PATRICK M. FARRELL, D.P.M., INC.
11551 S. Fortuna Rd. Suite A, Yuma, AZ 85367
928-342-1588 FAX 928-342-2289

PATIENT REGISTRATION

Name Today’s Date

Date of Birth Age Sex: M F  Maital Statuss S M W Sep D
Local Address Apt/Space #

City State Zip Phone #

Social Security # Driver'sLicense #

Employer Occupation or Retired

Employer’s Address

Business Phone # Page # Cell Phone #

Emergency Contact Phone # Relationship

Spouse’'s Name Spouses Occupation or Retired
or Parent’s Name or Parent’ s Occupation

Spouse’s Employer Business Phone #

or Parent’s Employer

How did you hear about us? (circle al that apply) Doctor refer (name)

Qwest Phonebook ~ Greater Yuma Phonebook ~ MCAS Phone Directory Street Sign/Drive By
Insurance Book ER/Urgent Care HealthConnections  Patient refer (name)

Welcome Back Bash Lecture Newspaper Article  Other

IF YOU ARE AWINTER VISITOR, COMPLETE THE INFORMATION BELOW

Summer Address Apt/Space #

City State Zip Phone #

FOR WORKER'S COMPENSATION, COMPLETE THE INFORMATION BELOW

Date of Injury Clam# Adjuster’s Name

Insurance Name Phonett Ext#

Insurance Address




PATRICK M. FARRELL, D.P.M., INC.

11551 S. Fortuna Rd. Suite A, Yuma, AZ 85367
928-342-1588 FAX 928-342-2289

INSURANCE ASSIGNMENT OF BENEFITSAUTHORIZIATION

| request that payment from my insurance company be paid directly to Patrick M. Farrell,
D.P.M., on any hill for services furnished to me by the physician. | authorize the release of any
medical information necessary to determine benefits payable for these services provided by Dr.
Farrell. | aso authorize Dr. Farrell to treat me.

| understand that | am financially responsible for all chargesincurred including office expenses,
lab fees, pathology fees and outpatient procedure charges. Thisisto include any and all charges
not covered by my medical insurance. | also understand that if my insurance requires areferral,
| am responsible for getting the referral and keeping up with the expiration dates.

Patient’s Name (Please print) Parent or Guardian’s Name

Patient or Guardian Signature Date

IF YOU HAVE NOT GIVEN US A COPY OF YOUR INSURANCE
CARD, PLEASE COMPLETE THE INFORMATION BELOW:

Primary Insurance Company Name, Mailing Address and Phone Number

Name of Insured, SS# or 1D#, Group # or Policy # and Insured’s Employer

Secondary Insurance Company Name, Mailing Address and Phone Number

Name of Insured, SS# or | D#, Group# or Policy# and Insured’s Employer



T2/ 122008 1337 FAK

g

© ©rovan 004 DcuForms, Wondkand Hils, CA. A1l Aights Roserved,

el

POD-2010:41 (image Side A - 2004-0726]

d28042225819

FATRICK W FA&RRELL,

OFH @olrso18

o
T

BART TRt Ry

%Hw‘%ﬂz AR AT

A 3 AU W R L i xe m

)
Ro 'D#?‘ - .

DOCUFQRMS™ ﬂamzo-ro;g- Page 1 of 2
Confidential Office Medical Record

v ] Only Changes To The Previous
History Infarmation Arg Noted

Patient -

>

j_ ﬂ PATIENT IDENTIFICATION AND CONTACT INFORMATION Acct#.
First Name: Ml Last Naime: Your type at Job Activity / Oceupatlon: | [ | prater 1o be addressed 2s:
- (5]
Soc. Sec. No: Sex Age Birth Date: | Shoe Welght: Height: L 1 preter 10 be addressed by: ) Firal Nema
M/F i Slze: O Nitk Name;
Phone Numbers Far Cantacting You: In Cas® of Emergency, Plaase Call: Pleage Provide Your Preferrad Pharmacy:
Day: ( | - - —_—
Evenlng: [ ) - Day: ( ) - Street / City:
Goll/Pager: { ) - __ | Bvening: [ ) - Day: | ) -
2 CoMPREHENSIVE PATIENT MEDICAL HISTORY ROS/PFSH

Have you had/been treated forr[] Warts L] Athlete's Foot
1 Corng/Calluses L] Fungal Nais L] ingrown nails
Ley or Foot Ulcers Neuroma Faot Numbness

