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Chart 
Number:_______________________ 

                                    
PERSONAL INFORMATION NEEDED TO FILE WITH YOUR INSURANCE COMPANY: 
 
Patient’s  Name:______________________        ______________________      ______       _____________________ 
                                             (Last)                                          (First)                        (M.I.)                (Nickname) 

Date of Birth___________  AGE____________                           SS#_________________ E-Mail___________________ 

Address_______________________________________           City/State ___________________________________ 

Zip___________  Phone__________________________           Cell Phone &/or Pager _________________________  

If Student, Name of College/School_____________________________________________ Fulltime____ Part time____ 

Patient’s Employer_______________________________           Phone Number ______________________________  

Business Address _______________________________           City/State _____________________Zip____________ 

Spouse’s Name _________________________________          Date of Birth: ___________SS#__________________ 

Spouse’s Employer_______________________________         Work Phone_______________________ 

Business Address________________________________          City/State _____________________Zip____________  

Emergency Contact: ______________________________         Phone Number _____________________________                                                     

Person Responsible for Account: 

Name    _______________________________________           Relationship__________________________________ 
Date of Birth _______________SS#_________________           Employer_____________________________________ 

Work Address__________________________________            City/State _____________________Zip_____________ 

Work Phone___________________  Home Phone ___________________  Cell Phone ________________________ 

Home Address __________________________________________________________________________________ 

Insurance Information             Primary Insurance                                                 Secondary Insurance 

Name of Company: ________________________________         _____________________________________ 

Address:                  ________________________________         _____________________________________ 

Policy Holder’s Name:  _____________________________         _____________________________________ 

Policy Holder’s Date of Birth:  ________________________         _____________________________________ 

 
________________________________________________________________________________ 
  
 
Please read and sign the following authorization and assignment information: 
       I hereby authorize Dr. Raymond Hurlbutt, Dr. Steven Smith, Dr. Timothy Siegfried, Dr. Jill Jackson-Smith, Dr. Jeremy  
Mason, Dr. Justin Albright to furnish information to insurance carriers concerning my illness and I hereby assign to the 
doctor(s) all payments for medical services rendered to myself or my dependents. I understand that I am responsible for 
any amount not covered by insurance or Medicare. I hereby give permission to the above mentioned doctors to admin-
ister treatment and perform such procedures as may be deemed necesary in the diagnosis and /or treatment of my foot 
or ankle condition. I also authorize the use of clinical photography to document my condition and understand that this 
may be used in lectures, scientific papers, and clinical training. All professional services rendered are charged to the  
patient. Necessary forms will be completed to expedite insurance claims. The patient is responsible for all fees, 
regardless of insurance coverage. It is customary to pay for services rendered unless arrangements are made in  
advance. I AUTHORIZE THE USE OF MY SIGNATURE ON THIS FORM FOR ALL MY INSURANCE SUBMISSIONS. 
TO MY KNOWLEDGE THE ABOVE INFORMATION IS CORRECT. I UNDERSTAND I AM FINANCIALLY 
RESPONSIBLE FOR ALL CHARGES MADE BY THE ABOVE NAMED PATIENT. I UNDERSTAND THAT A MONTHLY 
SERVICE CHARGE OF 1 1/2% (18% annually) MAY BE ADDED TO ANY BALANCE NOT PAID WITHIN 30 DAYS. A 
$35.00 CHARGE WILL BE ASSESSED FOR A MISSED OR CANCELLED APPOINTMENT UNLESS A 24HR NOTICE 
IS GIVEN. 
  
 
Patient’s Signature _________________________________________________________ Date _________________ 

                                 (If patient is under 18, this must be signed by a parent or guardian) 
 



 
Name: _______________________ 
Chart#:_______________________ 
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In order to provide you the best care possible, please complete the following information… 

 
Whom may we thank for referring you? ______________________________________________ 

If not referred, how did you find out about our practice? _______________________________ 
 

What is your primary foot and/or ankle problem? __________________________________ 

________________________________________________________________________________ 
________________________________________________________________________________ 
Date symptoms began: ____________________   Are your symptoms worsening over time? ______________  
Have you been treated for this condition in the past? (If yes, by whom?):______________________________ 
Please describe all previous foot & ankle treatments (i.e. over the counter pads, injections, surgeries, etc):  
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________  
 
Are there any other foot or ankle problems you would like to discuss with the Doctor?: 
__ Bunion                                   __ Ankle Instability                            __ Nail Discoloration 
__ Hammer Toes                       __ Gout                                               __ Leg Pain/Cramping 
__ Ankle Pain/Swelling             __ Heel Pain                                       __ Numbness in Feet 
 

