Live Oak Foot & Ankle
Name__________________________________________________________________		Sex:       Male 	Female

Social Security#:_________________________	Birthdate: _______________      Age: _____	Email:_______________________

Mailing Address: _____________________________________________  City: _______________	State:______	Zip:__________

Home Phone: ___________________________	 Mobile: ____________________ 	Work:______________________________

Primary Physician: _________________________________	Race: ____________	Marital Status: _______________________

Who referred you to us? ________________________________		Employer: __________________________________

Height: __________	Weight: __________	Shoe Size: ________ 	Why are you here? ___________________________

Spouse/Legal Guardian: _________________________	Employer: __________________	Work Phone: _________________

Primary Insured’s Name: _____________________________  	DOB: _______________  Social: _______________________________

Emergency Contact: _____________________________	Relationship: _____________	Phone: ______________________

What pharmacy do you prefer? __________________________________	Phone: ____________________________________

Does patient have an authorized representative who utilizes power of attorney and/or consent for medical proxy?    YES     NO

								Home Phone	Cell Phone	Work Phone		
Ok to leave message with detailed information?  (write yes/no):	      _____	    _____		     _____		
Leave message with call back number only?	(write yes/no):		      _____	    _____		     _____
OK to mail to home address?	Yes / No (circle one)
OK to email?			Yes / No (circle one)

Check if you have/had any of the following:
__Diabetes     Type    1 or 2	__Shingles		__Kidney disease		__Currently Pregnant
__Rheumatoid arthritis		__Epilepsy/seizures	__Kidney stones		__Thyroid disease
__Osteoarthritis			__Gout			__Dialysis		__Anemia	
__Parkinson’s			__Liver disease		__Blood clots		__Psoriasis
__Cancer			__Hepatitis		__Phlebitis		__Heart disease
__Lung disease			__Cirrhosis		__Prolonged bleeding	__Congestive heart failure
__Asthma			__Stroke		__Stomach ulcers		__Sickle cell disease
__Heart Attack			__Emphysema		__Diverticulitis		__HIV/AIDS
__High Blood Pressure		__Bronchitis		__Gastric reflux		__Anxiety

Other Medical Problems: ______________________________________________________________________________________
____________________________________________________________________________________________________________
Smoking / Alcohol: ____________________________________________________________________________________________
Activities: ___________________________________________________________________________________________________
Family History: _______________________________________________________________________________________________
Dental:  Bridges/Partials/Caps	Eyes:  Blindness/Glaucoma/Glasses/Contacts        Ears:  Deafness/Hearing Aid
Past Surgeries:________________________________________________________________________________________________
____________________________________________________________________________________________________________
Drug Allergies:________________________________________________________________________________________________

I authorize Spruce Creek Podiatry to disclose medical information to whomever I choose to bring into the treatment room with me.  I authorize telephone messages to be left on my behalf regarding billing, appointments, or medical information.  I authorize the release of information to my insurance companies, to allow the collection of medical benefits from my insurance for services rendered.  I understand that I will be responsible for any deductible, co-payment or 0-day outstanding insurance balance.  A copy of this authorization may be used in place of the original.


Signature______________________________________________________________Date____________________________
