Oct181610:21a

p.14

Patient Information

Patients Last Name: First Name: Middle Initial: Date:
Address: City: State;  Zip: Home Phone:
Soc-. Sec. #: Date of Birth: Age: Sex:_  Cell Phone:
Occupation: Morital Status: 8 M D W Referred By:

E-Mail Address:

Primary Ins. Co.:

Insurance Information

Subscriber’s Soci. Sec. #

Subscribers Name:

Subscribers Birth Date:

Relationship to Subscriber:

Secondary Ins. Co.::

Subscriber [D #:

Subscriber’s Soci. Sec. #-

Subscribers Mame:

Subscribers Birth Date:

Relationship to Subscriber:

Physician’s Name:

Subscriber ID #:

Physician and Pharmacy Information

Phone Number: Date Last Seen

Pharmacy:

Pharmacy Phone Number:

Assignment of Insarance Benefits & Office Policy
1 hereby authorize and request uiy insurance company ic pay directly to the Doctor the amourt due on my claim for services
rendered to me or my dependent. I further agrec that should the amount be insufficient t cover the entire medical and surgical
expense, I will be responsible for payment of the difference; and if the nature of the disability be such that it is not covered by
the policy, T will be responsible to the Doctor for payment of the entire bill. If Y am late ¥ understand that there is a finance
charge of 1.9% per month, as well as al} collection costs, court cost, attorney fees, filting fees, and interest fees accrued with
the collection of this account.
Qur office accepts cash and or checks or credit cards as payment for services rendered.
Please be advised that Medicare and/or your private health insurance carrier may not cover certain procedures or services
that your doctor deems necessary for eomplete evaluation and management of your care. This may include various uttrasound
procedures, injections, diagnostic test, etc. Please note that you may be responsible for any balance not paid by your insurance
company.
Also, please be advised that if your insurance company requires a referral or an authorization for ANy services or procedures
performed it is your respensibility to present a valid referral or anthorization pricr to services being rendered.
Current insurance regulations require us to notify you, the paticnt, of this information priar to your treatment.

Patient Signature: _ Date: -
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Medical History
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Please check all that apply

0 Yes, | am in good health O Arerioscleresis Cl Osteoporosis
[ ram pragnant [} Gircusation Problems/PVD O ehiebits
[J piaoetes Melitus O Dizziness/Fainting L1 Paeumonia
O Typel O ©ovT (Biood Cloy [
| Type il O3 Ecema (Swelling) | Psychiatric Problems
0 insulin dependent O Emphysetma | Sleep Disorder
O Non-insutin dependent O Epilepsy/Seizures O stos
[ Take Blood Thinners [ Gastrointestina Prablems O stokercva
O carciae (Heart) Disease O claucoma O Thyroid Disorder
O cardiac Arythmias [0 cou O Tubercuiosis
il Pacemalker O Liver Problems O utcers
] Murmur, Valve Problem O Hepatitis il Varicose Veins
O  Rheumatic Heart Disease 3 Herpes O Venereal Disease
O  Rheumatic Fever | Hyperlipidemia O Weight Change
O Arthritis O Kidney Problems O Hypertension
O asthma O colleyen Vascular tisease, 1e O Hypotension
1 AIDSIHY Lupus, Scleroderma, Dermatomyositis, RA O celiac Disease
O Alcoholism/Drug Addiction L Ketoid Formation O chicken Pox/Shingles
O Aortic Aneurysm 3 Multipte Sclerosis N Cancer
Social History Allergies Do you have anything not mentioned here {(Medical
[ Tobacco: currently 03 Penicilin History, Aflergies cr Social History)?
[0 Tobacco: pravious O lodine
LI Algonhot O codeine
[0 Recreational Drugs [ Latex
Review of Systems Please check all that apply
Constitutional Symptoms Intequmentary B Stroke i1 na useafromiting
2 Nomal O Normai Genitourinary 1 indigestiontheartburn
O fever O resh 2 Nomal Cardiovascular
{1 chills O persistent itch O inability to urinate 1 Normal
O headache O tattoo O painful urination 3 chest pain
Eyes Allergic Endoerine {1 pzipitations
O Nemal [J  Normat O Nomal 1 irregular heartbeat
O blurred vision, O  hay fever [ excessive thirst O eND
[T light sensitivity O drug T teo hotfeold [0 orthopnea
O watery eyes O alergies O tiredrsluggish Hematologic
Ears. Nose, & Threat Musculoskeletal Respiratory 7 MNormal
L Nomal O  Normal 0O Normal 1 swollen glands
O congestion O jeint pain O frequent cough J blood clotting probler
0O  drainage O neck pain O  wheezing Psychiatric
O difficutty swallowing Bl back pain O  shortness of breath [ Momal
O  ringing in ears Neurological Bastrointestinat (] not satisfied with fife
O pain 0 Normal O Normal [T depression
O bleeding O Sseizures L1 abdominat pair, [ considerad suicide

