
MILWAUI(EE
FOOT AND ANICIE SPECIilSTS Patient Registration Form

Last Name

DOB

,V I LWA U I( EE FOOT.C OM

ssf

First Name: Midd le

Sex: M or F Marital Status: Single/Married/Widowed

Street Address: Apt f

City State:

Home Phone Cell Phone

May we leave a confidential message on your answering machine? Yes or No

EmailAddress:

Zip code:

Work Phone:

Race Hispanic or Non-Hispanic Primary Language

Employer: Occupation

Emergencv/Alternate Contact: Please list any additional people you authorize us to speak with regarding your

health/appointments.

Name

Phone Number Phone Number

Relationship Relationship:

How did you hear about ou. office?
Patient Referral:

Doctor Referral:

facebook

Google

Radio

DigitalAd

Other:

Secondary lnsurance:

lnsurance lnformation

Primary lnsurance:

Guarantor lnformatioll:

{Person who holds 6nrncia I responnbllity for

Guarantor Name:

Guarantor address

Guarantor Phone Number

Guarantor DOB:

work Related lniurvi

ls yourvisit today associated with a

work related injury? Yes or No

Date of lnjury:

Claim Number

Claim Adjuster Name

Phone

Email

Workers Comp Carrier

Subscriber of lnsurance

DOB of subscriber:

Phone Number of Subscriber

Relationship to Subscriber:

oo you have HSA or FSA?

Mit*.ulE Fet .nd A.lt sp..aarkt5 $[ hill you. i6lEre .om9..y d you. b.h., ior your *.l,e.- I .uthort. ily iEUEd 6.mti6 to be p.il diE rlY io Mitd!k.. fd a'n anlk
m fiB(i.lv ..poN.bb for q b.r.d- I .ls. .dho'ir. Mitrule. Fd .ri A.rb sr.dali.ir .ha/d iNuBre .onrry lo cleas .iv 

'nfomtio. 
requjRd

to p.6.t5 my .taim!. ThB ra...mrt witl Gmi. '. .ff.d untir rv.k d by ry-l, h ettrr,r. A 6ry .f thi' dc!tu i5 cotud.r.a e.lid .s rh€ .n.i..r ft. .bd
b€n of hy kll led!.. r will.otify Milw.ul.. F@r.nd Ankle Sp.cj.lklt ofanv ch:^9.5

Patient or Guardian Signature Date

Patient lnformation:

Name:



MILWAUIGE
rOOT AND AHKI,E SPECIALISTS

Patient Registration Form
MILWAUI(EEFOOT.COM

PrimaryCarePhysician:

High blood pressure

Low blood pressure

Liver problems

Pacemaker

Family Medical History:

Diabetes

Cancer

Blood clots

Significant Past Medical History (please list):

Patient Medical Historv:

hone:--Da teLastseen:

Pharmacy: Location/Cross Streets

Whatare you being seen fortoday?-When did yourcondition begin?

Please rate you r pain on a sca le of o-10 (10 being the worst pain you can imagine) 0 12345678910

ls this a work related injury? Yes OR No lf yes, please give the date of injury: 

-

Height: 

-Weight

Shoe Size:

u^hhio..

Do you smoke? Yes OR No How many packs per day?

Do you drink alcohol? Yes OR No How frequently? Rarely socially

0o you exercise? Yes OR No Type of activity:

Are you diabetic? Yes oR No lf yes, do you take insulin? Yes OR No

Have you ever been treated for any of the following conditions? (Check all that apply)

How many years?

Daily

Frequency:

Blood clots

- HIV

Heart trouble

Epilepsy

Xidney problems

Hepatitis C

Stroke

Asthma

n Stroke

Asthma

Please list ALL medications you are currently taking or attach medication list:

Please list ANY allergies to ANY medications:

Please list ANY major surgeries (within the last 10 years):

*PLEASE SEE REVERSE SIDE OF THIS PAGE{'



MIL\{AUI(EE
F.{)T AND ANIOE SPECIAI.JSTS

Patient Registration Form

General:

Eves:

Corrective lenses

Blurred/double vision
Eve pain

Redness

watering
ENT:

- Headaches

Difficulty swallowing
Nose bleeds

Ringing in ears

Earaches

cardiovascular:

- Kidney stones
Musc1|loskeletal:

RA

Lupus

Gout
loint pain

. Swelling

- lnstability
stiffness
Redness

Deep muscle pain

Skin:

' Unusualchanges
Poor health

- Rash

Itching
Redness

- Ulcerations
lnfection5

Neurologis:
Numbness/tingling

- Unsteady gait

- Dizziness

Tremors

Seizure

Stroke
Weakness

DroP foot
Psvchiatricl

Nervousness

- Anxiety

- Depression

- Halluc;nations
Hematolosic:

Easy bleeding
Bruising

Cancer

Coumadin
Blood thinners

Endocrine:
Excessive thirst or urination
Heat/cold intolerable

- Thyroid (hi8h or low)

MILWAUKEEFOO'T.COM

unexpected weight loss/gain

Fevers

Chills

Fatigue

Review of Svmotomsi

Chest pain

Palpitations
Fainting

Murmurs

Poor circulation
cold feet
Calf pain

Resoiratorv:
Shortness of breath

Sneezing

CoughinS

Chest tightness
Chest pain

Snoring

6astrolntestinal:
Heartburn
Hepatitis
Jaundice

Bleeding

Colitis
crohn'5

Ulcers

Genitourinary:
Renalfailure

Difficult urination
Flank pain

Doctor Signature: Date:



