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PATIENT INFORMATION 

Date:_______________________________________ 

Name:______________________________________ 

Address:____________________________________ 

City:_______________ State:________ Zip:________ 

Home Phone:______________________________ 

Cell Phone:________________________________ 

Work Phone:________________________ext.______ 

Email address:_______________________________ 

Best way to contact me by phone: Home / Work / Cell 
 

Date of Birth:_________________________________ 

Social Security No:____________________________ 
 

Primary Care Physician:_______________________ 

Phone#:_________________Fax#:_______________ 

Date Last Seen: ______________________________ 
 

Gender: Female Male  
 

Marital Status: Minor  Single  Married Divorced 

Separated Widowed  Engaged 
 

Primary Language: English Spanish Arabic 

Chinese French Italian Japanese Portuguese 

Russian Other 
 

Race: Asian White Black or African American 

American Indian or Alaskan Native Native Hawaiian 

or Pacific Islander Other 
 

Ethnicity: Hispanic or Latino Not Hispanic or Latino 
 

Emergency Contact:__________________________ 

Relationship to Patient:________________________ 

Home Phone:________________________________ 

Work Phone:_________________________________ 
 

PATIENTS UNDER 18 

Relationship to Patient: Self / Spouse / Parent / Other 

Accompanying Adult Name:____________________ 

 

INSURANCE INFORMATION 

Primary Insurance Company:_______________________ 

ID#:_____________________Grp#:___________________ 

Name of Insured:_________________________________ 

Date of Birth:_____________________________________ 

Relationship to Patient: Self / Spouse / Parent / Other 

Gender: Female Male 
 

Do you have additional insurance? Yes No 
 

IF YES, PLEASE COMPLETE THE FOLLOWING: 

Secondary Insurance Company:_____________________ 

ID#:_____________________Grp#:___________________ 

Name of Insured:__________________________________ 

Date of Birth:_____________________________________ 

Relationship to Patient: Self / Spouse / Parent / Other 

Gender: Female Male 

Name of Employer:________________________________ 
 

PHARMACY PREFERENCE 

Primary Pharmacy:________________________________ 

Address:_________________________________________ 

City:_____________________ State:_______ Zip:_______ 

Phone:__________________________________________ 
 

RESPONSIBLE PARTY 

Relationship to Patient: Self / Spouse / Parent / Other 

Name:___________________________________________ 

SSN#:____________________ Date of Birth:___________ 

Gender: Female Male 

Address:________________________________________ 

City:___________________ State:________ Zip:________ 

Cell Phone:________________________________ 

Email address:___________________________________ 

Employer:_______________________________________ 

Occupation:______________________________________ 

Work Phone:_____________________________________ 
 

Who may we thank for referring you? 

________________________________________________ 

 

 



 
 
 

Financial Policy for Potomac Podiatry Group 
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ASSIGNMENT OF BENEFITS/PRIVACY POLICY 
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REASON FOR VISIT 
 

What is the chief complaint for which you came to be treated? ________________________________________________________ 
 

Have you ever been to a Podiatrist before? � Yes � No   If yes, please explain:_________________________________________ 
 
Athletic activities in which you participate:________________________________________________________________________ 
 

 

TOBACCO/SOCIAL HISTORY 
 

Smoking Status: Are you a Tobacco User? �Yes � No    
If yes, how many packs per day? ____ How many years of smoking? ____ 
 

�Current Smoker, Everyday �Heavy Tobacco Smoker �Light Tobacco Smoker �Former Smoker �Never �Unknown, if ever 
smoked 
 

Do you drink alcohol? Yes �No           Do you use drugs? �Yes �No         Other Social History:__________________________�
 

 

GENERAL MEDICAL HISTORY 
Place a check mark next to any of the following that pertain to your medical history 

 

� Alcoholism  
� Allergies/Hay fever 
� Anemia 
� Anxiety 
� Asthma 
� Atrial Fibrillation 
� Coronary Artery Disease 
� Cancer 
� Cardiovascular Disease 
� Congestive Heart Failure 
� Colitis 
� Depression 
� Other Medical History:__________ 
� Hospitalizations:_______________ 

 

� Diabetes Type 1 
� Diabetes Type 2 
� Dialysis/Kidney Problems 
� Fracture 
� Gastrointestinal Disease 
� Glaucoma 
� Heart Murmur 
� Hepatitis 
� High Cholesterol 
� HIV/AIDS 
� Hyperlipidemia 
� Hypertension 

� Hyperthyroidism 
� Hypothyroidism 
� Joint Pain 
� Osteoarthritis 
� Osteoporosis 
� Pneumonia 
� Pulmonary Disease 
� Rheumatoid Arthritis 
� Thyroid Disease 
� TIA/Stroke 
� Tuberculosis 

 

SURGICAL HISTORY 
 

� No prior surgical history 
� Appendectomy 
� Breast Lumpectomy 
� Cataract Surgery 
� Colectomy 
� Cone Biopsy 
� D & C 

 

� Endometrial Ablation 
� Gall Bladder 
� Heart Surgery 
� Hemorrhoids 
� Hernia 
� Hysterectomy 

 

� Laparoscopy 
� Mastectomy (Left Right 

Bilateral) 
� Myomectomy 
� Oophorectomy 
� Tonsil/Adenoidectomy 
� Tubal Ligation 

 

MEDICATIONS (include prescriptions, over-the-counter & vitamins) 
 

 

MEDICATION 
________________________ 
 
________________________ 
 
________________________ 
 
________________________ 

 
 

DOSE 
________________________ 
 
________________________ 
 
________________________ 
 
________________________ 
 

MEDICATION 
________________________ 
 
________________________ 
 
________________________ 
 
________________________ 
 

DOSE 
________________________ 
 
________________________ 
 
________________________ 
 
________________________ 
 

 
 
 
 
 



ALLERGIES 
 

� No known allergy history 
� Adhesive/Tape  
� Anti-coagulant   
� Aspirin               
� Codeine            
� Other_____________________ 

 

� Demerol        
� Iodine            
� Latex             
� Local Anesthetic  

� Novocain   
� Penicillin 
� Seafood 
� Sulfa 

 

FAMILY HISTORY 
Mother Past Medical History __________________________________________________________________________________ 
 
Father Past Medical History ___________________________________________________________________________________ 
 
Brother Past Medical History __________________________________________________________________________________ 
 
Sister Past Medical History ___________________________________________________________________________________ 
 
Is there a Family History of any of these disorders? 
 

� Allergies 
� Diabetes 
� Heart Attack 
� Mental Illness 
� Tuberculosis 

� Arthritis (any) 
� Epilepsy 
� Hypertension 
� Migraines 
� Other ____________________ 

 

� Cancer 
� Gout 
� Kidney Disease 
� Spinal Disorder 
� Other ____________________ 

 

ADDITIONAL CLINICAL NOTES: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


