
EWOO
PLEASE PRINT THE

PATIENT NAME

PARENT (GTJARDIAN'S

PATIENT'S ADDRESS

NAME IF APPLICABLE)

HOME Pr-rONE # (

PATIENT'S AGE DATE OF BIRTH

WHERE DID THIS ACCIDENT HAPPEN? WORK

MEDICAL DOCTOR'S NAME

WHEN WAS YOUR LAST VISIT WITH HIM/HER?

PHARMACY NAME

HEART DISEASE
RENAL DISEASE
HIV +
HEPATITIS A,B,C,
TUBERCULOSIS

CLIFT' T'&A
FOLLOWING INFORMATION CLEARLY:

MALE FEMAI-E MARITAT, STATUS

SS#

CITY STATE

woRr( # ( cEr-L # (

HEIGHT WEIGI"IT

ZIP

SHOE SIZE

EMERGENCY CONTACT NAME PHONE #

WHO REFERRED YOU TO OUR OFFICE? 

-FRIEND/RELATIVE - 
PHYSICIAN 

- 

INSURANCE

IIAVE YOU EVER BEEN TO A PODIATRIST (FOOT DOC-|OR) BEFORE? yES NO LAST VISrr?

WIJAT IS YOUR FOOT PROBLEM? PLEASE INDICATE WHICH FOOT, TOE. ANKLE. ETC:

HOW LONG I.IAVE YOU HAD TI.IIS PROBLEI\4? IS THIS ACCIDENT RELATED? YES NO

I{OME CAR OTHER

OTHER

PHONE # ( )

REASON?

ADDRESS

PHONE # ( )

GENERAL HEALTH: CHECK ANY OF THE FOLLOWING CONDITION TFIAT YOU HAVE:
DIABETES PERIPHERAL VASCUAt,R DISEASE/POOR CIRCULATION

HYPERTENSION / HIGH BLOOD PRESSURE
CEREBRAL ACCIDENTS / STROI(E
HEMOPHILLIAC / BLEEDER
SCARLET / RFIEUMATIC FEVER
OTHER

GOUT
EMPHYSEMA
ASTHMA
CLAUCOMA
AR'THRITIS

ARI YOIJ PRESENTLY TAKING ANY MEDICATION? (INCI-UDING BIRTH CONTROL) YES NO PLEASE LIST

ALLERGIES: IF YOU ARE ALLERGIC I"O

_PENICILLTN -_NOVOCATNE _
OTHER. PLEASE LIST

ANY OF ]'HE FOI,LOWING. PLEASE CHECI(:
ADHESIVE TAPE CORTISONE CODIENE IODINE I-,A'I-E,X

PAST MEDICAL HISTORY: PLEASE ANSWER IES OR,\O TO THE ITOLLOWINC. IF YES, PLEASE EXPLAIN
I]AVE YOU HAD ANY SERIOUIS ILLNESSES OR OPERATIONS?
HAVE YOU I.IAD ANY INJURY I{EQUIR]NG MEDICAL ATTENTION?
HAVE YOTJ HAD ANY FOOT SURGERY? WHEN? REASON?

FAMILY MEDICAL HISTORY: HAS ANY MEMBER OF YOUR FAMII-Y I.IADiHAVE ANY OF THE FOLLOWINC?
DIABETES PERIPHERAL VASCUALR DISEASE / BLOOD VESSEL,S
HEART DISEASE HYPERTENSION / HIGH BLOOD PRESSURE
ARTHRITIS OTHER

IF YOUR PARENT(S) IS/ARE DECEASED, WHAT WAS THE CAUSE OF DEATH?
DID YOU OR DO YOU SMOI(E IF YES. ]JOW LONG?

TO THE BESTOF MY KNOWLEDGE, THE AT}OVE INFORMATION IS CORRECT

GOUT
ASTHMA

HOW MANY PER DAY?

(PATIENT SIGNAGTURE, OR IF A MINOR, PARENT'S OR GUARDIAN'S SICNATURE)



THIS SECTION IS FOR THE INSURANCI] DEPARTN4ENT AND I1. IS NECI]SSARY THAT YOU COMPLETE TI.IIS FORIVI AS FUI,LY ANI)
ACCURATLILY ,AS YOU Cr\N. WE NIIED 1-lllS INFORlvlr\]-lON SO WE Cr\N PROCL-ISS Al-L INSURANCTj CLAIN4S AS QUICKLY AND
EFITICIENI-LY AS POSSIBL,E. TIIANK YOU.

PLEASE BE AIvVARE: DIVORCED PARENTS: THIS OFFICE POLICY REQUIRES TI-IE, PARENT ACCOMPANYING TI-IE CIIILD ITOR

THE TREATN,IENT WILL, BE HELD RESPONSIBLE F.OR ALL I]ILLS \\iE CT\NNOT BILL THE OTI-IEII PARINT.

