
����  PLEASE COMPLETE BOTH SIDES OF FORM  ���� 

    � Please Complete Both Sides of Form ���� 
 
 

                   REGISTRATION FORM 
  
PERSONAL INFORMATION               Today’s Date: ______/______/_________ 
  
Name:__________________________________________________ 

Address:________________________________________________ 

Zip:____________ City:_______________________ State:________  

Phone:______________________Work Phone:_________________ 

Email:__________________________________________________ 

Primary Doctor:_____________________ 

Doctor’s Location:___________________ 

Patient’s Gender:    Male     or     Female  

Birth Date: ________/______/_________                    

Social Sec #:_______________________ 

Marital Status:  Single – Married – Widow

Occupation:_______________________________________ Employer:__________________________________ 
 
INSURANCE INFORMATION     (Please provide us with your insurance card)  

Name of Insured:_______________________________________  Insured Birth Date: ______/______/_________ 

Insured Address:______________________________________________________________________________ 

How Patient is Related to Insured:   Self    or     Spouse    or    Child    or    Other:___________________________ 

Primary Insurance Co: __________________________  Secondary Insurance Co: _________________________ 

ID Number:___________________________________  ID Number:_______________________________ 

IS THIS INJURY RELATED TO:                     Auto Accident    or     Worker’s Compensation 

 IF YES, please list the date of the injury:____________________________________________________ 
 
 
WHOM MAY WE THANK FOR REFERRING YOU?   

Primary Doctor    -    Yellow Pages    -    Insurance Book    -    Internet    -    Other:___________________________ 

 
AUTHORIZATION TO RELEASE INFORMATION and ASSIGNMENT OF BENEFIT 

1. I authorize the release of any and all medical information necessary to process this claim. 
 

2. I hereby authorize direct payment of surgical/medical benefits to CAPITAL FOOT & ANKLE CENTERS, 
PC for services rendered in person or under direct supervision of the physician.   I request payment 
from my insurance company be made directly to CAPITAL FOOT & ANKLE CENTERS, PC. 
 

3. I certify that the information I have reported with regard to my insurance coverage is correct. 
4. I understand I AM FINANCIALLY RESPONSIBLE for any balance not covered by my insurance 

company. 
5. I permit a copy of this authorization to be used in place of the original. 

 
 
_________________________________________     ___________________ 
Signature (Parent or Guardian of minor)          Date 

 

            LAST                                    FIRST                           MIDDLE INITIAL

            STREET                                                                                              APT# 

(CIRCLE) 

(CIRCLE) 

(CIRCLE) 

(CIRCLE) 

   (CIRCLE) 



����  PLEASE COMPLETE BOTH SIDES OF FORM  ���� 

 
 

MEDICAL INFORMATION 

Height:_____’ ______”   Weight:__________ lbs   
 
ALLERGIES   

None     Penicillin        Sulfa Drugs        Codeine        Aspirin       Tape       Latex       Iodine/Shellfish 
 

Other Allergies:______________________________________________________________________________ 
 
 
MEDICATIONS                             
_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

_____________________________

 
SOCIAL HISTORY 
Do you smoke?            No    Yes     _____ pk/day x  ____ years.          Quit, but I smoked ____ pk/day x  ___ years. 
 
Drink Alcohol?             No    Yes      if yes, how often _______________________________________ 

Recreational Drugs?    No    Yes      if yes, how often _______________________________________ 

MEDICAL HISTORY 
Diabetes Yes No Asthma Yes No Gout Yes No 

High Blood Pressure Yes No Kidney Disease Yes No Psoriasis Yes No 

Heart Disease Yes No Liver Disease Yes No Back Problems Yes No 

Bleeding Problems Yes No Eye Disease Yes No Stomach Ulcers Yes No 

Circulation Problems Yes No Urinary Tract Problem Yes No Rheumatoid Arthritis Yes No 

Lung Disease Yes No Convulsions Yes No Cancer Yes No 

Stroke Yes No Skin Tumors Yes No Currently Pregnant? Yes No 
     
    If yes to any of the above, please give details:_____________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
   Previous Surgery & Other Medical Problems:______________________________________________________ 

___________________________________________________________________________________________ 
 
WHERE IS YOUR FOOT/ANKLE PROBLEM?______________________________________________________ 
___________________________________________________________________________________________ 
 
Which Foot?       Right     -     Left     -     Both Feet 

Duration of Problem: ______ day(s)  -  week(s)  -  month(s)  -  year(s) 

When does it hurt?   First Steps in Morning  -  End of Day  -  Standing  -  Walking  -  Running  -  At Rest  

       Other:______________________________________________________________________ 

Any previous treatment? _______________________________________________________________________ 

Any previous foot surgery of any kind for this problem or other problems? _________________________________ 

___________________________________________________________________________________________ 

(CIRCLE) 

(CIRCLE) 

(CIRCLE) 
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