Patient Registration

NAME _______________________________DOB ___________ AGE ________GENDER___________
ADDRESS ____________________________ CITY/STATE _____________________ ZIP ___________

PHONE____________________ (HOME) _____________________ (CELL) _________________ (WORK)
EMAIL ____________________________________   SOCIAL SECURITY _______________________

MARITAL STATUS _______________ OCCUPATION________________________________________
EMPLOYER __________________________________________ CITY/STATE ____________________
PRIMARY INSURANCE

INSURANCE COMPANY________________________________________________________________                                                                 
CARD HOLDER _____________________________ RELATIONSHIP ___________________________

ID # ________________________ GROUP ____________________PHONE _______________________

SECONDARY INSURANCE
INSURANCE COMPANY________________________________________________________________  
CARD HOLDER _____________________________ RELATIONSHIP ___________________________

ID # ________________________ GROUP ____________________PHONE _______________________
NAME OF PERSON RESPONSIBLE FOR PAYMENT ________________________________ 
EMERGENCY CONTACT/RELATIONSHIP_________________________________________

PHONE ________________________________

WHOM MAY WE THANK FOR REFERING YOU?

DOCTOR _________________________________ PATIENT___________________________

OTHER (PLEASE BE SPECIFIC) __________________________________________________
INFORMATION & ASSIGNMENT OF BENEFITS

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM. I PERMIT A COPY OF THIS AURHORIZATION TO BE USED IN PLACE OF THE ORIGINAL.

I HEREBY AURHORIZE DR. PRAVEEN VOHRA / DR. RICHA VOCHA TO APPLY FOR BENEFITS ON MY BEHALF FOR COVERED SERVICES RENDERED BY HIM/HER, OR BY HIS/HER ORDER. I REQUEST THAT PAYMENT FROM MY INSURANCE CDFOMPABY BE MADE DIRECTLY TO DR. PRAVEEN VOHRA / DR. RICHA VOCHA. I CERTIFY THAT THE INFORMATION I HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE IS CORRECT.I PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL. THIS AUTHORIZATION MAY BE REVOKED BY EITHER ME OR MY INSURANCE COMPANY AT ANY TIME IN WRITING.
DATE ______________________________   SIGNATURE ____________________________________

GENERAL MEDICAL INFORMATION
DESCRIBE THE REASON FOR TODAY’S VISIT ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

HOW LONG HAS IT BEEN BOTHERING YOU   ________DAYS _________ WEEKS ________YEAR
 ANY PAST PROBLEMS WITH YOUR FEET OR ANKLES  __________________________________

 _____________________________________________________________________________________
 PREVIOUS SURGERIES OF YOUR FEET OR ANKLES ______________________________________ 
______________________________________________________________________________________
WEIGHT _________________HEIGHT _________________ SHOE SIZE _________________________
ARE YOU ALLERGIC TO ANY OF THE FOLLOWING

ANTIBOTICS __________________________________________________________________________

MEDICATIONS ________________________________________________________________________

TAPE/ADHESIVES _____________________________________________________________________

BETADINE/IODINE ____________________________________________________________________

ASPRIN / IBUPROFEN __________________________________________________________________

NOVOCAINE / LIDOCAINE _____________________________________________________________

DO YOU HAVE DIABETES? _______NO _______YES____________________________ HOW LONG

HOW YOU HAD ANY SERIOUS ILLNESSES ______________________________________________

______________________________________________________________________________________

HAVE YOU HAD ANY MAJOR SURGERIES _______________________________________________

______________________________________________________________________________________

ARE YOU UNDER A PHYSICIANS CARE/ WHAT CONDITIONS _____________________________

FAMILY PHYSICIAN ___________________________________LAST SEEN _____________________

CAN WE CONTACT PHYSICIANS ABOUT YOUR HEALTH __________  YES  ___________NO
PHARMACY NAME ________________________________________ NUMBER __________________

MEDICATIONS YOU TAKE REGULARLY ________________________________________________

DO YOU CURRENTLY, OR IN THE PAST, HAVE PROBLEMS WITH ANY OF THE FOLLOWING:

(PLEASE CIRCLE)
FREQUENT INFECTIONS

SKIN


HEART 

KIDNEYS

STOMACH ULCERS


TUBERCULOSIS
ASTHMA
GOUT



NEUROLOGICAL DISORDERS

RHEUMATIC FEVER
HEALING
BLADDER
LUNGS




LIVER


ANEMIA
ARTHRITIS


INTESTINES



CIRCULATION

HORMONES
CANCER

BLOOD PRESSURE


UNEXPLAINED WEIGHT LOSS/GAIN

 DO YOU HAVE ANY ARTIFICIAL JOINTS _________HIPS ___________ KNEE __________OTHER
DO YOU HAVE VALVE IMPLANT ______________________________________________________

FAMILY HISTORY

MOTHER
_____LIVING ______ DECEASED/ REASON OF DEATH_______________________

FATHER
_____LIVING ______ DECEASED/ REASON OF DEATH_______________________

BROTHER
_____LIVING ______ DECEASED/ REASON OF DEATH_______________________

SISTER

_____LIVING ______ DECEASED/ REASON OF DEATH_______________________

IS THERE A FAMILY (BLOOD RELATIVE) HISTORY OF:

HEART DISEASE




STROKE

ARTHRITIS





BUNIONS

BLEEDING DISORDER




FLAT FEET
NEUROLOGICAL DISORDER



HAMMEROTES
CIRCULATION PROBLEMS




DO YOU SMOKE ______HOW MUCH__________________________HOW LONG _______________
DID YOU SMOKE PREVIOUSLY? _________________  # OF YEARS _________________________

DRINK BEER/ALCOHOL _______ LIGHT/SOCIAL ______ MODERATE ______ HEAVY _________
DOES YOUR JOB REQUIRE YOU TO: ________ SIT / (MOSTLY AT A DESK) _______ STAND 

___________STAND & WALK ____________ RETIRED _____________UNEMPLOYED/STUDENT
SIGNATURE _______________________________________________DATE______________________