U Broken foot bane(s) UJ Broken Ankle [ Ankle sprain

Hammer/Mallet toes ] Bunlons Flat fest
Cramps in legs/feet LJ Arch pain O Migh arch fest
Lower back pain L] Knee pain Heel pain

U @ait (Walking) problems L In-toeing Toe walking

Childhood faot problems L] Rash ] NONE of these

Did you previoualy or do yolu now wear:

Shoe inserts? [¥] [N]  Still using them? (¥] (B Do or elld they help? Y] [N
Orthotics? [N  Still using them? O [M] Do or did they help? (Y] [W]
The orthotics were obtained from: () Anather Podiatrist ¢ An Orthopediat
(O A Physical Therapist (") A Chiropractor (O Other:
Ara your first steps out of bed palnful? [¥] [N] ... then subsides? [Y] [N]
Do you get leg cramps ...during the Day? (H] ...at Night? [n]
Percent of waking hours spent on your feet? [20% | [ 40% | [60% | [ B0% | (100%]

List the sportz/type of dance your are active In:

Does foot pain limit your desired activities? [J¥Yes []No
Do you have any difffeulty in walking? OYes [ No
Any pain in calves or buttocks when walking? [ Yes [ No
Is the pain relleved by stopping & standing stin? [ Yes [[] No

Do you have or have you ever been treated for:

[Jstroke [ Heart Attack [ High Biood Pressure

[ Phlenitis [ Vascular Disease L] A Heart Gongition
Anemia Poor Girculation [ Eyes:Glaucoma/Manleular Deg.
Diabetes ] Kidney Disease L Keloid/Thick Scar
Gout L] Osteoporosls LI Alzheimer's
Sciatica Lyme's Disease Rhaumatic Fever
Arthritis Headaches Hearing/Ear Disorder
Epilepsy Nerve Disorder [ Psychiatric Disorder
Asthma [ Lung Disease [ Tuberculosls

Hepatitis (1 Liver Dlsease [l Thyroid Problem
[ Dark Urine [ Chrarie Lt. Stoel ] Unexplained Weight Loss

Cancer [ Stomach Ulcer [ NONE of these
U Other(s):
Do you have vascular grafts? (f yes, exgiain seiew) [ Yes [ No
D¢ you have joint implants? (F yes, expiain beiow) [lves [N
Do you have replacement heart valves? Cves [Ne
Ara you now under active chemotherapy? U Yas [ Na
Have you had any other serious illness? (st beiow) ) Yes [ No
Have you had any surgery? (f ves, expisin betow) - [ ves [ No
Have you ever been hospitalized or beenundet [ ] ves [ No

medical care over 24 hrs? (if yes, sxplain below)
on date of:  w/ g-i;;ﬁ'lprications of:

]

| Had Surgery for:

List relationship to yvou of family mambars who have had;

Diabstes Fuot Problems

Arthritis______ Heart Attack

Stroke, High Blood Pressure

Cancer Birth Dafects
# of chlildbirths ___ Are you currently pregnant? [] Yes [ | No
Are you slow to heal after cuts? [JYes [] No
Any abnoermal bruising, bleeding or scarring? []ves []No

Do you smoke now? INe [ Yes Packs/day __ Years
Did you ever smoke? N [ Yes Packs/day ___ Years
if you quit, when dld you do so?
Alcoholic beverages? (Circie ong) None Rarely Maderately Daily Quit
Recreational Drugs? (Gire one) None Rarely Modarately Daily  Quit
Pleasa mark if you take vitaming or supplements that contain () garile,
() Gingko blioba, ) echinacea, () ginseng or () St John’s Wort
Are you currently taking any medications? List belaw! [] Yes [ ] No
Ara you taking Insulin? If yes, list below. []Yes []Ne

. AHOILSIH TVLLING [

NIMVL AHOLSIH O S1vadrt [ |

When noting frequancy: A = As needed, X/=1mes par D=day, W = WaeK,

| List: Medications Dose? How Often? For Treatrnent of?
[A], __x/[D]W],
[A), __x/[B](),
[A], _ x/[0]W],
(a], __w[o]W]
[&], /oMW,

Are you taking vour medications as prescribed? [ Yes [ ] No

Allergies: |a there a history of skin reaction or other qutward reaction
or sickness following an Injectlon, oral or toplcal adminlstration of:

If No Yes U if yes, what happens?
Y1711 U I I
Other antibiotics (st below) ......... 04
Ermpirin, Tylenol (f yes, ¢ieie) ... 1 O] -
Aspirin, Achvil, Alave, or Motrin jelee) (] [
Celabrex, Bextra, Vioxx (2 ... | [
Other pain remedies (st below) ... [J [ _ ——
MOPDRIAE oo ereeeenene O O T '
0T RS I N I R
Demeral ]
Other narcotics (st B&low) ... [ ] L]
NOVOCAINE oo R o
Other anesthetics (st befow) ... [] [] T
Sulfa drugs ..o o4
Adhesive Tapa.........oeve e O
Shrimp, loding, or Marthiolate ... [] [ .

