FOOT
ANKLE

INSTITUTE

PATIENT INFORMATION

Patient Name: DOB: Age: Today’s Date:

Home Address: GenderrM____F___ Other____
City: State: Zip

Phone #'s: Home / Cell ( ) - Email address:

Employer: Job Title:

Who referred you to our office?

Primary Care Physician (first and last name):

Pharmacy: Location:

INSURANCE INFORMATION

Primary insurance: Insurance ID #:
Policy Holders Name: DOB:
Secondary insurance: Insurance ID #:
Policy Holders Name: DOB:

Social Security #: - -

Describe your foot/ankle problem in detail:

Has this problem been previously treated? Yes ___ No___If yes, by whom?

Is this Workman’s Comp? Yes / No Date and place of injury:

Authorization and Release

| authorize the release of any medical information to any healthcare professional, or if necessary to process my medical billing claims. |
also authorize payment of medical benefits to physicians for the services rendered by them.

Signature/ Responsible Party Relationship Date



