
Welcome to FriendlY Foot Gare
(Please complete to the best of your ability)

Patient Name: Sex: M FToday's Date:

Address:

City: State:

Phone: (_) Cell: (_) Work: (_)
Patient's SSN: (required)- Patient's Birth Date: I l-

Patient's Email address:

Marital Status (circle): Single Married Divorced Separated Widow Partner Child

Spouse's Name: Spouse's Birth date:

Spouse's SSN: - Spouse's Phone (cell): (-)

What contact method do you prefer our office use to contact you? Telephone? H c W or/both Email? Y N

lf we contact you by telephone, is it ok to leave a message? Y N

Patient's Employer

Employer Address:

Spouse's Employer

Phone: (_)

City, ST, Zip

Phone: (_)

Spouse's Employer Address: City, ST, Zip

Are you currently residing in a nursing home? Y N which one?

ln Case Of EmergencY, NotifY: Phone: (_)

Race (circle): Amerrcan Indian/Alaska Native Asian Native Hawaiian/Other Pacific lslander Black/African American

White HisPanic Other

Ethnicity (circle): Hispanic/Latin Not Hispanic/Latin Language (circle): English lndian Spanish Russian other

How did you hear about our office? (Circle) Post-Tribune NWlTimes Internet Facebook Doctor

Yellow Pages Patient lnsurance Please be specific-

zip:

lnsurance lnformation

Primary Ins. Garrier: Self Spouse Parent

Self Spouse Parent

tD# Group #: Plan:

Insured's Birth date: | |

Insured's Home Phone: ( )

City/State/Zip

Phone: (_)

lnsured's Name:

Insured's SSN:

lnsured's Address:

Insured's Employer

Secondary Ins. Carrier:

rD# Flan:

lnsured's Name: lnsured's Birth date: I l-

Insured's SSN: - 
--

Group #:

Patient Signature:



Please Provide the Following Important Medical Information to the Best of Your Ability

Patient Name:

Do you have any allergies? YES No (circle) If YES, list aLl allergles:

If you are female, ane you nursing currently or could you be pregnant? (circle) yES ArO

Past Medical History:
1. Please check the "Yes"/"No" box if you have any oI the Iollowing i-L]nesses,' Ior "Yes" answers, p-Leose
explain.

YES NO EXPLAIN HEPE YES NO EXPLAIN HERE

Diabetes n I Stomach/IntestinalProblemsn n

q ar F I rn. DrFccrr rF ! n Circulation Problems n I

nn
ntrHeart Problems

Ki rlnarz Pr^hl amc nn
Bone or Joint Problems n n

Neurological Probfems D DDri." A-klo Snt r'rs n n

pl aFd'.n /F t^.^ p' 
^l-'- ems n n

Other Meciical Problems tr n

2. Pfease list any operations that you have ever had (and their dates):

3. Are you taking any medications or vitamins? YES NO (circle) If YES, list all current
medicaciors (ard amounts, times per day) include aspirin, v'Lamins, herbal suopls1s11s, antacids, bir-).
control, creams, and ointments):

4. Which pharnacy do you "se? (Tnc ude aodress, ciry, state and uelephone runber)
PLEASE NOTE - PRESCRTPTIONS WILL BE SENT TO YOUR PHARMACY ELECTRONICALLY BY THE END OF TEE

BUSINESS DAY

5 .)^ rrn-. na"m:l rr- -^ ^Lr-r^ -'^ F .rac^-lnF jnn hrcl-rrv F-O* tiO tr nh:rn:.\/) (e irc e) vas NO). ua yaa PqrrrLiL u> ru uuLo rrr yvur PLCJLrrFuruir ) | \... Jv tr! yr.u!,r.aey: \u | ' ! 's/

G, Prim:rrz f-rro Phrrqie ian 1n:me :nI rhara n 'ml_ar\! rrJ ! 
' 

! 
' 

J 
'

YES NO
Do you smoke? n n If "yes", how much?

'F rn ,ai,-l rnrr <mnlro nrarrin,rclrr- fl Tl Tr "rraqrr urhon d .l ,^ | a.jt )Le yvu JrrLU^s yr v rv yvq YqlL -

Do you do any illegal druqs? n n If "yes", list them.

How often do you drink alcohol?

'-- - --ior lyuu! uLLuyo L

Family History:
Pleaso cnec< the "Yes" or "No" box 'l a.y r^ldtivFS have a.y of cfe Ioilowing i--nesses/p'oblems:

YES NO PELATIVE YES NO RELATIVE

Diabetes n tr

High Blood Pressure n n

rr--rnid D' \h-amc l] n

Heart Problems n n

Bleeding/Blood Problems n n

Crrculation Problems n !

Arthrltrs D I

\e'-rrlnc:na- Droh-o-"ts [] n

Other Medical Problems ! I