Patient Medical History                                                 
 

Current Weight: ________ Shoe Size: _________   Height: __________ 

Primary Physician___________________________Office Location __________________Date of Last Exam________ 
Date of Last Tetanus (if known): ___________________ 
Other Treating Physicians (any condition)? ___________________________________________________________ 

 
Have you ever been treated for any of the following illnesses? (if yes, please check) 
 
___ Diabetes (If yes, for how long? ______ Ave blood sugar: _____Recent A1c:_____) 
 
___ High Blood Pressure ___ Immunodeficiency Disease or HIV ___ Liver Disease 

___ Heart Disease/Heart Attack ___ Thyroid Problems ___ Kidney Disease 

___ Stomach or Bowel Problems (IBS) ___ Cancer ___ Rheumatic Fever 

___ Emphysema/Bronchitis/Asthma ___ Arthritis  (Type:  Osteo, RA, Other) ___ Neurological Problems 

___ Depression ___ Ulcers ___ Circulation Problems 

___ Epilepsy/Seizures ___ Stroke ___ Back Pain 

___ TB ___ Hepatitis (A or B or C?) ___ Joint Replacement  

___ Big Scars / Keloids ___ Phlebitis / Blood Clots  ___ Heart Valves or Pacemaker  
___ Fibromyalgia ___ Bleeding Disorders ___ Other: ________________ 

Please comment on any illness checked above or write in other conditions not listed: ______________________ 

 
 
MEDICATIONS (prescriptions, over-the-counter                                   ALLERGIES (i.e. iodine, metal, latex, egg whites,  
medications, and supplements):                                                            antibiotics, pain medication, anesthetics, tape, etc.)? 
__________________________________________________       _____________________________________ 
__________________________________________________       _____________________________________ 
__________________________________________________       _____________________________________ 
__________________________________________________       _____________________________________ 
__________________________________________________       _____________________________________  
__________________________________________________       _____________________________________                                                                           
__________________________________________________   

Reviewed by Dr ___________ 

 

 
Name: _______________________ 



 
Name: _______________________ 
Chart#:_______________________ 
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Previous Hospitalizations and/or Surgeries (Please note dates & any complications) 
____________________________________        _______________________________________ 
____________________________________        _______________________________________ 
____________________________________        _______________________________________ 
____________________________________        _______________________________________ 
____________________________________        _______________________________________ 
 
Any Childhood Illnesses:___________________________________________________________________ 
_______________________________________________________________________________ 
 
Social History                                                                  

Marital Status: ___ Married ___ Single ___ Divorced 
Children: ___ No ___ Yes      Number and Ages ___________________ 
I Live:  ___ Alone ___ With Someone / Others  
Alcohol Use____________      If yes, circle amount       1-6            6-12          12-18               18+         drinks per week 
Tobacco Use  __________ # of packs per day _____________ Recreational Drug Use? _____________________ 
Occupation ______________________________________# of hours on feet per day at work/home_______/_______ 

 

Family History                                                                  
Are there any diseases that run in your family (i.e. diabetes, rheumatoid arthritis, bleeding disorders or anesthetic 

complications such as malignant hyperthermia)? __________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Mother – Alive or Deceased (please circle one) 
                          If Deceased, Cause_____________________________________________________________________ 
Father  - Alive or Deceased 
                          If Deceased, Cause_____________________________________________________________________ 
 

Review of symptoms (please note if you have experienced any of the following in the past 6 months) 
 
___ Fever                       ___ Recent Weight Loss / Gain                ___ Chills                           ___ Nausea                 
___ Chest Pain               ___ “Fluttering” Heart                               ___ Cold Fingers/Toes      ___ Blackouts 
___ Back Pain                ___ Frequent Urination                             ___ Morning Stiffness        ___ Numbness in Feet 
___ Skin Rash                ___ Shortness of Breath                           ___ Leg Swelling               ___ Unstable on Feet 
___ Easy Bruising          ___ Cold Intolerance                                 ___ Gout                           ___ Nervousness 
___ Itching                      ___ Diarrhea                                             ___ Acid Reflux                 ___ Light/Dark Stools 
___ Radiating Leg Pain  ___ Foot Pain with First Few Step in AM  ___ Calf Cramps when Walking or ____ at Night          
 

 
 

 
• Please note:  We take x-rays in the office. 

                                 Some medications                 
                                 (i.e. antibiotics) may change 

                                 the effectiveness of some      
                                 birth control medications.     

 

 
Reviewed by Dr ___________  

 

Women Only: 
1. Are you pregnant or think you may be pregnant?       ___Yes __No                                      
2. Are you nursing?                                            ___Yes __No 
3. Are you taking oral contraceptives?               ___Yes __No 
4. In Menopause?                                                ___Yes __No 
5. Been Through Menopause?                                        ___Yes __No 
Number of Pregnancies ________Births________ 


