
WARREN S. LEVY, D.P.M., L.T.D                                                         TEL: 312-266-6326 
530 W. ARMITAGE AVENUE                                                                FAX: 312-266-6784 
CHICAGO, ILLINOIS 60614 
 
                                                          PATIENT INFORMATION 
                                                                    (PLEASE PRINT) 
                                                           THIS INFORMATION IS IMPORTANT FOR OUR RECORDS AND FOR YOUR HEALTH 

 
 
NAME: _____________________________________________________ DATE:  _____________________________  
 
ADDRESS:  _____________________________________________________________________________________  
                                 Street                          City                    State              Zip 
 
TELEPHONE: _________________________   BUSINESS PHONE:  ____________________________________  
 
EMAIL:  ___________________________________   CELL. PHONE: ____________________________________ 
 
SOCIAL SECURITY NUMBER:  __________________  MARITAL STATUS:   __ S  __M __W __SEP    
 
DATE OF BIRTH:  ____________________________      SEX:  ___M __ F           
 
HOW DID YOU HEAR ABOUT OFFICE: _____________________________________________________ 
 
REFERRED BY:____________________________  OCCUPATION:_________________________________ 
 
NAME/ADDRESS OF EMPLOYER: _________________________________________________________ 
 
ADDRESS/TELEPHONE NUMBER OF SPOUSE’S EMPLOYMENT: ___________________________ 
 
____________________________________________________________________________________________ 
 
                                             PERSON RESPONSIBLE FOR BILL 
                                                                                  (IF OTHER THAN ABOVE) 
 
 

NAME: ___________________________________   RELATIONSHIP:_________________________________ 
 
ADDRESS: ________________________________ TELEPHONE: ___________________________________ 
                        (IF OTHER THAN ABOVE) 
 

EMPLOYER BUSINESS ADDRESS: __________________________________________________________ 
 
                                  NEAREST RELATIVE TO NOTIFY IN AN EMERGENCY 
                                                          
 

NAME: ____________________________________RELATIONSHIP: _________________________________ 
 
ADDRESS: ________________________________ TELEPHONE: ___________________________________ 
                        (IF OTHER THAN ABOVE) 
 

EMPLOYER BUSINESS ADDRESS: __________________________________________________________ 
 
                                                             AUTHORIZATIONS 
BENEFIT TO PHYSICIANS: 
__YES ___ NO   I HEREBY AUTHORIZE PAYMENTS DIRECTLY TO THE PHYSICIAN OF THE SURGICAL AND/OR MEDICAL BENEFITS. I                             
                        ALSO UNDERSTAND I AM RESPONSIBLE FOR ANY PORTION OF MY BILL NOT COVERED BY MY INSURANCE COMPANY 
 

RELEASE OF INFORMATION: 
__ YES __ NO    I HEREBY AUTHORIZE THE RELEASE OF MEDICAL INFORMATION FOR INSURANCE CLAIM PURPOSES 
 
__ YES __ NO    I HEREBY AUTHORIZE THE PHYSICIAN TO ACT AS MY AGENT IN OBTAINING MEDICARE DEDUCTIBLE AND CLAIM             
                         STATUS 
 
                         I UNDERSTAND ALL OF THE ABOVE AND HEREBY STATE THAT THE INFORMATION IS CORRECT TO THE  
                          BEST OF MY KNOWLEDGE 
 
DATE: ________________________                                   SIGNED_______________________________________________________________ 
                                                                                                                  ( INSURED PERSON ) 