Any ather drugs or medications, [] (] _
Others:

40 SY¥ AHOLSIH LN3i1lvd ‘

i

[l ves [ No

Anything alse that you want to tell the doctor?
llinesses/Explanations:

PLEASE CONTINUE ON THE OTHER SIDE TC PROVIDE ADDITIONAL DETAILS

l Patlant
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LEFT FOOT

{

. . ; . ity of your pain or discomfort;

0 Please mark the location of your first problem or pain on the dlkﬂ' PA{% ; leasa mdﬁa:a mﬂ se\% zud:rata P NE] Strong . .. [®] savera
grams above with a number 1. Describe your problem below and its onea. . . 19 _

cause if you know. Flease describe associated pain to the right = My Paln/Discontfort Is: | How long ago did the problem (paln) start?:

My first problem is ... [0 On Left fact [J On Right foat [] On Both feet, | [ Shooting Pain | O days, O weeks, © months, O years agn

AHOLSIH 1N3I11Yd

It cauges me difficulty: [ walking, [J wearing shaes, and/or It ... | [ Throbbing Pain | The pain from my problem oceurs:
] Sharp Pain 3 while walking and/or [ while nat walking
[ Burning Pain O and/or: 5
[ iohing _ﬁ'g
(] Aching Pain Pravicus medical treatment(s) or home ramedies: E“E
] Tanderness £
1 bull Paln

Is problem work related? (n] 0 Tingling

Data of injurys [/ / Date of raport to employer: /[ / (] Numbnees
IN: i in or discomfort:

® Please mark the location of your second prablem or pain on the PAIN: Please Indlcate the sevarity of your pain or

dlagrams above with a number 2. Describe your problem below and [@ Nane. ... T Light.. . (2] Moderate . . . (3] Strong ... (4] Severs

its cause if you know. Please deszcribe associatad pain to tha right m | My Pain/Discomfort is: | How long age did the problem (pain) start?:

My second problemis ... L] On Left foot (1 On Right feot [1 On Both feet. | [ shooting Pain | © days, O weeks, O months, O years ago
It causes me difficulty: [ walking, [ wearing shoes, and/or it ... | [ Thrabbing Pain | The pain from my prablem occurs:

N Sharp Paln (O while walking and/or [ whila not walking

. Burning Pain | CJ and/or:

(] Ithing

— | L Aching Pain Previous medical ireaiment(s) or home remedies:
Tendernesgs
L] Dull Pain

Is problerm work related? N O Tingling
Date of injury: [/ /  Date of report to emplayer: /7 / L] Numbness
4§ PATIENT'S DOGTORS - PLEASETELL Us WHOM To THANK AND WITH WHOM To COQRINATE YOUR GARE .

My: Physlclan's Name: Fhqne Number City Date Last Seen Ralerred me: [ was sent or came In agpacially for:
Eﬁnn‘."” r';, —J_ 4 [¥I[N] [ZOpinlon] [Surgel Eval| [ Gonault|
Specialist A A ,E [& Opinign | | Surgol Ev:[i ‘Cunsult' !
Qther
Podiatrist /4 [¥][N] (= Cginien] [SurgelEval] [Consutt] ||,
5§  For DocToR’s UUSE - OBSERVATIONS & COMMENTS ~ - I l
O patient was O assisted in campletion of this record by or wag O unable to complete without the help of:
[ Translation was done by In & Spanish, O
T additional informationt obtalned from O Family/Gare givars and/or ' Physician(s) g
] Lab Reportst and/or [ Previous Medical Recordst were reviewsd. [ X-rayst brought by patient from were reviewed. [
t Elabarations: ‘ﬁ'
2
Fﬁ
| have reviswed the information provided above .4 My annotationg to patient's entries are marked in: -
Doctor's [ {TNK GOLOR ) ‘
Signature X Data e [ ] See Adcitional Documentation

Studlos Gorp,, Gleveland, USA @ 1994
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