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REGISTRATION FORM 

PATIENT INFORMATION 

Patient Name:~ _ 
Last FUst Middle 

Address:_---;:~=--____"_c=::_-----,,==::_------_c;;=_--
Niiinber_ Street City, State Zip 

Phone:~om,)'_· "---"-~----'--'~oikL_~--_--------(Cell ),-------­

Social Security Numbet:.'c.~_~ Pal. ofBirth:~_-,-_E-maiiAddress: _
 

Sex: OM OF Marital Status: bMinor OSini!l. OMarried ODivdrced OWidowed
 

Name ofSpouse: Em~cyNam.e & Phone # _
 

Referred to Missouri Foot & AJcle by;-:OMagazine DDoctorC7.::_-------DT.V. DIntemet
 
. . -·'Name 

DYellow Pages DHospital OF3llli!Y'N'"ame=' OInsurance BookIDirectory 

OFriend DOthec--,;"cc _ 
Narne--Nan:ie 

INSURANCE INFORMATION
 

Insured's Nam.e: ~.-.O-9ccupatianlEmp]l)yer:
 

Address:
 
Number Street City, State Zip 

Relationship to Patient' ­ _ Insured's Social Security Number: 

Dale ofBirth: _ Phone:C_..-l, _ _ L.J,-­ _ 
Home Wad< 

Subscriber LD.#"­ Group # _ 

A Note About Insurance 
Insurance policies are contracts betwteD yOll the subscriber and the company. The doctor can in no w:IJ alter the contract nor 
guarantee your payments by the company. All fe=s are rendcn:d to tbe patient orresponsible party_ Ifunpaid baIances-~ 
1llrned over to rollections. yon will be ~nsible fur.any incurred debts thereafu:r. Copayments are due at time of visit: 

HMO SUlISCRIBERS 
Y OIl mt&t have a referral from }'OIl Primary Care Physician. Ifyou do Dol have a referral for your office visit, yon are 
responsible for plryIIlent in fu11. 

Signitture ofPaLienl D"" Signature of Parent!Guardian 

www.mo.oot.com 



MEDICAL HISTORY
 

Patient Name:~ __~ _ _ D.O.B.. Age. _ 

Height: _ Weight. _ Shoe Si2e. _ 

Family Iloctor:. Do1e Last Seen: ----,­

Do you Smoke? DYes DNo ,Pack(s)/day/y= Do you Drink? DYes DNo __DrinksIweek 

Indicate which ofthe following you have had or have at. presenL Check Yes ox No to each item.. 
ArthritisIRheum DYes aNa KidneyTroub1e DYes DNo 
Artificial Jomts (b.ip,.knee,et£..) DYes ONo liver DiscaseIHepatitis DYes DNo 
~gDisorder DYes DNo Neurologic:alDisorrler DYes ONo 
BleediogDisonk:rlrendency DYes ONo NumbnesslnFe:tIJ.egs DVes ONo 
BkKldClots DYes DNa PeripberalVascularDisease DYes ONo 
Qmcer. __ DYes ONe Ps)'cbimiclPsyclmlogK:aLCare DYes ONo 
Diabetes DYes DNo ScaniogTCDdency qVes DNo 
Fibromyalgia DYes ONo Stcmae;hProb~ DYes ONo 
Gbucoma DYes DNo Strolre DYes DNo 
Gout DYes DNo SweUiugInFeet DYes DNa 
Heart(Surgc)'.D~.Aback) DYes ONo 
Heart Murmur DYes DNo 
High BJDCldPressme DYes aNa 
HJ.V. Positive DYes DNa 
JoictlBackPainlSliffuess DYes ONo 

ALLERGIES: OPenicillin DSnlfu DLocal Anesthetic OAini-infIammatory Medication 
OCodeine: OTape ONausea From Anesthetic OIodine on Skin OLatex 
DOther:. _ 

MEDICATIONS:
 
Medication Dose Medication Dose
 

PREVIOUS SURGERY: 
Surgery Do1e Surgery 

PREVIOUS HOSPITALIZATIONS:
 
Hospital Dale Diagnosis
 



Reason For Seeing Doctor Tod<:y: 

How would you describe your pain to the best ofyour ability? 
(Circle All That Apply) 

Burning Shooting Sharp Dull Aching Throbbing 
Superficial Deep Tmgling Other.~ _ 

What makes the pain worse? 
Walking Running Standing Sitting Shoe Gear 
Barefoot RJ:sting Other. _ 

How long have you had the pain?
 
__Days Weeks Months __Years
 

How long does the pain last when you have it! 
Seconds Minutes Hours Chronic 

Have you had any tramna.? ]fyes please explain. Date: _ 
No Yes 

PrevioDSTre:llment:~ ~__ 

Please Explain Your C<>ndition Forther IfNeces=y: _ 

Date: 




