Gretchen L. Heutsche, DPM & Angela M. Ostroski, DPM

MEDICAL INFORMATION

This Information is Important For Our Records and Your Health


1. PATIENT INFORMATION
_______________________________________________
_____________________________

Name (first, middle initial, last)




Today’s Date

_______________________________________________
_____________________________

Address






Date of Birth

_______________________________________________
_____________________________

City



State
Zip

SS#
____________________________

____________________________

Home Phone #



Mobile Phone #

Sex M
 F

Single       Married        Widowed        Separated        Divorced

___________________________________________
____________________________________________

Occupation    




Employer

_______________________________________________
________________________________
Address






Phone #
_______________________________________________


City



State
Zip

____________________________________________________ 
____________________________________
Whom may we thank for referring you?


Relationship
IN CASE OF EMERGENCY, CONTACT

________________________________________
_________________
_____________________

Name 





Relationship

Phone #

2. INSURANCE INFORMATION
______________________________________________
__________________________________
Insurance Company





Subscriber Name

________________________
_____-____-_________
______________________________________

Birth date



 SS#


Relationship to Patient
___________________________________________________
______________________________________
Employer






Contract ID #

_______________________________________________
__________________________________

Address






Group #
_______________________________________________


City



State
Zip
Is the patient covered by additional insurance?
Yes   No
 If yes, please fill in the following:

______________________________________________
__________________________________
Insurance Company





Subscriber Name

________________________
_____-____-_________
______________________________________

Birth date



 SS#


Relationship to Patient

___________________________________________________
______________________________________
Employer






Contract ID #

_______________________________________________
__________________________________

Address






Group #
_______________________________________________


City



State
Zip
Please inform front desk of any Tertiary insurance.

____________________________________________________
______________________________________
Primary Care Physician (PCP) Name



Phone #

___________________________________________________________
___________________________________________

Name of pharmacy or drug store that you use


Phone #
May we contact this doctor?
 Yes
 NO

Describe your foot problem. _______________________________________________________________________________
Have you tried anything to treat the problem? _________________________________________________________________
How long has it been bothering you?   
Days ____________     Weeks ____________    Months _________   Years_____________

Employment:

Sit at a job
Stand at a job
Stand & walk at a job
Retired
Homemaker

Do you have diabetes? 
Yes No 
If yes, do you take insulin?  Yes No 

Number of years that you‘ve had diabetes________ 

Current Height:  ______________ Current Weight: ______________ Shoe Size: ______________

Do you participate in any athletic activities? (Please list and indicate frequency.) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all surgeries you have ever had. ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Hospitalizations other than for the surgeries listed. _________________________________________________________________________________________________________________
3. PODIATRIC HISTORY
Please indicate which foot problems you now have or have had in the past:

ANKLE PAIN

      
ATHLET’S FOOT


 BUNIONS 

CORNS AND CALLUSER
NUMBNESS IN FEET/LEGS

 FLAT FEET

FOOT/LEG CRAMPS

HEEL PAIN


 
 INGROWN TOENAILS

PLANTAR WARTS

SWELLING IN ANKLES/FEET

 TIRED FEET

4. ALLERGIES   Are you allergic or sensitive to any of the following?  Please check all that apply:                                                          
NO KNOWN ALLERGIES                                                                                                                 

ACETAMINOPHEN

ADHESIVE TAPE


ASPRIN
CODEINE


ERYTHROMYCIN


IODINE


KEFLEX


LATEX



METAL ON SKIN

PENICILLIN


SOAP




SULFA DRUGS
X-RAY DYE


OTHER_______________________
    

5. FAMILY HISTORY
Is there a family (blood relative) history of any of the following medical problems?

ALLERGIES TO MEDICATIONS
ANGINA


ARTHRITIS
ATHEROSCLEROSIS


BLEEDING DISORDER
BUNIONS


CANCER



CIRCULATION OF THE LEGS/FEET

DEMENTIA



DEPRESSION


DIABETES
FLAT FEET



GLAUCOMA


HAMMERTOE(S)

