Today’s date:

Comprehensive Foét Care & Wellness Center

REGISTRATION FORM

(Please Print)

Dr. Kenneth Williams DPM Pharmacy # :
PATIENT INFORMATION

Patient’s last name: First: Middle: QMr. QO Miss Marital status (circle one)
O Mrs. O Ms. Single / Mar / Div / Sep /
- wid
Language Primary Email: Ethnicity/Race: Birth date: Age: Sex:
U Spanish
Q English / / JF N
Street address: Social Security no.: Home phone :
( )
City: State: ZIP Code: Cell Phone:
( )
Occupation: Employer: Employer phone:
( )
Ok o leave m ges with : ;F:vtfr:t only QPatient and/or spouse  Qany one who Best time to Call:
Chose clinic because/Referred to dlinic by (please check one Q Q Insurance .
box): Dr. Plan O Hospital
Q Family QO Friend Q Close to home/work O Yellow Pages Q Other
Primary Doctor : Address:
Phone Number: Last Visit: Scheduled appointment:
Emergency Contact: Emergency Phone :
INSURANCE INFORMATION
(Please give your insurance card to the receptionist.)
Person responsible for bill: | Birth date: Address (if different): Home phone no.:
/ / ( )
Is this person a patient OYes ONo
here?
Occupation: Employer: Employer address: Employer phone no.:
( )
Please indicate primary ) i .
Insurance 0 Medicare Q Medicaid Q BCBS 0 Humana Q Superior
QO Bravo Q Amerigroup O Self Pay 0 Private Insurance 0 Other
; . ; . ; ; . ; 5 Co-
Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Palicy no.: paymenik
[ $
Patient’s relationship to subscriber: O Self Q Spouse QO Child Q Cther
Name of secondary insurance : Subscriber’s name: Group no.: Policy no.:
Patient’s relationship to subscriber: O Self QO Spouse O Child Q Other



MEDICAL HISTORY |
(Please check below if you have any of the following.)
o AID/HIV o Hepatitis or Jaundice
o Anemia o High or Low Blood Pressure
o Angina o Kidney Problems
o Arthritis o Liver Disease
o Artificial Hedft Valves or Joints o Neuropathy
o Asthma o  Phlebitis
o  Back Problem o  Psychiatric Care
o Bleeding Dis@rders o Radiation Treatment
o . Cancer o Rash
o Chemical Depghdency o Respiratory Disease
o  Chest Pain o Rheumatic Fever
o  Chronic Dia o Shoriness of Breath
o Circulatory Rfoblems o Sinus Problems
o Diabetes o Special Diet
o Discolored Pigment (skin) o Stroke
o  Ear Problems o Swelling in Ankles and Feet
o Epilepsy ' o Swollen Neck Glands
o Eye Probie o Tired/Restless/ Aching Feet or legs
o Fainting o Tuberculosis :
o Foot/Leg Crajnps . o Ulcers on Feet or Toes
o Gangrenous [@black skin tissues) o Varicose Veins
o Gout o Venereal Disease
o Headaches o Weight Loss unexplained
o Hemophilia
Other: o - Other:
If you are Dizbetic Fdve you received any Diabetic foot wear? Yes No If yes when?
Surgeries you have Rgd
Hospitalized other tgn for the surgeries
Reason For foday’s Vit 4 < A

MEDICATION L IST

FED| T —

L_

ALLERGIES

—

CONSENT FOR THE FOLLOWING

The above information is
am financially responsible
process my claims. I here
such producers upon me

Patient/Guardian signature

to the best of my knowled
any balance. I also authori

ge. I authorize my insurance benefits be paid directly to the physician. T understand that I
ze Dr. Kenneth Williams or insurance company to release any information required to
onsent and give permission to the doctor (and doctor assistants o
e doctor deems necessary.

r designated replacement) to administer and perform

Date




LOMPREHENSIVE EQOT {ARE

AUTHDRIFATION AND CONSENTS
___INITIALS o AUTHORZATION FOR RELEASE OF MEDICAL RECORDS e
' | authorize Comprehensive Foot Cara, i release 2ny medical infc:rm:-:tion including dlagnosis, ¥-rays;tast ragulig,
£epoits and records parizining to any treatment ar examination renderad to me. | understand thatthis medical |
! wfarmation i-nay be used for any of the following purposes: diagnastic insurancs, legat continuity of care, and f
o mr—— = i madicai reatment. |
INITIALS COMSEMT FOR TREATMENT i

As an adutt and/or tegal guardian, | do agre
Foot Care, to provide medicat
do ag

tG myself, my ¢l
Yee Lo parmit the physician and/or clinic
phvsical eua minations, dtagnosis, aned

e

hild, or the patient

e na 2atmaentk.

e —————————

& 16 permit'the physician’s and

al staif to perform nacessary or

fov clinical staff at Comprehensive -
nt as applicable. By signing helow, id
appropriate medical care ncluding -

represg

INITIALS

Ul

ASSIGNMENTS OF BEN

EFITS

I, hereby do authorize Payment direstiv to Com prehensive Foot C
me. i do authorize my insurance company and/
i Compreliensive Fooy Care,

information regardin
verification of MY examination ang/or freatment to my insuran

m———————————

or tha social secy rity atlministy
Iy insuranee cover
ce co

are, for madical henefits otherwise nayalile ta
ation (Miedicare) 1o disclose to
age, including, but not limited to

mpaAny and/or gther third-parte payer.

I\

mas

NOTICE OF PRIVACY PRACTICE

5 ACKNGWIED GEIENT

Yeur nama and signaiure o
Comprehensive Foot Cara,
rggarding the information in Co

regrasentative or our Priys

mprehensive Foot Care Practices,
oy Officer ag initicated an VoL Notice,

—

INITEALS

 GIVE CONSENT to ALL oF the particpating Prow
my designated Insurance cariiers
cave sevvices, including emargenc
information through the 21E

Hesttlyinformation Exch
v care and  GIVE COMSE
in connection wit:

ange (i

i providing me any

———————

ELEASE OF DATA
ders to acress AL

NY to the HIE

of my electronic healih inform
IE in conn

ation -ii?ﬁ:»ugh
Bction with providing me any health
BCTess ALL of iy glertronic health :
ATR services, including Smergancy care. ‘
]

health e

IMITIALS EAS

REL

E OF. INFORMATION

& and signat

In addition, your name o
&, ta disclose information ag specifi

Car

- L.
ure oo

Do you authorize a family member or other person identifia
records/information? YIS OR NG

| If ves |, please specify
informegtion.

Bmily member or other PEYSon naes that

Mame: _ Relationship:
Maine: Relztionship:

lave rapresent your Request and Aug
! ¥ 1
ad by you the patient os noted in this

il by you, the natient,

horation for Comprehensive Foor
Authorization,

e have access to vour marical

vou authorlze to vour medical records g

FR. p—

have read aind fuily understand the Authorizaiion for Release of M
issignment of Ranefits, and Notice of Privacy Praciices.

rint Pattent Mama:

BGR:
dgnatures of Patienn Date:

Alitnass Signature:

Phane:
Phone: !
dical Records, Consents for Treaiment,




