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PLEASE PRINT PATIENT INFORMATION

 
Today’s date:

Patient’s last name: First: Middle: Marital status (circle one) 

Single  /  Mar  /  Div  /  Sep  /  Wid

Birth date: Age: Sex:  M  F Is this patient a minor?   Yes    No  If yes please fill out parents information.

Street address: SSN: Home phone no.:  (       )

Cell Phone no.: (       ) Work phone no.:  (        )

P.O. box: City: State: ZIP Code:

Whom may we thank for your referral (please check one box): Dr.

 Family/Friend Office
Sign

 Close to
home/work  Yellow Pages  Newspaper  Other

Occupation:

Employer:

Primary Care Physician and Phone Number:

Date Last Seen:

Primary Care Physician's Address:

Pharmacy of Choice:

Patient Shoe Size:

Other family members seen here:

Patients Mother’s Info/Spouse Info
 (if minor or applicable) Birth date: Address (if different): Home phone no.:

  /     / (          )

Is this person a patient here? Yes No
Social Security
#

Occupation: Employer: Employer address: Employer phone no.:(     )

Patients Father’s Info (if minor) Birth date: Address (if different): Home phone no.:

   /    / (          )

Is this person a patient here? Yes No
Social Security
#

Occupation: Employer: Employer address: Employer phone no.:(     )

Create PDF files without this message by purchasing novaPDF printer (http://www.novapdf.com)
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INSURANCE INFORMATION
(Please give your insurance card to the receptionist.)

Primary Insurance Name / No HMOS are
accepted as we do not participate .  If
your plan is HMO,  payment for services
will be required on day of service.

Subscriber’s name: Subscriber’s S.S.
no.: DOB Group #: Policy no.: Co-payment:

  /     / $

Employer: Address: Phone:

Patient’s relationship to subscriber:  Self Spouse Child  Other

Secondary Insurance Carrier

Subscriber’s name: Subscriber’s S.S.
no.: DOB Group #: Policy no.: Co-payment:

  /     / $

Employer: Address: Phone:

Patient’s relationship to subscriber:  Self Spouse Child  Other

IN CASE OF EMERGENCY

Name of local friend or relative (not living at same address): Relationship to patient: Home phone
no.: Work phone no.:

(          ) (          )

I authorize Dr. H. Craig Fox and the staff of Fox River Foot & Ankle Center P.C.  to treat me for my Foot and Ankle
(Podiatric) problems. The above information is true to the best of my knowledge. I authorize my insurance benefits be
paid directly to the physician. I understand that I 

. I also authorize Fox River Foot & Ankle Center P.C. or my insurance company to release any information required to
process my claims.   I acknowledge that I have received Notice of Privacy Practices which are in compliance with HIPPA.

I hereby agree to the following terms and conditions:

Any balance remaining after insurance will be due 21 days after the date of the invoice from Fox River Foot & Ankle
Center P.C..  There will be a $30.00 service charge added for each check tendered in payment that is not honored for any
reason.  I agree that if my account becomes delinquent, I will pay a collection fee of 25% of the total owed when sent to
collection, all attorney fees, and court costs incurred by the creditor.  I have read and understand this authorization in its
entirety.
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Podiatric Pain Analysis Survey
H. Craig Fox, DPM
Fox River Foot & Ankle Center
PODIATRIC MEDICINE ◦ SPORTS MEDICINE

Name: _____________________________________

Height: ________Weight:_____________

Please check any of the following conditions you are currently experiencing or suffering from:
 Flat Feet     Pain in feet or legs with exercise or activity   R/L/Both   
 Heel or Arch Pain  R/L/Both     Feet/Toes feel numb  R/L/Both
 Leg pain (shin splints) R/L/Both     Foot/Toes/Legs burn  R/L/Both
 Achilles tendon pain R/L/Both     
 “Toe-in” or “Toe-out” gait (walking)  Discoloration of toes/foot R/L/Both
 Ankle swelling or stiffness R/L/Both    Neck Pain    
 Back Pain  Non / Poor healing sore on the leg or foot  R/L/Both  
 Ankle instability (easy twisting injuries)
  R/L/Both
 Do your legs feel heavy, tired, restless, or achy R/L/Both
 Have you had a Deep Vein Thrombosis (DVT) and are experiencing pain, swelling R/L/Both
  Pain with first step in the morning
  Pain in the Ball of Foot  Nail Problems

 Yellowed  Thick  Painful

 Discolored  Ingrown
Please answer the following about the above conditions:
Do the above conditions disrupt your lifestyle and activities of daily living?  Yes / No

Did the condition result from accident or injury?  If so, please detail:

Is this condition causing or are you suffering with any of the following:

Tingling/Numbness in:     Pain radiating into: Difficulty with:
 Legs R / L              Ankle R / L  Standing  Bending
 Ankle R / L              Feet R / L  Walking   Lifting
 Feet R / L              Toes R / L   Sitting       Kneeling

Nature of pain:  Sharp /  Dull  /  Throbbing  / Constant  /  Intermittent

How long have you been suffering with this condition?  Days / Weeks / Months / Longer

Is this condition affecting your ability to perform daily tasks?  Yes / No

Please check any prior treatments received:
 Injections  Orthotics    Temporary over the counter inserts
 Non-steroidal anti-inflammatory medication    Braces/immobilizers
 Physical Therapy    Ice    Rest

_____________________________________            ________________________
        Patient Signature Date

**For Office Use Only**
Tenosynovitis: PTT, EHL, EDL, 
FDB, Achilles
Exostosis Location _________
Capsulitis:  MPJ   IPJ
Hammertoes:  

Digits____________
Location

Metatarsalgia:_____________
Ulceration:  Location________

Grade 0, 1, 2

 Height:__________   Diabetic?  Yes or No (circle one)....Insulin/Medication/Diet (circle one)

 Weight:_________   Smoker?  Yes or No (circle one)...If Yes, Amount Per Day___________

 Drug Allergies/What occurred?_________________________________________________

 Email address:________________________________________________________________


