
MELBOURNE PODIATRY ASSOCIATES  
Foot and Ankle Surgery  

 

 

 

**PLEASE   PRINT 

Name: (First)     (Last)    (MI) Age: Birthdate:  

Home Phone:   Cell Phone:   Social Security No.: 

Home Address:    City:   State:   Zip Code: 

Permanent Address:   City:   State:   Zip Code: 

Race:       Hispanic        Non-Hispanic Preferred Language:  

Single       Married Widowed       Divorced      Email: 

Name of Employer:      Work Phone: 

Emergency Contact:    Relation:    Contact No.: 

Address:    City:   State:   Zip Code:  

How did you first learn about our office?  

Pharmacy Name and Location:  

 

RESPONSIBLE   PARTY   INFORMATION 

Person responsible for payment (Or, if patient is a minor): 

Employer: 

Business Address:        Business Phone:  

Is this a worker’s comp claim?       Date of Injury: 

 

HEALTH   INSURANCE   INFORMATION 

Primary Insurance Company: 

Primary Cardholder’s Name:     Primary Cardholder’s DOB: 

ID Number:    Group Name:   Phone Number: 

Address:  

Secondary Insurance Company: 

Primary Cardholder’s Name:     Primary Cardholder’s DOB: 

ID Number:    Group Name:   Phone Number: 
 
 

INSURANCE   AUTHORIZATION   AND   ASSIGNMENT 

INSURANCE  RESPONSIBILITY/RELEASE  OF  INFORMATION:  I understand and agree that regardless of my insurance status, I am 

financially responsible for the balance of my account. I acknowledge that I am responsible for any deductible, co-pay, or other balance not 

covered by my insurance carrier(s). Co-pays & deductibles are due at time of service. I hereby authorize any treatment(s), agreed upon 

with Dr. Richard Wilson, Dr. Jared Moyles, Dr. Thomas Wilson, or Dr. Jessica Wilson which may be deemed advisable. I hereby 

authorize payment directly to Melbourne Podiatry Associates for services. I understand that I must provide a legible copy of my insurance 

cares (with claims address and telephone number). I hereby authorize Melbourne Podiatry Associates to release full details of my medical 

history for the purposes of healthcare management and/or for processing all medical claims on my behalf. I  

authorize Melbourne Podiatry Associates to release any information acquired in the course of treatment necessary to process claims. I 

permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits to the party who 

accepts assignment. I also acknowledge that I have received the “Notice of Privacy Practices” for Melbourne Podiatry Associates. 
 

PATIENT/GUARDIAN SIGNATURE:       DATE:    



MELBOURNE PODIATRY ASSOCIATES 
Foot and Ankle Surgery  

 

 

 

Welcome to our office! This information is important for our records and your treatment plan.  
Please fill out this form as completely as possible. Thank you . 

 

PLEASE CHECK ANY DISEASE, CONDITIONS OR SYMPTOMS THAT YOU CURRENTLY HAVE OR HAVE HAD IN THE PAST. 

 

 Y E S W H E N   Y E S W H E N  Y E S W H E N 

Ane mi a    He a r t  su rg e ry    S lee p i ng  d i f f i c u l t y    

A r t i f i c i a l  V a l v e    H ig h  b lo od  p ressu re    S to ma ch  t ro ub l e    

Back  Pa i n    H I V+    S to ma ch  u l c e r s    

Bad  l e g  c i rc u la t i o n    Im pa i re d  s i g h t    S t rok e    

B lee d i ng  D i s o rd e r    Ke lo i d  sca rs    Thy ro id    

B loo d  c l o t  i n  l e g    K idn ey  d i s eas e    T ing l i ng    

B ra in  d i s eas e    K idn ey  s t on es    Va r i cos e  ve i ns    

Byp ass  s u rg ery  l egs    Le g  c ram ps    Wea kn ess    

Ch em ot he rapy    Le g  pa i n / wa l k i n g     We ig h t  g a in  (a mt )    

Ch es t  p a in    L i ve r  p ro b le ms     We ig h t  l o ss  (a mt )    

