BFHFE D.P.M

Hitl: 2250 Hayes Street, Suite 206 = =317, 94117 - AZHHEHE: 415-386-3338
Patient Registration Form J& A\ B iC %

Demographic Information A O#EEH&A

Last Name ff: First Name: 44

Middle Name T[54 5

Address Hitt: City 3
State M Zip Code T ELHHAS:
Home Phone K& aH A : Cell Phone T-H&5EA:

Social Security number #5224 5RHE - :

Date of Birth {H4: H #: Age Sex MRl F &0 M%B[

Email & 1B {F:

Marital Status #FEARI: single .5 [ married E45 0 divorced BEAS 0 widow 5 [

Name of spouse or partner B8 8 AR B4 -

Emergency Contact B3 A

Name £ 4 Phone =555
Address #ifk: City 3%
State M Zip Code T EHHAS:

Relationship [BEf%:

Employment Bt 3

Employer & ¥: Occupation F&ZE:
Address Hitht: City 3
State M Zip Code HELHRS:

Work phone T {E5EHE




Primary Care Doctor FJEE 4

Doctor’s Name B& A= 044 : Phone number & HEHS:
Address Hihk: City i

State M Zip Code T ELHHAS:

Pharmacy /5

Name #£44: Address i1

Insurance Information £ & 2R

Name of primary health insurance company == Z i FEOR [ /A =144 Fi:

Phone number 5 5 HE: Policy number £ 55.7#:
Subscriber name R A4 T Date of Birth 4= H #f:

Relationship to Patient £ {58 A\ By A Bl{4 : self H .0 spouse B O child /M%7 0

Filled by SLE#AE N4k

Signature %44 : Date H ]

Patient Consent Form¥g A [B/ &
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Name4, - Relationship [ % :
Phone 5 i f:
Name4; Relationship % :
Phone 5 & 5:
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Signature of Patient 85 %74 : Date H 1

Print Name 7% A\ 4 57

FOR MINORS ONLY{ZRRR KR
18ER LA FRR AN, WmEFE/EH#E NRAREMEERARE EAEEN, RIERITEERE,

Print Name4 7

Signature %44 Today’s Date 4 K H 1
Patient Medical History 35 58

Last Name #: First Name: 44 7:

Height/= £ Weight B & Weight one year ago —FRHiHVESE:

How many childrenf5 26/ M %12

Have you been treated by a podiatrist before 2 il & 5 F i H A2 FHEEA 2 A Yes ) No {2 A [

If yes, what was your foot condition? 215/, fR AR R0 andar

What is the reason for your visit today? 14 KGR K& 8 2

Are we seeing you for an injury or accident? Ffl /2 [K 252 (5 88 A My ACE IRAONSE 2 U A Yes [INo %6

What date of injury or accident? & FldEEm) H I /E 2




7 Arthritis B &fiZ¢

0 Atrial Fibrillation /[»55 ZEHH
0 Back Pain 157

0 Blood Clot I ##8

1 Bowel Disorder 1518 797
[ Cancer Type JF&/iE

[ Diabetes #E IR P
1 Glaucoma 5 YR

0 Other HAth:

Current Medical Problems ¥% 75 (g5 &

(] Heart Disease /LM

[ Hepatitis AT4¢

[ High Blood Pressure 75 Ifi. i
[ High Cholesterol =i ME [l

0 HIV/ AIDS % 5697 5/ 55 18697

[ Kidney Disease & /7

0 Liver Disease &

[J Lung Disease Jififli %55

[J Mental Health Disorder
FE A B

[ Neurological Disorder

PSRRI

0 Neuropathy &5

1] Parkinson’s MA 4 72 FGIE

[ Prostate Disease &t % 7

0 Sports injuries/Accidents
BN/

[ Stroke HJ

[ Thyroid Disease F AR JR#77

[ Ulcer {8755

List all medication(s) and supplement(s) you take regularly 1] H 4@ A AR FH 00 BT A 9 Fteli 727

Are you allergic to any medication? &A% A % & JELEY R [ Yesf U No %A
If yes, list them and your reaction 415 /&,

A A G 2R A A B

List all surgeries and year %It A7 T Fn4E-47

List all hospitalizations/urgent care visits and year 1| PTG £t/ 8 S GEBLEE 2 Fn

Do you smoke #RHJEAE 20 Yes A
How many pack(s)/cigarettes per day 5 K{125/0 a1/ 375 H5

Do you drink alcohol /RFETFERE 2 [ Yes

] No {&H

How many year(s) 26/V 4

0 No %f How many times per week £3:1H $7% 2



Do you use drugs &S& W7 ? [ Yes A 1 No % How many times per week £ $67% 2

Do you drink coffee or tea? FRIGMIMEZEHE 22 [ YesS [ No %A How many cups per day? £ K82

Do you exercise {KiE 52 OYesHH ONoi{&ZA
How many times per week £ $7K ?

What type(s) of exercise {1 /BEEA ! )1 &

Are there any disease that run in your family? {F{a] 5 iz M- 38 {EK?

Family Alive Deceased Age Medical Condition(s)
Members | BEX | BENLX | Fip B iR
HIE
Mother 51
Father 5281
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Signature of Patient / Parent/Legal Guardian Relationship [ff%
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Patient Name (print)  5|F144 f§ Date H #f