Surgical History:

List all of the medications that You are currently taking;

Shoe Size:

] men’s J women's
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Family History

Circle M, F, or both: M=Mother F=Father

please chek all that apply
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Acne Hepatoma F
Acute rheumatic fever High cholesteral F
Attention Deficit Hyperactivity Disorder Hirschprung's disease F
Age related macular degeneration Hodgkin's disease F
Alzheimers Hyperlension

Angina Hyperthryoidism

Ankylosing spondyiitis

Hypertrophic cardiomyopathy

Atheroslerosis

Hypothyroidism

Autism

Kidney prablems

Bipolar attack

Kidgney stones

Bladder Cancer

Learning disabilities

Eleeding disorders

Liver Cancer

Ereast cancer

Liver problems

Cancer

Melanoma

Cardiac Arrythmia

Migraine headaches

Cardiovascular disease

Multiple Myeloma

Celiac disease

Narcolepsy

Circulatory disorders

Neurclogic disorder

Circulatory problems

Qbcessive Compulsive Disorder

Colorectat cancer

Cheessive Compulsive Personality Disorder

Colorectal polyps

EEs=s|gRgE|z|zisiz|=zlelala|gle|=|=

Osteoporosis

Congenital conditions

=

Qwarian cancer

Vaginal cancer

Hemochromatosis

Varicose veins

Hepatitis

'ﬂ'ﬂ‘ﬂﬂ'ﬂﬂ'ﬂ'ﬂ'ﬂﬂ'ﬂﬂ'ﬂ'ﬁ'l‘t'ﬂ'ﬂ'ﬁ'l‘l'ﬂ'r'ﬂ"ﬂ“ﬂ'ﬂ*n'ﬂ'ﬂ'ﬂ"‘l‘l'ﬂ'ﬂ"ﬂ'ﬂ"‘lTl'ﬁﬂ'l'ﬂ'ﬂ'l'l'ﬂ

Coronary heart disease M Pancreatic cancer
Crehn's disease i Psychiatric disorder
Cyelic vomiting syndrome M Fresbycusis (Age-related hearing loss)
Dementia M Primary pulmonary hypertension
Depression M rrosiate cancer
Ciabetes-type 1 M Psoriasis
Diabetes-type2 M Psychiatric disorder
Duodenal uvicer M Respiratory Problem
|Eczema w Rheumatic fever
Emphysema M Rheumatoid zrthritis
End-stage renal disease M Resacea
Familial emphysema M Schizophrenia
Geneti¢ dissase M Scalivsis
Gestational diabetes M SIDS (Sudden Infant Death Syndrome)
Glaucoma M Stroke (CVA)
Heart attack M Thyroid cancer
Heart disease M Uterine cancer
Heart tailure M
M
1]

Vititigo
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{ do not have any history of family diseases or familial tendencies that | am aware of.

Signature

Date
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William A. Freundlich, DPM, FACFAS
Surgeon Podratrist
1010 Clifton Ave., Suite 109
Clifton, New Jersey 07013
Tel: 978-591-0606 Fax: 973-501-0070

Name: | Date:

Marital Status:

Who do you live with;

How many Children:

Employment:

Occupation (current or former)

Do you smoke?

How much do you smoke per day?

Do you drink caffeinated beverages {cola, coffee or tea)?
Number per day:

Height:

Weight:

Blood Pressure:
Flu Shot?
Nationality:
Email Address:



