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Patient Intake Form

Today's Date: (recha)

Reason for visit: Referred by:
(Razon de la vista) (Referido por)
PLEASE PRINT

PATIENT'S NAME (last, first) (Nombre de el paciente)

ADDRESS, CITY, STATE, ZIP (Direccion, Cuidad, Estado, Codigo postal)

AGE DATE OF BIRTH SEX MARITALSTATUS SOCIALSECURITY #
(Edad) (Fecha de nacimiento) (Sexo) (Estado Civil) (Numbero de Seguro Social)
M F SM W D SEP

| ) !
HOME PHONE #:(Numero de teleforo)  CELLULAR PHONE #: (Celwlar)  WORK PHONE & EXT. APPLICABLE (7Trabajo)

Employer's Name (Nombre de su empleado) Address & Title (Direccion)
In case of an emergency contact: ' Telephone No. Relationship
(Contacto de emergencia) (Numero de telefono) (Relacion)

INSURANCE INFORMATION: (Informacion de Seguro)

Is your injury a result of an accident? NO YES IT yes, plcase circle what type of accident you had: (Que tipo de accrdente?)
(Es su herida resultado de un accidente?) Motor vehicle Worker’s comp. Slip & fall
Date of accident: (Fecha de occidente) (Accudente de carm) (Acckdente de trabajo) (Caida)
Primary Insurance Carrier: (Seguro primario) Telephone No.: (Numbero de telefono)

LD/ Claim No, (Number de identificacion) Adjuster / Case Manager: (Nombre de la persona encargada de su caso)

Secondary Insurance Carrier: (Seguro secundario) ‘Telephone No.: (Numbero de telefono)

LD,/ Claim No. (Number de identificacion) Group No.:
Tertiary Insurance Carrier: Telephone No.:
LD, /Claim No. Group No.:

If you are being represented by an attorney, please supply us with their complete information:
(51 esta siendo representado por un abogado, porfavor escriba la informacion aqui)

Name: Telephone No.:

Address, City, State & Zip:




PAGE 2: PLEASE PRINT ALL INFORMATION.

Height: Weight:
(Estatura) (Peso)
Do you smoke? NO  YES (how much?)

(Usted fuma?) (Cuanto)

Do you consume alcohol? NO  YES (how often?)
(Consume alcohol?) (Frequencia)

3 MEDICAL HTSTORY ' -

Qnesd

Fiase a2 mark on “Yes® or "No” 1o incicate if you have had any of the foliowing:

ADSHY ClYes [ Ne Epilopsy = ‘. CdYes [ONo Aasn DOYes [ nNo
Alleggies 1o Anasihatics [Oves INo Eye Problems OYes [ Ne Resp+aisty Dsease Oves O No
Allesgies 10 Megdcine or Drugs [ Yes Tlne Fainting Ives [JNo Ansumaic Fower Ovyes ONo
Anemia Oves ONo Foot ot Leg Cramps [Cves C)nNo Sharnness ol Braath Clves [ No
Angina Cyes 1 No Gowut 3 ] - Cves [ no Sinus Problems Ovyes O No
Astheitis CIves [CINo Heagaches o ) - Tves 3 Neo Spec:al Digt DOvyes O wNe
Avtiticial Meart Vaives or Joints [ ves I No Hear! Ciseass Cves [Jno Siroke ves [0 No
Asthma CYes CinNo Hemopivia COvwes OnNe Sweltng in Ankies, Feel Oves [ No
Back Probems Cves JNo Hepatits or Jaungice . - [IYes [JMNa Swalien Neck Glands Cives [ No,
Blwading Disarders CYes [ No High Biood Pressure Clves () No Tired Feet Oves [JwNe
Cancer Cyes TINo Kidney Probiems Oves OnNe Tubesculoss Oves DNo
Chemical Dependercy Oves TiNo Liver Disease CYes ONc Ukcers dYes [OJwNo
Ches: Fain Clives [ ~No Low Blood Pressure CIves [nNe Vancoss Vains Oves D) No
Chrranc Tiasthea Clves [TINo Neuropathy Clves [INo Venarea! Dissase Mves [ No
Circulalory Prablams Oves [ o Phiebilia Oves TnNo Weight Loss, unexplaines OvYes O No
Diateles Dyes [OINe Psychiaiic Care- CIves [JNo

Ear Probiems Oves o Radation Treatment DOves CIno

Surgeries you have had y

Hospilahizaten othes than lor the surgeries listea e ot 4 p——
Farmity physcan : —  Last visil gale
Are you now, or have you been, undger any dlher doclor's care for any reBson over the past Iwo years? Oyes [nvo

Il yos, plesss sxplan

:& MEDICATIONS ALLERGIES
A O Loca Anssihetcs

) Aanes~aTope
) Anncozgutant Therapy ) Novocaine

Include arescrnplions, over-the-counter medications and wiamins

) Aspinn ] Pencitlin
] Covene [ Seacods
Pharmacy Name(s) ] Demeror O Surte
] toke
s | .
Phapmacy Pnoneis) { s

Do you take oral contraceptivas? [Jves [ No 52

TREATMENT CONSENT

[

| maraby consent and give my permission Lo the doctor (and the doclor's assisiants or designaled replacement) 1o adminisier and per-
lorm such procedures upon IMe as the Jocior Ceems NeCessSary

Siraiura ol Paseni. Pareni, GLardian of Pursona ASpRweniAlve: } === Datn

Teriors Reor = Seasocsrp 1o Panan:

B Fease pvu OB O Panem. Paient, G o



CONSENTS:

Patient name: Date:

ASSIGNMENT OF BENEFITS AND INSURANCE AUTHORIZATION

| hereby authorize Robert W. Hutchison, DPM, LLC to furnish information to insurance carriers concerning my
illness and treatments. | hereby assign all payments, for medical services rendered to myself or my dependent,
to the physicians. | understand that | am responsible for any amount not covered by my insurance.

| am assigning all my rights unconditionally to Robert W. Hutchison, DPM, LLC to pursue any medical bills,
relating to treatment or care by this office in addition to the above.

X
Patient signature

NO FAULT AND/OR WORKER’S COMPENSATION PATIENTS

| hereby authorize the release of my medical chart, bills and/or any other information related to my treatment,
to my attorney

| further authorize Robert W. Hutchison, DPM, LLC to pursue payment of my bills. | understand that all medical
bills will be submitted to the responsible insurance carrier and will only be submitted to my medical insurance
carrier in the event that payment is denied and/or there is a remaining balance, which | am responsible for. |
understand that | am directly and fully responsible for all medical bills submitted by you for services rendered to
myself or my dependent and that this agreement is made solely for your additional protection and in
consideration of your awaiting payment. | further understand that your attorney, if needed will arbitrate my bills
for payment.

X
Patient signature

HIPPA PRIVACY ACKNOWLEDGEMENT

l, , acknowledge that | have been provided with a copy of Robert
W. Hutchison, DPM, LLC privacy notice.

This notice is effective as of today’s date.
X
Patient Signature

PHOTOGRAPH CONSENT

l, , authorize my picture be taken. | understand that my photograph will
be attached to my medical chart and only used for identification purposes. | understand & do not authorize my
image be used for any other purpose.

X

Patient Signature

() Declined - You may opt not have your photograph taken but must supply us with picture identification for our
records.

Robert W. Hutchison, DPM, FACFAS

1000 Galloping Hill Road ¢ Suite 103 - Union, New Jersey 07083




