
                  FOOT & ANKLE CENTER, INC - PATIENT INFORMATION SHEET 

 

Patient (First)_______________________(Last))_____________________(Mid.Int)______ 

Address Line 1_______________________________________________________ 

Address Line 2___________________________________________________________ 

City________________________________State___________________ZipCode______________ 

Home (____)_____-_______                           Work (_____)_____-_______ 

Mobile (____)____-_______ 

Email address___________________________________ 

Emergency contact:  Name______________________________Relationship______________ 

                                 Phone (____)_____-_________ 

 

Sex   ⁭M  ⁭F         Height___’___”   Weight______  Age______ Date of Birth____/___/______ 

Marital Status   ⁭Single  ⁭Married   ⁭ Widowed  ⁭ Separated  ⁭ Divorced 

SocialSecurity#_____________________________ 

Occupation_______________________________   Employer___________________________ 

Referred by:____________________________________  

Family Physician____________________________  Phone ( ____)_____-_______ 

Date Last Seen by Family Physician________________________ 

Primary Language___________________  Race______________  Ethnic origin______________ 

 

Primary Insurance Company__________________________ 

Insurance ID# _____________________________________  Co-pay $__________ 

Subscriber Name ___________________________________ Relationship to patient __________ 

Subscriber Birth Date________________________________ 

Second Insurance Company __________________________ 

Insurance ID#______________________________________ 

 

ASSIGNMENT AND RELEASE 
I, the undersigned, certify that I (or my dependent) have insurance coverage with _________________ and assign 

directly to The Foot and Ankle Center, Inc all insurance benefits, if any, otherwise payable to me for services rendered.  I 

understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the 

doctor to release all information necessary to secure the payment of benefits. I authorize the use of this signature on all 

insurance submissions. 

RESPONSIBLE PARTY SIGNATURE______________________________________________________ 

Relationship______________________________________  Date ____/_____/_______ 

MEDICARE AUTHORIZATION 
I request that payment of authorized Medicare benefits be made to me or on my behalf to The Foot and Ankle Center, 

Inc for any services furnished me by the physicians in that group. I authorize any holder of medical information about 

me to release to the Health Care Financing Administration and its agents any information needed to determine these 

benefits.  I understand that my signature requests that payment be made and authorizes release of medical information 

necessary to pay the claim.  If “other health insurance” is indicated on item 9 of the HCFA-1500 form or elsewhere on 

other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to 

the insurer or agency shown. In Medicare assigned claims, the supplier agrees to accept the charge determination of the 

Medicare carrier as the full charge, and the patient is responsible only for deductible, coinsurance and non-covered 

services. 

BENEFICIARY SIGNATURE___________________________________________ Date____/_____/_______ 

 

                                                                                                      Please complete next page 

 



Please circle any condition that you have had in the following list: 
Aids/HIV                                                    Ear Problems                                            Psychiatric Care 

Allergies to Anesthetics                             Epilepsy                                                    Radiation Treatment   

Allergies to Medicine/Drugs                      Eye Problems                                           Rash   

Anemia                                                        Fainting                                                   Respiratory Disease  

Angina                                                         Foot or Leg Cramps                                Rheumatic Fever  

Arthritis                                                       Gout                                                         Shortness of Breath   

Artificial Heart Valves/Joints                      Headaches                                               Seizures   

Asthma                                                        Heart Disease                                           Sinus Problems  

Back Problems                                            Hemophilia                                              Stroke   

Bleeding Disorder                                       High Blood Pressure                                Swelling in Ankles or Feet   

Cancer                                                         High Cholesterol                                      Swollen Neck Glands   

Chest Pain                                                   Kidney Problems                                     Tired Feet  

Chronic Diarrhea                                        Liver Disease                                           Tuberculosis   

Circulatory Problems                                  Low Blood Pressure                                 Ulcers                       

Diabetes                                                             Phlebitis                                                    Varicose Veins    

 Insulin or Non-Inslllin                               Pregnant                                                   Venereal Disease   