HEART ATTACK


HEART DISEASE

HEART FAILURE

HIGH BLOOD PRESSURE

MELANOMA


NEUROLOGICAL

OSTEOARTHRITIS


OSTEOPOROSIS

RHEUMATIC FEVER
RHEUMATOID ARTHRITIS

STROKE


VARICOSE VEINS
OTHER___________________________



Date of last Tetanus (TDaP, TD) immunization. ________________
 Unknown

6. MEDICATIONS
What medications do you currently take regularly?  Please include prescriptions, over-the-counter medicines, and vitamins. (Bring list.)
_____________________________________ 
_____________________________________
_____________________________________
_____________________________________
_____________________________________
_____________________________________
_____________________________________
_____________________________________



7.  PAST MEDICAL HISTORY
Please check which best describes your general health:   Excellent Good   Fair   Poor

Aids/HIV



Arthritis


Asthma
Back problems


Bleeding Disorders

Cancer
Chemical Dependency

Circulatory problems

Diabetes

Epilepsy



Fainting/Dizziness

Foot/Leg cramp
Frequent Infection


Gout


Headaches

Heart Disease


Hemophilia


Hepatitis

High Blood Pressure


Neurological Disease

Rheumatic Fever

Shortness of breath


Slow or non-healing wounds
Stroke

Swelling of the feet/ankles

Tuberculosis



Unexplained fever/weight loss

Varicose Veins
Other____________________________________

8. PAST SOCIAL HISTORY
Do you smoke?   Yes   No    

Number of packs per day _________  
How many years have you smoked? _________ 

Did you previously smoke?  
Yes   No
Number of years _________

Do you drink alcohol or beer?   Yes
No   

 If yes, how much?  
Less than 1-2 per week   1-2 per day 
More than 2 per day

Do you drink caffeinated beverages?  Yes   No    Number of cups/cans per day___________

9. REVIEW OF SYSTEMS
Please check if you have regularly.

Constitutional:

Dizziness

Unexplained Chills
Unexplained Fevers
Headaches

Other_________________________

Cardiovascular:
CHF


Palpations

High blood pressure
CVA

Other_________________________

Endocrine:
Diabetes mellitus
Fatigue

Unexplained weight loss



Other_________________________

Ears, Nose, Mouth & Throat:

Tinnitus

Halitosis

Diminished hearing
Difficulty swallowing

Other_________________________

Eyes:

Blurred vision

Loss of Vision

Macular degeneration

Other_________________________

GI:
Nausea

Vomiting

Diarrhea

Blood in stool

Other_________________________

GU:

Painful urination
Blood in urine

Frequent urination
STD’s

Other_________________________

Immunologic:

Seasonal allergies
Gout


Rheumatic disease

Other_________________________

Integumentary:

Dermatitis

Eczema

Tinea pedis

Psoriasis

Other_________________________

Lymphatic:

Bloating

Swelling

Pitting edema

Inability to stop breathing
Other_________________________

Musculoskeletal: 
Back pain

Bone pain
 
Joint pain 

Muscle pain 
Other_________________________

Neurological: 
Anesthesia
Paraesthesia

Seizures

Tremors

Other_________________________

Psychological: 
Alzheimer’s 

Anxiety 

Depression 

Mental illness
Other_________________________

Respiratory: 
Asthma 

Emphysema 

Lung Cancer

Shortness of breath
Other_________________________

10.  CONSENT

I certify that the above information is true and correct to the best of my knowledge.  I give my permission to the doctor to examine, administer and after consultation, perform such procedures as may be deemed necessary in the diagnosis and / or treatment of my feet.

____________________________________________________
_____________________________
Signature

                                 



Date

ASSIGNMENT AND RELEASE
I, the undersigned certify that I (or my dependent) have insurance coverage with ___________________________ and assign directly to Dr. Heutsche/Dr Ostroski  all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions.

___________________________________________________
____________________________

Responsible Party Signature




Date

___________________________________________________
Relationship                                        
MEDICARE AUTHORIZATION
I request payment of authorized Medicare benefits be made either to me or on my behalf to Dr Heutsche/ Dr Ostroski for services furnished me by that physician. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services. I understand my signature request that payment be made and authorize release of medical information necessary to pay the claim. If “other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, coinsurance, and noncovered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier.

____________________________________________________
_____________________________
Beneficiary Signature

                                 


Date

4

