PATIENT INFORMATION

Full Legal Name: Preferred name:

Mailing Address: City: Zip:

Email: Do you want online access to your med records? [1Yes [INo
SSN: Patient’s Date of Birth:

Primary 2nd

Phone: CICell CHome phone: OCell OHome

Sex: OMale CIFemale
Marital Status: OMarried OSingle CWidowed [Divorced [ISeparated [IDomestic Partner

Employment status: [JEmployed Full-time [JEmployed Part-time [JRetired [JStudent [INot Employed

Name & location of Personal Physician:

Spouse’s name: Date of Birth:

Emergency Contact Name:

Phone: Relationship to patient;

Please tell us how you found Crystal Coast Podiatry:
CIDoctor (name) OIFamily/Friend ~ Ointernet  [IOther

PERSON RESPONSIBLE FOR BILL
(If someone other than patient)

Full Legal Name: Relationship to patient;

Address:

Phone: OCell Home Date of Birth:
FINANCIAL POLICY

I hereby authorize the physicians of InStride Crystal Coast Podiatry to release medical information including my diagnosis, medical history, and other medical material contained within
those records to any referring physician, hospital, laboratories, therapist, and employers (if applicable) as deemed necessary. | also authorize the release of information necessary for
processing my insurance, liability, Workers Compensation, or litigation claims. | authorize payment of benefits where applicable, directly to these physicians otherwise payable to me for
these services. | have had an opportunity to review the payment policy of InStride Crystal Coast Podiatry. | agree to the terms of the policy, and accept the responsibility that payment is
ultimately my obligation, should | not stay within the parameters of my insurance plan. Payment is expected when the services are provided for any unauthorized services, co-insurances,
copays, non-covered services, or self-pay accounts, unless prior arrangements have been made.

I understand that if | am unable to keep a scheduled appointment, | must give a minimum 24-hour notice, or | will be charged a $40 no-show fee.

Signature (Patient or Guarantor) Date:

Thomas J. Bobrowski, D.P.M.
Crystal Coast Podiatry
3109 Trent Road New Bern, NC 28562
Phone: 252.638.4700 Fax: 252.638-5766
www.crystalcoastpodiatry.com e www.instridefoot.com



PATIENT NAME: Date of birth:

What sort of problem you are having today?

Location of problem and which foot?

How long has it been bothering you? Days Weeks Years

If you are having foot pain, would you describe it as: [OSharp [dShooting [Throbbing [Aching

List previous foot and/or ankle problems:

List previous foot and/or ankle surgical procedures:

M ED'CAL IN FORMATION Please answer ALL questions! This information is VERY important for our records and your health!!

Do you have DIABETES? [IYES [INO If yes, for how many years? Do you take insulin? CJYES [INO

List serious illnesses here:

List previous surgeries:

Primary care physician: Date last seen by this Dr.

Are you under a physician’s care for any type of condition? [JYES [ NO If yes, what type of condition?

May we contact your physician about your health? CJYES [INO

Are you allergic to any medications of substances? [JYES [INO If yes, please list:

List the medications you take regularly, with dosages. (use the back of this paper If needed)

Name & location of pharmacy:

Are you, or could you be pregnant? LIYES [INO

Please indicate below any symptoms you have experienced in the PAST 12 MONTHS:

CARDIOVASCULAR: GASTROINTESTINAL: GENERAL: NEUROLOGIC: RESPIRATORY VASCULAR:
[JShortness of breath [IDifficulty swallowing [JCommon cold OBlurred vision OWheezing [JBleeding Disorder
[dChest Pains Oindigestion/heartburn Oweight Loss CMigraines [dShortness of Breath [Blood Clots
Oirregular Heartbeat [ONausea/vomiting Oweight Gain [JHeadaches [Chronic Cough OSwollen Legs
[IDiarrhea [CJFever/chills CONumbness/tingling [CIDifficulty stopping
[Blood in Stools [ONight Sweats [IDizziness bleeding after surgery
[OStomach Pains OMultiple joint pains [ODepression
OTooth abscess/infection

PAST MEDICAL HISTORY: Have you ever been treated for, or been informed by a physician that you have any problems with the following:

COAnemia CEpilepsy CIHIV / AIDS [ORheumatic Fever
OArthritis [CFrequent infections Ointestinal problems [dStomach ulcers
[JAsthma [Gout [JKidney Disease [Stroke

[Blood pressure problems [JHealing problems CLiver Disease OTuberculosis

cancer [JHeart problems [Lung Disease OUnexplained weight loss
[Circulatory Disorders [JHepatitis CINeurological Disorder [Jother, explain:
[IDepression [JHigh cholesterol Polio

[IDrug Abuse [JHormone problems Prolonged bleeding

Do you have any surgically placed prosthesis -- heart valve, hip joint, etc.? CJYES [INO

Do you smoke? CIYES [INO Number of packs per day:__ How long? Have you smoked previously? [JYES [INO
Do you drink alcohol? CJYES [INO If yes, how often? [Jlight usage (1-2 weekly) [IModerate usage (1-2 daily) [JHeavy usage (2+ daily)
EMPLOYMENT: [Sitatjob [dStandatjob [JStand and walk atjob [IRetired

FAMILY HISTORY

Mother  [lLiving [JDeceased Cause of death:
Father OLiving [Deceased Cause of death:
Sibling 1 [Living [ODeceased Cause of death:
Sibling2 [JLiving [JDeceased Cause of death:

Is there family (blood relative) history of: [Arthritis [JBunions OHammertoes  [IFlat feet [ Circulation problems in legs or feet
[JBleeding disorder CINeurological Disorder  [Diabetes [JHeart Disease [JStroke