                                                                                                                                     Weight Loss, Unexplained   

Surgeries and/0r hospitalizations you have had 

I_______________________________________________________________ 

            ____________________________________________________________________________ 

 

Medications:                                                                              Allergies: (circle ones that apply) 

Include prescriptions, over-the-counter medications -        Adhesive/Tape                             Local Anesthetics  

and vitamins     _______________ ____________            Anticoagulant Therapy                Novocaine  

 _______________________ ________________             Aspirin                                         Penicillin                                                                                                                                                 

 ________________________________________             Demerol                                      Sulfa 

Pharmacy_________________________________           Codeine                                       Seafood    

Pharmacy Phone # (      )  _____-____________                 Iodine                                           Other_________________                                            

 

What is the chief complaint for which you                          Is there any personal or family history 

came to be treated?                                                               of diabetes? ____________________ 

________________________________                               Cigarette I Tobacco Use? __________ 

________________________________                               Years Smoked _______ 

_____________________________                                     Please circle which foot problems 

 Have you ever been to a Podiatrist                                       you now have or have had in the past.: 

before? ______________________                                       Ankle Pain 

If yes, please list                                                                     Athlete's Foot 

Name --------------------~------                                                 Bunions 

Date of Last Visit ___/___/____                                            Corns & Calluses 

                                                                                                Cramps/Numbness in feet/legs 

                                                                                                Flat Feet 

                                                                                                Foot or Leg Cramp                 

                                                                                                Heel Pain 

                                                                                                Ingrown Toenails 

                                                                                                Plantar Warts 

                                                                                                 Swelling in Ankles/Feet                                    

                                                                                                 Tired feet 

CONSENT: 
I certify that the above information is true and correct to the best of my knowledge. I give my permission to 

the doctor to administer and perform such procedures as may be deemed necessary in the diagnosis and/or 

treatment of my feet. 

 

Patient Signature _______________________________________   Date _______/_______/______________ 



The Foot and Ankle Center, Inc  Dr. Erigena Baze, DPM Dr. Bindu Mathew, DPM 

  The Foot and Ankle Center, 2222 Bristol Pike, Bensalem, PA 19020 
215 638 3338 

Patient Consent for Medical Photography/Videography 
 

 

Patient Name: ____________________________   D.O.B______________   Date:___________ 

 

□ Check here if minor or unable to provide consent: 

 

Name of Guardian or legal representative for Minor patient:______________________________ 

 

 

I consent for medical photographs or videotaping to be made of my foot/ankle or my child’s 

foot/ankle (or person for whom I am legal guardian). I understand that the information may be 

used in my medical record, for purposes of medical teaching, publication, or advertisement. By 

consenting to these medical photographs, I understand that I will not receive payment from any 

party. Refusal to consent to photographs will in no way affect the medical care I will receive. If I 

have any questions or wish to withdraw my consent in the future, I may contact the Office @ 

2156383338.  I waive the right of prior approval and hereby release the practitioners of the Foot 

and ankle center, Inc and any associated staff members from any and all claims for damages of 

any kind based on the use of my photo information contained.  

 

 

By signing below, I agree and acknowledge that I have read and understood the above Release 

and agree to all terms described. I am of legal age and freely sign this Release. 

 

1) I consent for these photographs to be used in medical publications, including medical 

journals, textbooks, and electronic publications. I understand that the image may be seen 

by members of the general public, in addition to scientists and medical researchers that 

regularly use these publications in their professional education. Although these 

photographs will be used without identifying information such as my name, I understand 

that it is possible that someone may recognize me. I also agree for my image to be shown 

for teaching purposes and to be used for my medical record. 

 

 _____________________ (Signature)                      __________________ (Witness)                                                                    

 

2) I agree for my image to be shown for teaching purposes AND to be used for my medical 

record but not for medical publication: 

 

_____________________ (Signature)                      __________________ (Witness) 

 

3) I agree to use of my image for medical records ONLY: 

 

_____________________ (Signature)                      __________________ (Witness) 
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