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Patient Information: 

Name:__________________________________________________Date:____________________ 

Address:__________________________________City:______________________State:_____Zip:_____________ 

Home Phone:_________________Cell Phone:___________________Work Phone:_________________ 

Sex:   M    F      Date of Birth: _________________ Age:_____ Marital Status: S  M  D  W  

Email: __________________________________________ Social Security Number:________________________ 

Employer Information: 

Employer Name:______________________________Address: __________________________ 

Insurance Information: (Please fill out completely OR provide your cards for photocopying) 

Primary Insurance: ____________________________Address:_____________________________ 

Telephone Number ____________________ Name on Card_______________________DOB__________ 

ID#_____________________ Group #__________________Relationship to Patient ____________ 

Secondary Insurance: _________________________ Address:_____________________________ 

Telephone Number ______________________ Name on Card______________________DOB___________ 

ID#_____________________ Group #__________________Relationship to Patient ____________ 

Emergency Contact: 

Name: ______________________ Relationship to Patient: ______________Phone Number:________________ 

Financial Policy: 
 
Patient is expected at time of service. Co-payments, Co-Insurance, Deductibles and non-covered 
services are due when services are rendered. We accept cash, personal checks, debit cards, and 
major credit cards. We do not accept payroll or third party checks. Our fee for returned checks 
is thirty dollars ($30.00).  If your insurance company does not pay in a timely manner, you will 
be billed after 90 days, and will be responsible for late fees and finance charges, if applied. Our 
office agrees to file your insurance in a timely manner, and assist you with any problems you 
may encounter, however, by signing below you agree to be 100% responsible for all charges 
rendered. 
 

Signature______________________________________ Date:_________________________ 
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Medical History: 

Do you HAVE  or HAVE YOU HAD any of the following conditions? 

   Yes No      Yes No 

Diabetes   ____   ____  Blood Clots  (phlebitis)  ____ ____ 

Heart Disease  ____ ____  Stomach Disorder  ____ ____ 

High Blood Pressure ____ ____  Seizures or Epilepsy  ____ ____ 

Poor Circulation  ____ ____  Abnormal/Excessive Bleeding ____ ____ 

Arthritis   ____ ____  Difficulty Healing  ____ ____ 

Kidney Disease  ____ ____  Keloid or Thickened Scars  ____ ____ 

Asthma   ____ ____  Gout    ____ ____ 

Stroke   ____ ____  Swollen Feet or Ankles  ____ ____ 

Rheumatic Fever  ____ ____  HIV Positive   ____ ____ 

Hepatitis /Liver Disease ____ ____  Cancer: ___________________ ____ ____ 

Sickle Cell Anemia ____ ____  Other conditions not listed: _____________________ 

Do you have any ALLERGIES  to the following? 

  Yes  No Sensitivity    Yes No Sensitivity 

Codeine  ____ ____ __________  Demerol  ____ ____ __________ 

Penicillin ____ ____ __________  Sulfa  ____ ____ __________ 

Cortisone ____ ____ __________  Iodine  ____ ____ __________ 

Other Antibiotics____ ____ __________  Other Drug Allergies:_____________________ 

Have you had any FALLS within the past year? ______If so, How many?______ 

What was the cause of your fall? ______________________________________________________________ 

Please list all Medications  you are currently taking with dose and how often: 

_________________________________________________   ________________________________ 

_________________________________________________   ________________________________   

Who is your primary doctor?_____________________________ Phone Number _________________ 

If you have Diabetes, Who is your Diabetic Doctor?___________________ Phone Number________________ 

What pharmacy do you use?_____________________________ Phone Number__________________ 

Is there any chance that you may be pregnant? Yes______  No ______ 

Do you smoke? YES/NO  How much?_____________/day 
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Podiatric History: 
Have you ever been to a Podiatrist? ____________ For what complaint?__________________________  

What problems are you coming to the doctor for today?_______________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

How long have you been having this problem?_______________________________________________ 

Have you received any treatment for these problems in the past? ___________________ 

Is this problem accident related?__________ If yes,  Accident Date: _____________________ 

Was this work related? ______________ 

Shoe Size________________  Height ____________________ Weight ________________________ 

I certify that the information I have provided is true and correct to the best of my knowledge, and I give my 
permission to the doctor to administer and perform such procedures as may be deemed necessary in the diagnosis 
and treatment of my feet and/or ankles. 

Signature: _______________________________________________ Date: _________________ 

Privacy Practice Acknowledgement 

I consent to the use or disclosure of my protected health information by Dr. Bruce K. Boyd DPM, for the purpose of 
diagnosing or treatment of me, obtaining payment for my healthcare bills, or to conduct healthcare operations of Dr. 
Bruce K. Boyd DPM. I understand that treatment of me by Dr. Bruce K. Boyd DPM may be conducted upon my 
consent as evidenced by my signature on this document. I understand I have the right to request a restriction as to 
how my protected healthcare information is used or disclosed to carry out treatment, payment, or healthcare 
operations of the practice. Dr. Bruce K. Boyd DPM is not required to agree to any restrictions I may request. 
However, if the doctor does agree to a restriction, the restriction is binding to all. I have the right to revoke the 
consent in writing at any time, except to the extent that the doctor has taken action in reliance on this consent. My 
“protected healthcare information” means health information, including my demographic information , collected 
from me, and treated or received by Dr. Bruce K. Boyd DPM, another healthcare provider, a healthcare plan, my 
employer, or a healthcare clearing house. This protected healthcare information related to my past, present, or future 
physical or mental health or condition and identifies me, or there is a reasonable basis to believe the information 
may identify me. I understand I have the right to review Dr. Bruce K. Boyd DPM's Notice of Privacy Practices prior 
to signing this document. The Notice of Privacy Practices is available should I request It. The Notice of Privacy 
Practices describes the types of uses and disclosures of my protected health information that will occur in my 
treatment, payment of my bills, or in the performance of healthcare operations of Dr. Bruce K. Boyd DPM. This 
Notice of Privacy Practices also describes my rights and Dr. Bruce K. Boyd DPM’s  duties with respect to my 
protected health information. Dr. Bruce K. Boyd DPM reserves the right to change the privacy practices that are 
disclosed in the Notice of Privacy Practices. 

I have been provided an opportunity to review the Privacy Practices. 

Signature: ______________________________________________________Date:_________________________ 
 


