NEW PATIENT INFORMATION

Kenrick J. Dennis, DPM

Last Name First Name Initial

vave  UJULHHHOOOHHOOOL HHO0oHHHOooDEE U
aooress | UL HOOOHHHOOHHHOEE
CITY :__________::: STATE DD ZIP DDDDD

DATE OF BIRTH DD jj DDDD MARITAL STATUS: S M W D

Home Phone Business Phone

Cell Phone e-mail (optional)

Patient Social Security # Spouse or Parent S.S. #
Employed by Occupation

Name in Full of your (Husband, Wife, or Parent)

Spouse (or parent) employed by Occupation
Party Responsible for Payment of Account T.D.L. #
In Case or Emergency (Name) (Phone #)

Who may we thank for your referral?

Primary Care/Referring Physician: Last Visit:
Insurance Co: 1 Effective Date Insurance Co: 2 Effective Date
Insured’s Name: Insured’s Name:
Soc. Sec./ 1.D. #: Soc. Sec./ 1.D. #:
Group / Policy #: Group / Policy #:

PLEASE SIGN BELOW,|

1) | authorize the release of any medical information necessary to process a claim on my
behalf.

Patient or Legal Guardian
2) | authorize payment of medical benefits to the undersigned physician or supplier for

services rendered on my behalf.

Patient or Legal Guardian
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NEW PATIENT INFORMATION — (continued)

VITAL S§

Height: Weight: Shoe Size:

ARE YOU RYMRSXNE][® TO ANY MEDICATIONS: _ NO _ YesS (please provide details
below)

Medication Describe reaction

1.

2.

3.

Please “ Y " if you have or a family member have had any of the following?

You Siblings Mother Father  Grandparents

AIDS/HIV Cod () (G (] ()
Anemia (o d () (O ()] (L)
Back Problems C)o o G ) C)o ).
Bleeding Problems C ) ) C C (0
Breathing Problems (). . . (). .. .| ) C) ).
Cancer (type) .. (0 IS O B (G O I ()
Chronic Fatigue Syn___ () . | o) C o ) ).
AIDS/HIV (0 IS O B (G I O (L)
Diabetes (o d L ) (G (o d] ()
Epilepsy/Seizures o ) G 0 ()
Eye Problems (o d L ) (G (o d] ()
Faintng . (o) ) (O IR O ()
Foot/leg cramps . (o d L ) (G (o d] ()
Gout (o d () (G0 N (0 I (O
Heart Disease @ C)o o O ) C)o ).
Hemophilia 0 I 0 T (o DI (o)
Hepatits Cod () (G (o d] ()
High Blood Pressure__ (). .. C)o C C) ().
Kidney Problems C)o o G ) C)o ).
Low Blood Pressure (). . () .. .| C C (0
Parkinson’s Dis. C)o o G ) C)o (I
Phlebits (0 IS G B (O I O (L)
Rheumatic Fever C)o o G ) C)o ).
Shortnessof Breath () . (). | C C ),
Sinus Problems C)o o G ) C)o ).
Stroke . (o d () (O O ()
Swelling (o d L) (G (o d] ()
Tuberculosis C ) ) C C ).
Varicose veins Co o O ) C)o (I
West Nile Virus C o ) C C ).



NEW PATIENT INFORMATION — (continued)

MEDICATION SHENTEIGE prescriptions, over-the-counter medications and vitamins:

Surgeries (& year) you have had:

(other than foot surgery)

SOCIAL HISTORY}

Alcohol:  drinks per week?(circle): Occasional <1 1-3 3-6 >10

Employment status (circle): full time parttime retred homemaker unemployed

How many hrs/day are you on your feet (circle) ? <1 1-3 3-6 6-10 >10 varies
Marital Status: S M W D

Smoking History : ____Yes No packs/day How many years?

What is the reason for your visit to the office today?

How long has this been a problem?

Have you seen any other doctors about this problem? _ Yes _ No

Dr's name:
Who is your previous podiatrist? Last visit?
Have you ever had foot surgery? __ Yes No

What was done (& how long ago)?

Is there anything else you would like the doctor to know?
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Kenrick J. Dennis, DPM
ACKNOWLEDGMENT OF RECEIPT

NOTICE OF PRIVACY PRACTICES

Please review Notice of Privacy Practices prior to filling in this page

| acknowledge that | was provided access to a copy of the Notice of Privacy Practices and that |
have read (or had the opportunity to read if | so chose) and understood the Notice.

Patient Name (please print) Date

Parent or Authorized Representative (if applicable)

Signature

REQUEST FOR CONFIDENTIAL COMMUNICATIONS

Patient Name: Date of Birth:
(please print)

I request that any and all communications to me (by telephone, mail or otherwise) by Kenrick J. Dennis, DPM and/or his
staff be handled in the following manner:

e For Written communications: Address to:

(if different from Patient Information Sheet)

e For telephone communications: Please list the phones numbers you would like us to use to contact you. Please
leave a blank by any # we should not use.

____ Home ( )
____ Office ( )
____ Cell Phone ( )
__ Pager ( )
May we leave a message?
Yes[ ] No[ ]
Patient Signature Date
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