PRIMARY INSURANCE COMPANY INFORMATION:

PRI]\4ARY INSURANCE CARRIEIt

INSURANCTJ ADDRESS

ID#

PHONE # ( )

INSURED'S (GUARDIAN) NAN4E

ADDR-ESS C]TY

RELATIONSHIP TO PATIENT

STA'IE 7_.tP

INSIJRED.S E\1Pt-OYER

F\lPI OYER'S {DDR-ESS

ITOME PFIONE T ( SS# TNSURED'S DATE OF BIRTI'I

BLJSINESS PFIONE # (

T]ITY STATE ZIP

SECO}'DARY INSURANCE COMPANY INFORMATION:

SECO\ DARY INSURANCE CT\RRIER

:\Si R.ANCE,ADDRESS

ID#

PI'IONE # (

SIGNATURE ON FILE: IN ORDER TO S[,8\,111-A t]LAlN4 FOR Pr\YMIlNl'TO US OR FOR REIMBTJRSEMEN'| TO YOU FOR SERVICES

COVERED UNDER YOU POLICY \\;E \lUST IIA\J[ \,OUR,.\L:'I.HORIZz\-IION TO RE,I,ET\SE MEDICAL INFORMATION I-O YOUR

I\SURANCE CARRIER.

I HEREBY AUTHORIZE DR. .IEFFREY CONITORTI. tIIS OFFICE OR IIIS DESICNATED ASSOCIATE. TO SUBMIT A CI,AIIVI'IO I'HE

INSURANCE CARRIER i LISTED ABOVE OR I,f.S INTERI\4EDIARIES. FOR T\LL COVERED SERVICES. I DIRECI. MY INSURANCE

CARRIER OR IT'S INTER\,IEDINIIES. TO ISSUE PAYi\,lEN-r CHECK(S) DIIIECTLY TO DR .IEFFREY CONITORTI. IilS OFFICE OR HIS

DESIGNATED ASSOCIATE. FOR SERVICES I DID NOT PAY FOR.

I UNDERSI.AND THAI.\,lEDICARE AND PRIVATE INSLIRANCI- CARRILTRS DO NOT CO\i ER ALL IT4EDICAL SE,RVICES AND THA I I

AM FINANCIALLY RESPO\'SIBLE TO DR..IEFFREY CONFORI'I.IIIS OFFICE OR HIS DESICNATED ASSOCIA-TE, FOR I\NY

BALANCE(S) OR SERVICE(S) NOT COVERED BY IVIY TNSURANCE CARRIER OR CO\iERED SERVICES TIIAT ARE NOT PAID FOR

BY MY INSURANCE CON'IPA}-\'\\'lTlllN 30 DAYS OF MY Vllsl-TO TIIE OFtICE'

I GIVE PERN4ISSION I-O DR. .IEFFREY C]ONFORTI. IIIS OFICE OR I.IIS DES]C\ATF,D ASSOCIATE. TO T\DIVIINIS'IEII APPROPRIATE

CARII NECESSARY lN ]-HE DIAGNOSIS ..\ND ]'ltLr\TlvlENT FOR CONDI] IONS. IF ANY. FOR NIYSELIT AND ANY PERSON(S) I rWl

I,EGAI-LY RESPONSTBLE FOR.

I UNDERS AND 1'IIAT DR. .II]FI.-REY CON-}TORTI IS PARI- OWNER IN I'I-IE CENTER FOR SPECI,{L SURGERY LOCATED IN

HAWIHORNE. NJ AND THAT IHAVE r\ CHOICI.T IN COING TO r\ DIFFEI{EN'I FACILIl'\'llr I REQLII{E SURGERY. IAL.SO FI.\VE

READ AND UNDE,RSTAND I I{E t-ilPPA PRIVACY STATEIvIENT ]-HE OFITICE N4ADE, AV;\lLAilLE TO VlE. I AUTI-IORIZI] AND

.{LLOw DR. CONFORT-I'S OFFICE TO FORW.ARD ANY AND ALL INFORIvIATION CONCE,RI-lNC i\4Y CARE TO ANY ENl-lTY.

PERSON OR AUTI'IORI-rY TI-IAT CAN OR \\ilL.L ASSIS'f l'l{D OFFICE TO COLI.ECTANY t-EE DUE THE OFFICE TFIAT RESUL'IS

I.RO\4 TIIE C,\RF- RF-C]EIVED.

I UNDIIRSTAND-p-tAT DUE TO INSIJIT-ANCE CO1\4PANY l-tI,{ELI' l:'lLlNc ]?EOIjIREA,IEN'1-i, lT IS TI-IE PATIENT'S / GUARDIAN'S

RESPONSIBILITY TO ENSURE-II,IAT TI-IIS OITFICE HAS UP TO DATE INSL]RANCE INFORMA'IION BEFORE EACII VISI'I IF THE

OFFICE IS NOTCIVEN PROPI]R INNSURANCE INFORI\4A'IION A'I I-FII] "IIME OF SERVICE. THE BII,L WII,L BE TI-I1' PAIIENT'S /

GUARDIAN'S RTSPONSIBILITY.
A COPY OF TI.IIS SIGNATURE IS A \/ALID AS I-HE ORIGINAI .

@il.l,vttxon,PARENT(S)oRGUARDlAN(S)SIGNATURE)
DATE


