WILLIAMS FOOT CENTER, PLLC
Reason for your visit today ______________________________________________________________
Referring Doctor (if applicable) ______________________________   Phone _____________________

MEDICAL HISTORY
.
	Yes
	No
	Recent Illness/Describe:
	Yes
	No
	Liver Disease

	Yes
	No
	Eye Problems/Describe:
	Yes
	No
	Thyroid disorder

	Yes
	No
	Heart/Describe:
	Yes
	No
	Allergies

	Yes
	No
	High Blood Pressure
	Yes
	No
	Depression/Anxiety

	Yes
	No
	Peripheral Vascular Disease
	Yes
	No
	Psychiatric Problems

	Yes
	No
	Strokes
	Yes
	No
	Asthma

	Yes
	No
	Back Problems
	Yes
	No
	Pneumonia/Pleurisy/COPD

	Yes
	No
	Osteoporosis
	Yes
	No
	Stomach Problems

	Yes
	No
	Skin Problems/Describe:
	Yes
	No
	Kidney Disease/Stones

	Yes
	No
	Cramps in feet/legs
	Yes
	No
	HIV/Hepatitis

	Yes
	No
	Numbness in feet/legs
	Yes
	No
	Cancer/Describe:

	Yes
	No
	Neuropathy
	Yes
	No
	Are you in Pain Management?**

	Yes
	No
	Diabetes*: Type I_____ Type II______
	Yes
	No
	Are you permanently disabled?***


*Name of physician who treats your diabetes (if applicable): _________________________________________
**Name of physician (or clinic) who treats your chronic pain: ________________________________________
***List the medical condition that led to your permanently disabled status:____________________________
AUTHORIZATION
· I request that payment of authorized insurance benefits be made on my behalf to Williams Foot Center for any services that may be provided to me.  I authorize the release of my medical information to either my private insurance carrier, state-funded program, or the Health Care Financing Administration and its agent as needed to determine these benefits, or the benefits payable for related services.  If other health insurance is indicated, my signature authorizes releasing of information to the insurer or agency shown.  In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, coinsurance, non-covered services, and any applicable co-pays.  Deductibles, coinsurance and co-pays are based upon the charge determination of the Medicare/Commercial insurance carrier.  Referring providers (if applicable) must be active Medicare participants through the physician Medicare registry system or claims may be ineligible for payment.  I authorize Williams Foot Center to verify my insurance and check eligibility of my benefits.

· I authorize Williams Foot Center to verify my pharmacy benefits, and gather/transfer any pertinent prescription information necessary through eRx (SureScripts) and/or other applicable databases.
· I certify that I have read, understand, and agree with the Financial Policy.

· I acknowledge that I was provided a copy of the Notice of Privacy and that I read, or had the opportunity to read if I so chose, and understand the notice.  Copies of the Notice of Privacy are available at the front desk.  Please feel free to take one.
· I give my consent to any medical treatment deemed necessary by Dr. Melvin Williams or Dr. Michael R. Baker.

By signing below I acknowledge that the information I have given is current and accurate.

Patient (or Guardian) Signature ________________________________
Date ______________
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