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Patient Information 

 
Name: _____________________________________________________________ Age: ____________ Sex: □ Male □ Female          
                        First                               Middle                                         Last 

Address: ____________________________________________________________________________Apt# ______________ 

City: _________________________________________________ State: ______________  Zip code: ____________________       

Date of Birth: _____________________________________________  Social Security#: _________-__________-__________ 

Home Phone: _____________________________________ Cell Phone: ___________________________________________  

Work Phone: _____________________________________ Email Address:________________________________________ 
(Please circle your preferred means of communication) 

 
Ethnicity:    □ Latino/Hispanic □ Non Latino       

Race:  □ American Indian           □Asian        □ Black or African American       □ White        □ Other  

Primary Language Spoken: _______________________________________________________________________________ 

Marital Status:   □ Single    □ Divorced    □ Married    □ Legally Separated    □ Widowed 

Student Status:  □ Full Time    □ Part Time   □ Not Applicable 

 

Employer: _____________________________________________________     Occupation ____________________________ 

Work Address__________________________________________________________________     Suite__________________ 

City: _________________________________________ State: _______________   Zip code: ___________________________    

Emergency contact:      Name: ____________________________________________ Relationship: ____________________ 

Home Phone: ______________________    Cell Phone: ________________________ Work phone:____________________ 

 

Primary Insurance Carrier:  ____________________________ Subscriber’s name: _____________________________ 

Insurance ID#: ______________________________________ Subscriber’s Date of Birth: ___________________________ 

Group#: _________________________________________        Relationship_______________________________________ 

Secondary Insurance Carrier: ________________________________ Subscriber’s name: _______________________ 

Insurance ID#: ______________________________________ Subscriber’s Date of Birth: ___________________________ 

Group#: _________________________________________        Relationship_______________________________________ 

 

_______________________________________________________________         ____________________________________ 
 Signature of patient or legally responsible adult                                   Date 

 

I hereby authorize Stuart B. Sibel, Lee E. Firestone and Erika M. Schwartz to release treatment information to my insurance carrier and permit payment 

directly to them of any benefits due to me for services rendered. I agree that it is my responsibility to understand my individual health plan coverage. 

If it is NOT noted in my policy, services such as routine foot care (trimming/clipping toenails and cutting/removal of corns and calluses) and 

equipment such as custom-molded orthotics are NOT covered benefits. I recognize and accept personal responsibility to any unpaid balance remaining 

after payment of benefits from any insurance plan and any services that are disallowed as NON COVERED expense. 

 



Medical Information 

Primary Care Physician: _____________________________ Date Last Seen: __________________ 
(Required if you have Medicare) 

How were you referred to us?   ________________________________________________________ 

Weight: ___________ Height: ____________ Shoe size: _____________  

Last Blood Pressure (if known) _______________ 

If you are a Diabetic:    Blood Glucose Range: _________________ Hemoglobin A1C __________ 

What is the reason for your visit? _______________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Is this a sports related injury?  Yes_____ No_____ 

If so, what sports do you play? _________________________________________________________ 

_____________________________________________________________________________________ 

Do you drink alcohol? ________ How many oz per day? ___________   

Do you smoke? _______ How many packs per day? __________ How many years?   __________  

Could you be pregnant (if female)? __________ 

What do you do for exercise?__________________________________________________________ 

_____________________________________________________________________________________ 

 

Surgical History: 

Previous foot or ankle surgery?  Yes _____ No _____ 

If so, what type of surgery?:____________________________________________________________ 

_____________________________________________________________________________________ 

 

Please List Other Surgery: _____________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Were there any problems with anesthesia?  Yes _____ No _____ 

If yes, please describe: ________________________________________________________________ 

_______________________________________________________________________________ 

 

_______________________________________________________________         ____________________________________ 
 Signature of patient or legally responsible adult                              Date 

 

I hereby consent and give my permission to Drs. Stuart B. Sibel, Lee E. Firestone and Erika M. Schwartz (and the doctor’s assistants 

or designated replacement) to administer and perform treatment of my concerns upon a thorough discussion with the doctor. 

