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NORTHEAST FAMILY FOOT CARE


Dr. Lustig and Dr. Myers


			





	Tel:	215-673-3200	9892 Bustleton Ave., 1st floor


	Fax:	215-673-3884	Philadelphia, PA  19115





Today’s Date:  _____/______/_____





PATIENT'S NAME  	





IF CHILD, PARENT'S NAME  	





STREET ADDRESS  	





CITY  __________________________________  STATE  ________  ZIP CODE  	





BIRTHDATE  _____/_____/_____  AGE  ______  TELEPHONE NUMBER	(____) __________


                                                                                EMAIL ADDRESS_____________________


PHARMACY NAME AND LOCATION                     CELL PHONE (____)__________________ _______________________________________________________________________________











MALE  FEMALE    SINGLE   MARRIED   DIVORCED   WIDOW  WIDOWER


IN CASE OF EMERGENCY, NOTIFY  	  Phone  	


EMPLOYER  	  Phone  	











(No need to fill out insurance numbers if your cards will be copied but please provide subscriber info.)


DO YOU HAVE HEALTH INSURANCE?  YES   NO 





NAME OF INSURANCE  	





SUBSCRIBER’S NAME  	  DATE OF BIRTH _____/____/____








POLICY NUMBER  ____________________  GROUP  _________  TYPE/PLAN  	








IF MEDICARE, MEDICARE NUMBER  _____________________  SUPPLEMENT  	








PLEASE COMPLETE NEXT PAGE





I WAS REFERRED BY  	





REASON FOR TODAY'S VISIT?  	





MY PRIMARY PHYSICIAN IS  	





PHYSICIAN'S ADDRESS  	 Phone  _____________





ARE YOU CURRENTLY UNDER HIS/HER CARE?  	  NATURE OF CARE  __________________________





(Please complete if this visit is a legal matter.)


PERSONAL INJURY   AUTO ACCIDENT   WORKER’S COMP	DATE OF INJURY  ___/___/___





ATTORNEY’S NAME  	





ATTORNEY’S ADDRESS  	 Phone  _____________





INSURANCE COMPANY  	


CLAIM #  	  ADJUSTER  	





NORTHEAST FAMILY FOOT CARE





WEIGHT  _______ LBS.   HEIGHT  _____ FT.  _______ INCHES      SHOE SIZE  	





MEDICAL HISTORY





DO YOU NOW HAVE, OR HAVE YOU EVER HAD, ANY OF THE FOLLOWING?


	YES	NO		YES	NO


Anemia 					Malignancy/Cancer				


Diabetes					Heart Murmur				


Seizures					Heart Condition				


Rheumatic Fever					High Blood Pressure				


Arthritis  or   Gout					Bleeding Disorder				


Phlebitis					Problems Healing				


Hepatitis					Stroke				


Poor Circulation					Asthma				


Thyroid Disorder					Ulcer				


Kidney Disorder					HIV				


Tuberculosis					Alzheimer’s Disease				


Any Joint Replacement					Latex Allergy History				





IF YOU ARE BEING TREATED FOR ANY CONDITION NOT LISTED, PLEASE STATE: 	





MEDICATIONS YOU TAKE  		





SURGERIES YOU HAVE HAD  	





HAVE YOU HAD COMPLICATIONS AFTER SURGERY?  	





PREVIOUS FRACTURE HISTORY  	





ARE YOU ALLERGIC TO ANY OF THE FOLLOWING?


	YES	NO		YES	NO


Penicillin					Codeine				


Aspirin					Iodine				


Novacaine					Tape				


Cortisone					Sulfa				





OTHER ALLERGIES?  PLEASE LIST: 	





IS THERE A FAMILY HISTORY OF THE FOLLOWING?


	YES	NO		YES	NO


Arthritis					Foot Problems				


Diabetes					Heart Disease				





DO YOU(check box only if answer is yes)


Smoker packs/day_______Former smoker	Never smoked	





WHAT OTHER IMPORTANT INFORMATION SHOULD THE DOCTOR KNOW? 		


	I hereby give Northeast Family Foot Care permission to examine and treat my feet/ankles.


	I request that payment of authorized Medicare Benefits be made on my behalf to Northeast Family Foot Care for any services furnished to me by the practice.  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 service.


DATE  ______/______/______     SIGNED  ________________________________________








