Please print clearly and complete all information so that your claim can be processed quickly and efficiently. Please note
that ail patients are required to complete this form annually or as demographic information changes. Thank you.

PATIENT INFORMATION:

Name: Date of Birth: M/F
Address: City: ZIP:

Home Telephone: Cell Phone:

Social Security #: Drivers License #:

Employer: Address:

Work Phoné:

Who may we thank for referring you?:

Family Physician: Phone #:
RESPONSIBLE PARTY INFORMATION ( IF DIFFERENT FROM ABOVE }:

Name; Relationship to Patient:

Address: City: ZIP:
Telephone: Soc. Security #: Drivers License #:
Employer: Address:

Work Phone: EMERGENCY CONTACT: Phone:

INSURANCE INFORMATION:

Policy Holder Name: Reiationship:
Policy Holder Employer: Work # :
Palicy Holder Social Security: Date of Birth:

I hereby consent to the treatment of the above listed pataent by the office of Dr. Suzanne M. Smith, D.P.M. | hereby
assign, transfer and set over to Dr. Suzanne M. Smith D.P.M. all of my rights, fitle and interest to my medical
reimbursement benefits under my insurance policy. 1 authorize the release of any medical information needed to
determine these benefits. This authorization shall remain valid until written notice is given by me revoking said
authorization. | understand that { am financially responsible for any services provided by Dr. Suzanne M. Smith D.P.M
that may be considered by my insurance carrier {0 be a non covered benefit or applied to my deductible. 1 also
acknowledge that | am responsible for payment of my co-pay or co-insurance at the time that services are rendered as
required by my insurance company.

You have been informed by this notice that Dr. Suzanne M. Smith D.PM. holds afinancia interest in Presbyterian Hospital of Rockwall.
You have the option, at your discretion, to use an alternative health care facility.

Patient signature/ parent/ legal guardian: Date:



PATIENT MEDICAL HISTORY

Last Name First Name Ml
DOB Occupation Shoe Size
MEDICAL HISTORY

Do you have, or have you ever been treated for:

___Diabetes ___Thyroid Disorder ___Heart Disease ___ Heart Attack ___High Blood Pressure __ Stroke
___TIA __High Cholesterol/Triglycerides ___Circulation Problems ___Vein Problems ___ Phlebitis ___Blood Clots
___Asthma ___ Seasonal Allergies ___Breathing Problems/Lung Disease ___Tuberculosis
___Glaucoma/VisionProblems ___ Alzheimers __ Psychiatric Disorder ___Keloids/Abnommal Scarring

___Stomach Ukcer ___GERD __ lLiver Disease __ Hepatitis ___ Kidney Disease ___Cancer

___Anthritis _ Lyme’s Disease __ Osteoporosis ___Rheumatic Fever __ Gout ___Back Problems

___Sciatica ___Headaches ___Epilepsy/Seizures ___ Nerve Disorder ____Anemia ___Bleeding Disorder
____Hearing Disorder
___ Other Health Issues

SURGICAL HISTORY

Surgeries

Y N Do you have any vascular grafts, implants, artificial joints,surgical hardware,or replacement heart vaives?
{Please explain}

PLEASE CIRCLE

Are you currently pregnant?
Are your cuis slow to heal?
Any abnormal bleeding?
Any abnormal bruising?
Any abnormal scarring?

Do you smoke now?
Did you ever smoke?

Packs/day Years
Packs/day Years
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Alcoholic Beverages:  none  rarely  moderate  dally  quit

Recreational Drugs: none rarely moderate  daily  quit
CURRENT MEDICATIONS
(Please list)

FAMILY HISTORY