 



 

 

 
Review of Systems    (please check yes or no for each) 

 

 

  

Yes  No   

 

 Constitutional 

 
  □     □   Chills 
  □     □    Decreased Appetite 
  □     □  Fatigue   
  □     □    Fever   
  □     □    Night Sweats   
  □     □    Weight Loss 
    

 Eyes 

 
  □     □    Blurred Vision  
  □     □    Double Vision  
  □     □    Visual Impairment  

 

 Ears, Nose, Throat 

 
  □     □    Bleeding Gums 
  □     □    Difficulty Swallowing 
  □     □    Hearing Loss 
  □     □    Mouth Sores 
  □     □    Nose Bleeds 
  □     □    Ringing in Ears  
  □     □    Sinus Problems 
  □     □    Swollen Glands in Neck 
 

 Cardiovascular 

 
  □     □    Calf Pain When Walking  
□     □    Chest Pain 
□     □    Irregular Heart Beat 
□     □    Night Cramps In Legs 
□     □    Palpitation 
 

Respiratory 

 

 

 

Yes  No 

 

Gastrointestinal 

 
□     □    Blood in Stools 
□     □    Constipation 
□     □    Frequent Diarrhea 
□     □    Gastric Ulcer 
□     □    Heartburn 
□     □    Nausea or Vomiting 

 

 Genitourinary 

 
□     □    Blood in Urine  
□     □    Frequent Urination 
□     □    Incontinence 
□     □    Painful Urination 

 

 Musculoskeletal 

 
□     □    Back Pain 
□     □    Hip Pain 
□     □    Joint Stiffness 
□     □    Joint Swelling 
□     □    Joint Weakness 
□     □    Knee Pain 
□     □    Muscle pain 
□     □    Neck Pain 

 

Integumentary/Skin 

 
□     □    Acne  
□     □    Eczema 
□     □    Excessive Scaring 
□     □    Psoriasis  
□     □    Skin Lesions 
□     □    Skin Rash 
□     □    Slow Healing After Cuts 

 
 

Yes  No 
 

 Neurological 

 
□     □    Dizziness  
□     □    Headaches 
□     □    Numbness hands or feet 
□     □    Paralysis 
□     □    Seizures 
□     □    Tingling hands or feet 
□     □    Tremors 
 

 Psychiatric 

 
□     □    Anxiety  
□     □    Depression 
□     □    Difficulty Sleeping 
□     □    Forgetfulness  
□     □    Panic Attacks 
□     □    Victim of Abuse 
 

 Endocrine 

 
□     □    Diabetes 
□     □    Excessive Thirst 
□     □    Excessive Urination 
□     □    Heat or Cold Intolerance 
□     □    Thyroid Disorder 
 

Hematological/Lymphatic 

 
□     □   Anemia  
□     □    Easy Bleeding 
□     □    Easy Bruising 
□     □    Sickle Cell Disease 

□     □    Chronic Cough  
  □     □    Coughing up Blood 

□     □    Shortness of Breath 
□     □    Snoring 
□     □    Wheezing or Asthma 
 

 

 

 

_______________________________________________________________         ____________________________________ 
 Signature of patient or legally responsible adult                              Date 

 
 



Past Medical History:    (Please check any illness you have had or presently have)  

□ Diabetes  

□ High Cholesterol 

□ High Blood Pressure 

□ Hypothyroidism 

□ Heart Murmur 

□ Heart Disease 

□ Pacemaker 

□ Stroke   
 

 

 

□ Attention Deficit Disorder 

□ Anxiety 

□ Depression 

□ Anemia 

□ Bleeding Disorder 

□ Asthma 

□ COPD 

□ DVT 
 

 

 

□ Poor Circulation 

□ Raynauds  

□ Peripheral Neuropathy 

□ Hepatitis 

□ Kidney Disease 

□ Arthritis                                             

□ Psoriasis 

□ Rheumatoid arthritis 
 

 

 

□ Lyme’s disease 

□ Gout                              

□ HIV/AIDS                    

□ Gastric Reflux 

□ Peptic Ulcer Disease 

□ Osteopenia 

□ Osteoporosis 

□ Cancer (type)__________ 

 

Other Medical Conditions:_____________________________________________________________ 

_____________________________________________________________________________________ 

 

Medication Allergies:        (Please check all that apply) 
 

□ Penicillin 

□ Cephalosporins 

□ Adhesive tape 

□ Sulfa 

□ Codeine 

□ Aspirin 

□Iodine or Contrast Dyes 

□ Latex 

□ Neopsorin 

 

Other medication allergies: _____________________________________________________________________ 

 

Current Medications:   (Include non-prescription medications, vitamins or supplements) 
 

  

               Name of drug                                                                                           Dose                                                       

1.  

2.  

3.  

4.  

5.  

6.  

7.  

8.  

9.  

10.  

11.  

12.  

*Please list additional medications on the back of this form if needed. 

 

Preferred Pharmacy 
 

Pharmacy Name:  ____________________________________________________________________________ 

Address: _____________________________________________________________________________________ 

Phone # ______________________________________________________________________________________ 


