JERSEY FOOT & ANKLE CLINIC, LLC

Henrietta Obidigbo, D.P.M.
Podiairic Medicine and Surgery
(Welcome)
i PATIENT INFORMATION /) INSURANCE
‘Who is responsible for this account?
Date Relationship to Patient
: Insurance Co.
Patlmt Gmup # — -
Address Ts patient covered by additional ingurance? Yes _No___
: Subseriber Name
z Bisthdate Ss#
p : . Relationship to Patient
City State Zip I Co.
Sex:___M __F Age Birthdate Group 7
Single__ Manied_Widowed _ Separsted__Divorsed_ | | ,GGIGNMENT AND RELEASE
Pationt S8#____ I, the undersigned cortify that I (or my dependent) have fnsurance
coverage with > and assign
Occupation Dr. all insurance benefits, if any,
Emp! otherwise payable to me for services rendered. I understand thatIam
loger 5 finencially responsible for all charges whether or not paid by insurance.
Employer Address } hereby authorize the doctor fo relcase all information necessary to
o secure the payment of benefits, T anthorize the use of this signature on
Employer Phone all insurance submissions.
Spouse's Name Responsible Party Signature
Birthdaie SS#
Occupation . Relationship Date
S Empl reqtml msu:umtA ammg&mumm
sﬁls er | t that 3 i g ¢ tome or
e 5 on my behalf'to Dr. ___ for any services firnished me by that
Whom may we thank for referring you? physician, I anthorize any holder of medical information about me to relesse to
the Health Care Financing Administration and its agents any informetion needed
to determine these benefits or the benefits payable for related services. I
understand my signature requests that payment be made and muthorizes release
: T
T indi m o - o on al
3 ‘CONTACT INFORMATION claim forms or electronically submitted claims, mysismhnaunﬁoﬁgg
Email releasing of the information to the insurer or agency shown, In Medicare
. assigned cases, the physician or supplier agrees to accept the charge
Home _Work Ext dotcrmination of the Medicare carrier o5 the full charge, snd the patient is
Mi mﬁlnﬂyﬁrmmmmdwmm
obille - Coinsuraece and the deductible are based upon the charge determination of the
IN CASE OF EMERGENCY, CONTACT Medicare oavrier.
Name Relationship
Home Phons Work Phone Beneficiary Signature

@ PODIATRIC HISTORY

‘What is the chief complaint for whichyon  Is there any personal or family history of Please indicate which foot problems

hip , thigh complaints) Your Occupation Anlle Pain Athlete’s Foot
Cigarette/Tobaceo nse Bunions Corns & Callouses
Years Smolked Cramps or Numbness in Feet or Legs
Athietic activities in which you pacticipate  Flat Feet FootorLeg Cramps
Have you ever been to a Foot Doctor (please list and indicate fraguency) ¥eel Pain Ingrown Tomai!s__
before? ____Ves ___ No Plentar’s Warts ____ Tired Feet
Name Swelling in Ankies or Feet —




@ MEDICAL HISTORY

Place a mark on "Yes" or "No" to indicate if you have had any of the following:

Yes Ne Yes Fo Yes  Neo

AIDS/MHIV — — Diabetes = e Psychiatric Care s -
Allergies to Ancsthetics . _ EarProblems _ __ RadiationTreatment __ = __
Allorgies to Medicine Epilepsy - o Rash s =
or Drugs - o Eye Problems o Respiratory Disease .
Arnemis = _ Fainting _ _ Rheumatic Fever . i —
Angin F Shoriness of Breath -~ -
Axthrinis ’ _ — aﬁ“ Lag Comes - - Sinus Problems —_ —
Artificial Heart Valves Headaches — — Special Diet _ _
or Joints — — Heart Diseosz - — Stroke -, -
Asthma —  Hemophilia — T SwellinginAnkles,Fet _
Back Problems . . Hepatitis or Jamndice ~— __ _ Swollen Necle Glands __ —
Bleeding Disorders _ __ HighBlondPresswe __ .  TiredFest _ -
Cancer " — Kiduey Problems _ _ Tuberculosis — _
Chemical Dependency = Liver Disease s e Ulcers — —
Chest Pain _ R Low Blood Pressure _ . Varicose Veins _ -
Chronic Diarthea — _ Nervons Problems _ o VWI Disease — —
Circulatory Problems — — Phiebitis — — Weight Loss, uncxplained __ —
Surgeries you have
Hogpitalization other than forthe surgeries listed
Familv phvsician Last visit date
Areyonnow, nrhawyanm,mﬂmﬂwducwfsmforwmmmmﬁmmm? Yes No
If yes, pleasc expliain
[Je— e Vomass
Include prescriptions, over-the-counter medications ~Ant i ~ Now

. . Therapy ___Penit
Pharmacy Nams(s), __m _g:IBfE
Pharmacy Phone(s) = __ Demerol -
Dayoumkeomlmﬂves? —Yes ____No ~ Todine

Othez,

CONSENT

certify that the above information is true and correct to the best of my knowledge. Igivemypemnsmmtothedoctortoadmm
Ldpu-ﬁ:msuhpmeedtmasmwbademednmsmymﬁe&ammmdformammofmyfeeh

Dats

Patient’s Sjgnature




