Are you taking birth control pills? .

Haveyoueverbeenpregnant?.......... n tr
Number of Pregnancies:

Prostate Problem

Yes Notrn Yes No

TNrunnnntr[nf,fT[f,
Iodine .

Aspirin

Other..

Yes Nonn

Yes Notrtr

Yes Notrn
Yes No

NT
Yes NoIT

Yes No

trtr
TN

PsychiatricCare n tr
Respirat0ryDisease..........................,..... n tr
Rheumatic Fever.............,... n trBack Problems

8leedingTendency.......................... n n
Blood Disease tr tr
Cancer ........ TN
Chemical Dependencylaaoidionrodruss) I n
Chemotherapy nt]
Chicken Pox ... ntr
Chronic Fatigue Syndrome ..,,...,.....,...

Circulatory Problems ......................

Congenital Heart Lesions

Cough - persistent or bloody .........

Diabetes

Emphysema

n n Herpes

Yes NonI
TT

Yes Nontrnlntr
[[
NT
Ttr
TN
trT ITnn

"trutrT
NT

ntrtrnnn

TTIn
TNnn
Ttrnf,

High Blood Pressure

HIV/AIDS

Jaundice .......,.i.....,,.......

Kidney Disease

Latex Sensitivity.

Liver Disease

Low Blood Pressure

Measles

Migraine Headaches

Mitral Yalve Prolapse

Mumps

Multiple Sclerosis

Pacemaker ,......

Scarlet Fever......

Shortness of Breath

nnnn

trtrxnnf,uItrnnnfn

nnf,n

SinusTrouble I tr
Skin Rash

T\rberculosis

Venereal Disease TN
Any 0ther Condition .........,........,..........., n n
Please describe:

Epilepsy

Glaucoma......... tr n Pneumonia

REASON FOR.VISIT



Patient Name:

Date of Birth:

Do you have any allergies?
If yes, please list:

MY MEDICATION LIST

Who Prescribecl
Drug? (if

Date:

Please list all drugs you are currently taking. Drugs include prescription and over-the-counter medications, herbal products, nutritional!upplements, und r".r.utirnui'oirgu,Bring this list with you to your first appointment,

Name of Drug? How Often Do
You Take?

Why Do You
Take This

Reviewed February 2010

Yes No

Strength of
Drug?



9875 W. Lincotn Hwy, Suite 101

Franldort, lL 6042$1 ggl
Office 81S4693211
Fax 81$4693803

Patient lnstructlons for Gommunication preferences

Paffent Name (Please print):

Patient Address:

Date of Birth:

I authorize mydocior of sffito leave nressages induding ertain medicalinbrmation:

ilYES, rnay learrc messetss on my ansrvering macfiine or voicemait

tr At HOME E At WORK E on my mobik/cellphone

DYES, rnay share inbnnatlon wih the fo[oring lndivlduals:
'..'

E lvly spouse or s(TniFcant other

tr ivly son or daughter

E Anyrelative

tr other

This lnformdon may indude the ffloring:
E Labtdand rayresults

tr lnbrmafion regarding medillation refills

tr lnfunnatbn regarding appointnents

' 'E lnsffirdions regardingtreafinenb

E A[ of the aboVe

tr Nq & not teave messag6 on my ansrering midrine or rroicemail. I prefer that my docior or
stffispeak to me personafiy regarding any information.

' .. . I /,",

I undersfiand tlat I may noffff ne Ooaofs ciffioe at bny time of dranges to this request, whicfr

wouE require a new fonn and autiorization b be completed."

I

S[maturc Date'

!-ast 4 digits of Social Security #: _



BRUCE W.,sSMlT,'DPM, LTD.
9875 Lincoln I'huy - Suite 101

Franldfort H 60423

Patient Name:
Date of Birth:

Iname of doctor or office practice] offers
his/her/our patients the opportunity to
communicate by e-mail. This form provides
information about the risks of e-mail,
guidelines for e-mail communication, and how
we will use e-mail communication. It also will
be used to document your consent for us to
communicate with you by e-mail.

RISKS
Communication by e-mail has a number of risks
which include, but are not limited to, the
following:
o E-mail can be circulated, forwarded and

stored in paper and electronic files.
o Backup copies of e-mail may exist even

after the sender or the recipient has deleted
his/her copy.
E-mail can be received by unintended
recipients.
E-mail can be intercepted, altered,
forwarded, or used without authorization or
detection.

o E-mail senders can easily type in the wrong
e-mail address.

o E-mail can be used to introduce viruses into
computer systems.

HOW WE WILL USE E-MAIL
1) We will limit e-mail correspondence to

established patients who are adults 1B
years or older, or the legal representatives
of established patients.

