Creek Crossing Podiatry LLC








Name: _______________________

5.  Have you ever been HOSPITALIZED or

8.  Have you ever been treated by a Foot & Ankle


had SURGERY?




Specialist?

       (Include all dental & outpatient surgery)



(  )  YES

(  )  NO

Procedure

Month/Year


If yes, please list names and dates:

______________________________________

_________________________________________

______________________________________

_________________________________________

______________________________________

_________________________________________

6. Do you have a Family History of any of the

9.  Please describe briefly what bring you to seek 


following?




     Our Profession care:

(  )
Diabetes





__________________________________________

(  )
Heart Disease




__________________________________________

(  )
Blood Clots




__________________________________________

(  )
Arthritis





__________________________________________

(  )
Bleeding Problems



__________________________________________

(  )
Stroke







(  )
Cancer





10.  Your Occupation:_______________________

(  )          Other  _______________________







11. Does your work require standing for:

7.  Do you or have you ever used:




(  )
less then 1 hour continuously


Tobacco  (  )  YES  (  )  NO (  ) Previous


(  )
between 1-4 hours continuously

Packs per day:_______Years:________


(  )
Greater then 4 hours continuously


Alcohol:  (  )  YES  (  )  NO


12. Does your work require you to walk on 


(  )  Beer    (  ) 1-2 drinks/day  (  ) more then 3/day

concrete or other hard surfaces?









(  )  YES    (  )  NO


Cocaine/Crack  (  )  YES  (  )  NO




Marijuana         (  )   YES (  )   NO


13. Your Height:_________ft._______in.


Heroin
           (  )  YES  (  )   NO



Weight_________________lbs


Other:_______________________



Shoe size___________________

14.                                    Rate your pain on a scale of 1-10.

No Hurt

Hurts a little
Hurts a little
Hurts even more

Hurts very much
Hurts Worst





      More




       0
      1            2            3               4           5                6                  7                       8                    9                    10

No 




moderate





      severe

Pain




   pain






        pain

I verify that the above is accurate to the best of my knowledge.

____________________________________________      ________________________________________________

              Physician Signature                           Date                Patient Signature                                                 Date

                                         Creek Crossing Podiatry LLC
Authorization for treatment, Assignment of Benefits and Payment Agreement

Patient Name:___________________________________________________________
1.  I authorize the examination and treatment upon:_____________________________________________







               (Patient’s Name)

2. For the purposes of advancing of medical education, I consent to the admission of observers to treatment rooms and other facilities in the Creek Crossing podiatry offices.  Also, I consent to the photographing or filming of all operations or procedures performed for educational purposes, provided that the pictures not reveal my identity or by descriptive text accompanying them.

3. This section applies when the patient who is named in section 1 above is a minor.  Under this circumstance, I, as the patient’s guardian, consent  to allow him or her to return to the office without me if the follow-up care is necessary. I do understand that the choice of whether or not to accompany the patient to the office is mine.

4. Creek Crossing Podiatry LLC cannot accept responsibility for any property belonging to patients in the office.  The undersigned releases the office from any responsibility due to loss or damage of any personal property.

5. The undersigned hereby authorizes Creek Crossing Podiatry LLC to furnish and release, to all insurance companies insuring the patient named above, any and all information with respect to any illness or injury for which the patient is receiving treatment.  This shall include copies of medical records if requested.  I permit a copy of this to be used in place of the original.

6. I authorize payment of my medical benefits directly to the physician or supplier for services rendered.

7. I agree to be responsible for payment of all services received from the staff of Creek Crossing Podiatry LLC.

Signature of Patient or Guardian:_________________________________________Date:_____________

Signature of Witness:__________________________________________________Date:_____________

For Medicare and Medical Assistance Patients Only:

I Authorize Creek Crossing Podiatry LLC to release Social Security Administration and Health Care Financing Administration or its intermediates including MediGap carries any information needed for this or related claim.  I understand that payment will be from federal and applicable federal and state laws.

I hereby understand and agree that Creek Crossing Podiary LLC will bill Medicare and the supplemental insurance company that I have provided.  Any charges the Medicare indicates is allowable and that is not paid by either Medicare or the supplemental carrier, I am responsible for the payments of the amount due.  These include, but are not limited to, coinsurance and deductibles.

Signature of Patient or Guardian:___________________________________________Date:________________

Signature of Witness:____________________________________________________Date:_________________

