
D AT E PATIENT N A M E MALE    FEMALE 

ADDRESS CITY STAT E ZIP

D.O.B. AGE S.S. # EMPLOYER

FAMILY DR. M AYO    OMG   OTHER LAST SEEN                      NPI #

PRIMARY INSURANCE SECONDARY INSURANCE

POLICY HOLDER�S NAME POLICY HOLDER�S S.S. #

POLICY HOLDER�S D.O.B. POLICY HOLDER�S EMPLOYER

A LTERNATE BILLING ADDRESS

P A T I E N T I N F O R M A T I O N  

The above information must be completed to file your insurance claims. ( Need copies of your insurance cards )

3428 Lakeridge Pl. NW suite 115 
Rochester, MN 55904

Phone 507.282.1053 ¥ Fax 507.282.1384
w w w.rochesterfootclinic.com

PATIENT E-MAIL MARRIED     SINGLE     DIVORCED     W I D O W MINOR  

PATIENT PHONE # CELL # WORK #

EMERGENCY CONTACT PHONE #                               WORK #               

DO Y O U H AV E A N Y ALLERGIES? YES  /  NO

Penicillin Morphine Adhesive Tape

Sulfa Drugs Antibiotics Anesthetics

Aspirin Cortisone Any Chemicals

Codeine Betadyne Any Foods

W hat is your foot / ankle complaint?

¥ W as this due to an injury?     YES / NO     home / work  

¥ How long have you had this condition?

¥ Have you had treatment on your foot before?  YES / NO  

If yes, by whom?   

¥ What was done for your foot / ankle?

¥ Who referred you to our office?

CURRENT LIST O F MEDICATIONS

N A M E DOSAGE

A R E Y O U DIABETIC? YES / NO  Family History Y / N

Controlled by: Diet Insulin Meds

office use only

Other Allergies

Complete both sides of form



PAST MEDICAL HISTO RY Have you been treated for any of the following?   List specific type.

Diabetes Epilepsy

Gout Developmental Disorder

Heart Disease Mental Diseases

Heart Attack Emphysema

Arthritis     Hepatitis

Asthma Lung Disease

Tuberculosis Thyroid Disease

Stroke Bleeding Disorder 

Cancer High Blood Pressure

Kidney Disease Neuro-Muscular Disorder

HIV Anemia

¥  Do you smoke?  YES / NO   How much?

¥  Do you use recreational drugs?  YES / NO

¥  How often do you drink alcohol? 

¥  Are You Pregnant?  YES / NO    

¥ Are You Nursing?  YES / NO

¥ Do you use a wheel chair, walker or cane? YES / NO

LIST PAST OPERATIONS General Dates

Hearing Loss 

Sore Mouth

Speech Difficulty

Sore Throat

Dental Problems

Ear Discharge 

Ear Pain

Nose Bleeding 

REVIEW O F SYSTEMS Are you currently experiencing any of the following? 

GI
Heartburn

Difficulty Swallowing 

Vomiting 

Stomach Trouble

Stomach Ulcers

Excessive Thirst

Abdominal Pain

Change in Stool

Liver Trouble

Difficulty Chewing

Nausea

Diarrhea
Irritible Bowel 
Constipation

Bladder Trouble

Kidney Stones

Prostate Trouble

Change in Urine

Excessive Urination

Change in Urine

Difficult Urination

Frequent Urination

Painful Urination

G U

W eight Change

Joint Disease

Muscle Pain

Joint Pain

Stiffness

Sciatica

Club Foot

Fractures

Sprains

Itching

Skin Rash

Moles

Eczema

Psoriasis

Discolorations

Hives

Bruises

Ulcerations

Eye Irritation

Eye Injury

Impaired Vision

Eye Disease

M S

D M

Numbness

Dizziness

Muscle Jerking

Convulsions

W eakness

Headaches

Chest Pain

Prolonged Bleeding

Rapid Heartbeat

Pain Over Heart

High Cholesterol

Varicose Veins

Swelling

Leg Pain or Cramps

Heart Problems

Persistent Cough

Lung Problems

Coughing Phlem

Wheezing

Difficult Breathing

Coughing Blood

Bronchitis

N R

E Y

C V

R P

ENT
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