2) We will use e-mail to communicate with you
only about non-sensitive and non-urgent
issues such as:

o Questions about prescriptions, use of
medical equipment or devices, etc.

o Routine follow-up questions
o Appointmentscheduling
o Billing questions
3) All e-mails to or from you will be made a

part of your medical record. you will have
the same right of access to such e-mails as
you do to the remainder of your medical
file.

E-mail address:
phone number:

4) Your e-mail messages may be forwarded to
another office staff member as necessary
for appropriate handling.

5) We will not disclose your e-mails to
researchers or others unless allowed by
state or federal law. Please refer to our
Notice of Privacy Practices for information
as to permitted uses of iour health
information and your rights regarding
privacy matters.

IN A MEDICAL EMERGENCY, DO NOT USE
E-MAIL...CALL 911. Also, do not use e-mail
for urgent problems. If you have an urgent
problem, call our office [office phone number]
or go to an urgent care facility.

GUIDELINES FOR E.MAIL
COMMUNICATION
1) Include the general topic of the message in

the "subject" line of your e-mail. For
example, "advice," "prescription,"

: "appointment" or "billing question."
2) The e-mail message should not be time-

sensitive. While we try to respond to e-mail
messages daily, it may take up to three (3)
working days for us to respond to your
message. Urgent messages or needs should
be relayed to us using regular telephone
communication.

3) Include your name and phone number in
the body of the message.

4) Review your message to make sure it is
clear and that all relevant information is
included before sending.

5) Send us an e-mail confirming receipt of our
message after you have received and read
an e-mail message from us.

6) If your e-mail requires a response from us,
and you have not heard back from us within
three (3) working days, call our office to
follow-up to determine if we received your
e-mail.

7) Take precautions to protect the
confidentiality of e-mail, such as
safeguarding your computer password and
using screen savers.

B) Inform us of changes in your email address.

Reviewed February 2010



$qNsIiuI

I,
aml

1) an urtuurrJf,'Jtt';glia., or [namedoctor or offtce pi.actrcej. 
-

b) the legal repiesentaHve of an
establtshed paHent,

I _understand that elther I or [name.of doctor orgfflce pracflcel may s.t,ln. risfng e.mail ,as ameans- of communlcaHon upoir my wrttten
. 
request,

I understand that I.may revoke.thls consent atany tlme by so advlslng [name of Oc,Aor- oi
?1." practi.ceJ tn wrlfln-g,- M.y rivocatton ofconsent will hot affect my abtttty to obtain
future health care nor wlll it curse the l;;;";i
any beneflts to whlch I am otherwtse enttileJ,,-'

I have read and undersland thls for:m, I have
had the opportuntty to ja5k ,que'sitionil unO ,iquestions have been ':' iihlWerdd''i,,,to ;;
sattsfacuon. I understand aiid(:,agrijAr, *itn tnl
lnformat[on contatned tn th[ f,t,rni inO gfu" ;y
consent for e-mall cbmmurilEatlqns to and from
[name of doctor or offlce pracUce.]:,', ',i ,' 

-

., r. .; :.r .

OF

(prlnt paUenib narr,e)

I. ma'y want to communl'cate wlth [name of
l.S:ll or omce pracilcel ano ihe om.u staff bye,.rnail, I uhderstand the rlsks ofcommunlcaUng by e;tnEll, ln parUcular th;pnva(ry rlsks explalned ln thls fornr, Iurcen;tand that Iname of doctor or o,fflce
riT1,._1, qannor guarantee the securtty and
::lnrllTltuffiy of *mdll comrnuntcauon, inarneor' ooctor or offtce pracflcel wlll rr6t baresponslble for messages that aie not recetveOor dellvered due to lechnlcal fallure, or for
dlsclosure of confldenUal InfprmJtton unless
cause,rJ by lntenflonal mlsconduct, i

I und:erstand that I may also corhmunlcate wlth
ldogtor or offlce pracflc'e namel by telephone or
ouring a scheduled appolntment, and that e-

p.rovld.ed purtng an offlce vlslt. Appolntments
snouro De made to dlscuss any new lssrres .or
any s0nsltive medlcal lnformaucr.!. .

(prlnt nafie)
'.t.

.: ,ir

(sfglegurel ,. ,

. . .,;:t . '... i :', .l I r.,'

ia;iHTET 
-::' ' ,'l

, - , i....

a

;.:9rf:i';:ri[1,1'11'o;3,r 
toP 

"o0,, 
tn.th* p.lttent's medtcat record and stve the;piauant a copy

,i:

Revib,wed February 20 I 0 't.



9875 W Lincoln Hwy #101 
Frankfort, IL 60423 

Frankfort (815) 469-3211 

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_____________________________________ 
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