MIL\ryAUI(EE
FOOT AND ANKIT SPTCIAilSIS

ItI LWATI I( L Ef O()I.COl,t

ACKIiOWLEDG EI\{ENT OF H IPAA POLICY

Milwsukee Fool & Ankle SPecislisls Provid€s this
of Herlth 8nd Human Senices in eccordance with

Conse[t to compl! wiah the Privacy RegnlstioDs issued b! the Depsnmenl
the Health losursnce Portsbili{ aDd Accoutrtrbiti(l Acl of 1996 (HIPAA)'

wc understand that your medical information is personal to you and we are commifted to prote.cting such information. As our paticnt.

rye creare medical records about yow health, ourcare for yott' and the services andlor items we provide you. By law. r+e are required

to make sule thal your protected bealth iDformation is kept privat€.

lfyou ever belier.e your privacy rights have been violated, you may file a complaint with the ComPliance Oflicer of Milr'r'aukee Foot

Ainkle Spcciatisti or with thi Secrcrary ofthe D€pafinent ofHealth and Human S€rvices. All complainB musl be submined in

r,rriring. You wilt not be pemlized for filing complaints.

THIS NOTICE DESCRIBES IIOW MEDICAL INFORMATTON ABOUT YOU MAY BE USED AND DISCLOSED AND

HowYoUCANGETAccESsToTEISINFoRMATIoN.PLEASEREvIEwITCAREFULLY.

How will we use or disclose your information? Here are I fe\r examples:

- For medical Eea:ment & referral

- To obtain payment & file insurance
.- In emcrgenc! sihations

- For workers' compensalion programs

^' ln response lo cenain requesrs arising out of
lawsuits or other disPutes

- For reseatch and educadon

- To prevent serious &rears to health safer)"

- For appointme[t atrd patienl recall rcmindcrs

- To run ottr Practice more efficiently and insure all our Patients
receiYe qualiry care

- The right to paper copy of rhis notice

- The right to request confidential communications

- The righr ro request resrictions

By sig[ing ahis form, you consent to our use 8nd disclosurs of Protected hcrtth infontlatiotr sboot !ou for treaament payment'

;;il!;ffi ";;" "p".aiinns. 
You ha"e Ge righr to revote this Consent. in sriting, signed by yo,. Ho*ever, such a revocarion shall

,oi"n* --,: oir"iosures we have already maie in reliance on your prior Consent. Mil*'aukee Foot & Ankle specialists ma)

condirion treatment upon the execulion ofthis Consent'

Additional). by sigrirg lhis form, you scknowlcdge thrl by PreseotinS yourself 8s t {|etieDt or child }ou consenl for csrc by

rhe docroE snd statf of Mi*rukee Flii i mru.sp..i"rti" you here-b1'grant fttt authority to the Podiatrists and their respective

assistanrs to administe. -a perror. an!-"nJuri arugr. "**"nc 
tests. or diagnostic procedures to or upon yout Person' *'hich mal

be advis€d or necessary'.

You have cenain rights regarding rhe information we maintain abou' you These rights include:

- The right to inspect and coPY

'. The righl to amend
.' The right to an accounling of disalosures

Effective Dste

This noticc is in cfTect as ofAPril 15' 2003

Pstient Ackttowhdlcmctrt

By signing below, I acknowledge receiPt ofa copy ofrhis notice'
10 rts terns

Patie.t or Guardian Signature:

I have full understanding and am in agrctment

Date

I

I



MIL\ryAUI(EE
FOOT^ND ANI(LT SPTCIAI-ISTS

M 
' 
LWAUK EEFOOT.C O.\{

We arc pleased ro offer you the service of billing your insursnce company for the care you have received Fom our doClors. la is )our
responsibility 1o notify us ofany chaages in your insurance coverage.

Ifyou ar€ uninsured, payment is due in full on rhe date ofservic€, or payment must be made in adYance. For insured patients, co-pa) s

and deductibles are due on the date ofservice Fovided to y-ou in the omce

Thc fces $-e charge for services are usual and cuslomary for this area. Your heahh insurance policy may base its allowances on a

fixed fee scheduli that may or may not coincide with our usual fees. You should be awarc lhat differcrt compEnies ma;' vary' grcatly

in the D?e ofcoverage available.

Ultimate responsibility of Daymen t for sen'ices rendered is vours.

For our Medicarc patients, we agtee to accept r$e charge determination ofthe Medicarc carrier as the full charge. You are responsihle

only for the deduciibte, coinsurdnc€, and non-covered scrvices as daermined b-v the Medicare carrier.

I hereby authorize Milwsukee Foot 8nd Ankle Specialisls to relessc to Eny insurance compao!r, physici8n,!r ho!pital all

medicai informrtion xhich is necBsrry to afford proper treatmelt or obtsir paymeot for scrvices' I her€by assign to the

ph!-sician(s) all pryE€trtr for medicsl s€ryices rendered lo mysclfor Dy depeodetrts. I hsve read sad fully undersland the

above, and I re8lize that I8E responsible for any chlrges not coverd b1 my insureoce'

We 1vant ro rhank you for choosing us as your health care provider. ln order to give you and all our parients the best possible care. we

request lhat you teview our policy regarding missed and./or canctlled appointmens below:

A MISSED APPOINTMENT TS WIIEN YOU FATL TO SHOW UP FOR AN ALLOTTED APPOINTMENT TIME'
WITHOUT A PHONE CALL OR CANCELLATION NOTICE OF (AT LEAST) 24 HOURS.

A S50 fee will be assessed for €acb apPoi[tment that fsil! to coDply witb the above Policy'

Patient or Guardian Sigrature: Datc

FIN.{NCIAL AND CANCELLATION POLICY


