AREA PODIATRY CEN

TER 423-756-FOOT (3668) ROBERT SPALDING, DPM

PA

[ TIENT INFORMATION

WELCOME TO OUR OFFICE

In order that we may setve you

as possible and return it to the

receplivhist.

| to the best of our ability, please complete this form as accurately

Lasl Name:

First Natne:

Salutation: _ Mr. __Mrs. _ Ms, |
Address;

M.L

| Other Gender: __Female _ Male Marital Status: __Married _Singﬁé

City: State: - Zip:
Home Fhone: Work Phone: _
Bitth Date: Age: Social Sceurity No.:
Place of Employment: .
Employer's Address . _
Who referred you to our office? (PLEASE SPECIFY)
Name: ‘ Phone Na.
__Doctor  __ Patient __YellowPages _ Other
Medical Doctor: Work
In general, for what does this physician treat you?
Date of last visit with this physician:
MEDICAL INSURANCE INFORMATION (Of Tnsured Policyholder anly)
Primary Insurance Conmpany L
Group# rOLICYID#
Palicyhalder's Last Name First Name UMD
Dirth Date of Molicyholder Patient's Relationship to Polieyholder
Policyholder’s Employment
Secondary Insurance Company
Group# POLICY/ID#

Policyholder’s Last Name
Birth Date of Policyholder’s__

First Name MI

____ Patient's Relationship to Policyholder

Policyholder's Employment

I authorize Dr. Robert T, Spalding Jr., DPM or any helder of medical information about me to release to

any applicable insurance company named above for this or a related claim. 1 permit a copy of this
authorization to be used in placE of the original, & request payment of medical benefits gither to myself, or
to Dir. Spalding, if assipnment 14\ taken, 1 am respongible for all charpes not covercd by insurance/Medicare.

I autharize D, Robert T, ﬂpnldmg Ir., DPM to provide medical or surpical treatment to mysclfat my home,
hospital or Dr. 8palding’s offices known as Area Podiatry Center {APC),

Patient's Signatore

[ate

Cuardian (il minor)

Date




ARFA FODIATRY CENTER

Name:

MEDICAL HISTORY

Date of Birth Date

Have you been hospitalized in the last 3 years? If yes, for what reason?

423-756-FOOT (3665)

Have you seen a podiatrist before? If so, for what reason? ........

e e S LA LEL L R R T

Arc you under the care of a physician for any condition? Please specify.......

mapwnraa

Do you have or have you ever ha
Rhexmatic Fever or Sc
Heart aitack or heart d
Depression? .,..cueeenn,
Problem with ears, mou
Anemial .oiiiiireennnds
Stroke or High Blood P
Gluacomsa?,....
Ulcers or GI upset?......
Jaumdice? ..,
Dinbetes? ...............
Epilepsy or Seizures? ...
Taberculosis? .vviienren,
Osteoporesis?............
Skin diseases?............
Venereal Digease? ...

HIV Positive/AIDS? ...

Are you taking any medications

Are you allergic to penicillin or iny other medication? ...,......

If yes, specifly:
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................................

measrerdrnbnm

or drugg now?

d asthma?
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rlet Fever? coomiiiiiienirranen.
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Do you have prolonged bleeding
Have you ever had surgery for n

Are you pregnan(? .................

problems?

e e L

tumor or.growth? ,.......v.u..

------------------------
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SIGNATURE OF PATIEN

T/GUARDIAN

YES NO

———
—_—— —
r—
——
——