Ch o les te ro l    Lu ng  p ro b l ems    O th e r    

Co l d  fe e t    Me n t a l  i l l ness    O th e r    

Co nvu l s i o ns    M i t ra l  va l ve  p ro l ap se    O th e r    

De p ress i on    Musc l e  pa i n    O th e r    

D ia be tes    Na use a    O th e r    

D ia r rh ea    Ne rv ous ne ss    O th e r    

D i zzy  sp e l l s    Nu mb ne ss    O th e r    

Excess i v e  hu n ge r    Os te op o ros i s    O th e r    

Excess i v e  th i rs t    P ros t a t e  p ro b le ms    O th e r    

Excess i v e  u r i n a t i on    Pso r i as i s    O th e r    

Fa in t i n g  s pe l l s    Ras h    O th e r    

Fee t  s we l l    Rh eu ma t i c  fev e r    O th e r    

F i b romy a l g ia    Rh eu ma to i d  a r t h r i t i s    O th e r    

Foo t  u l ce ra t i o n    Sc ia t i ca    O th e r    

F rac tu res    Se i z u re    O th e r    

Gou t    S i ck le  ce l l  d i s eas e    O th e r    

He a r t  a t ta ck    Sk in  i t ch i n g    O th e r    

 

Who is  your pr imary care physic ian?  

Did he/she refer you to our off ice today?  (c irc le)   YES   NO  

Las t vis i t  with Pr imary Physician ?  



MELBOURNE PODIATRY ASSOCIATES  
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Do you have diabetes? (circle)    Yes   or   No    If yes, for how long? 

If yes, are you treated with: (circle)       oral medication insulin  diet 

Treating Physician:    Average Blood Sugar:  Hemoglobin A1C:  

Current Medication Dosage: 

What is your main foot problem today? 
 

How severe is the pain or problem? (circle)   none      minimal moderate severe 

How long have you had this problem? (circle)  1  2  3  4  5  6  7  8  9  days    weeks       months years 

When is the problem worse? (circle)         first out of bed         AM   PM    during/after work 

Other: 

How would you describe the pain? (circle)  shooting burning         aching    throbbing  bruised          sharp      

dull         itching   tingling numbness         tenders  other: 

What make the pain better?  

What caused the problem or makes it worse?  

How has it been treated? (circle)     ice     rest     pads       advil          Tylenol        Other: 

Do you have any other foot problems that need attention? 

ALLERGIES: (circle) No known drug allergies       penicillin sulfa         aspirin     tape        codeine       

iodine     Novocain        epinephrine        other: 
 

List all major surgeries or hospitalizations: 
 

List all major injuries: 
 

List all major illnesses: 
 

List all medications: 
 

 

Do you have a family history of: (circle)  diabetes    arthritis sickle cell cancer         keloid scars      

heart or lung problems          foot problems    other: 

Which family member(s) were diagnosed? 
 

Do you smoke? (circle)    Never       Former       Current  If yes, how much per day? 

Do you drink Alcocholic beverages? (circle)   Yes No  If yes, how much per week?  

Do you exercise regularly? (circle)   Yes        No If yes, what type of exercise? 

For Women: Number of Children? Are you, or could you be, pregnant? (circle)   Yes     No 

If yes, number of months? 
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Emergency Contact Form/ HIPAA 

In case of an emergency, who should we contact on your behalf? 

1. ______________________________________ Relationship: ___________________ Ph:__________________ 

2. ______________________________________ Relationship: ___________________ Ph:__________________ 

Do you have a living will or advance directive?  Yes __  No __ 

 If yes, does this document specify any limitations for care in the event of any 

emergency (such as no blood products or transfusions, no intubation/ventilator, no CPR or 

resuscitation in the event of cardiac arrest)?  If so, please document below and discuss 

these with your doctor.       Yes __   No __ 

________________________________________________________________________________________________________ 

If yes, does the document specify someone to have medical power of attorney (POA) 

for your affairs (i.e. someone designated to make decisions about your care and consent to 

procedures if you are unable to)? 

Yes  __ No__        3. Named POA: ___________________________________________________________ 

Yes  __ No __        Has this individual actively assumed the role as your decision  
       maker or POA? 
 

Do you give our office and the doctors at Melbourne Podiatry Associates permission to 

discuss your medical condition and information about your care with any family members 

or close friends?  

 Yes  __ No __ 

If yes, please provide names and contact information below: 

1. ______________________________________ Relationship: ___________________ Ph:__________________ 

2. ______________________________________ Relationship: ___________________ Ph:__________________ 

Patient Name:  ______________________________________      POA Name: ____________________________ 

________________________________________________________                  ___________________________ 
   Signature                Date  


