
Today's Date 

ABOUT YOU 
Name _ 

Address _ 

City, State, Zip _ 

Home Ph# _ Wk. Ph# !Ext. _ 

Employer _ 

Social Security # _ 

Birthdate (Mo/DatelYr) Are you cUlTently in pain? Y N 

Male 0 Female 0 Married 0 Divorced 0 Widowed 0 
How long have you been having this problem? _ 

Referred by _ 

Why have you come in today? _ 

MEDICAL HIS ORY
 
Doctor's Name _ Phone No. _ 

The Date of Your Last Visit Your current physical health is: Good Fair Poor Do you smoke? Y N 

Are you presently taking any drugs prescribed by a physician or dentist? Y N If yes, please list _ 

For women: Are you pregnant? Y N Wkif _ 

Ilm'l! J'/1II I!I'er hUll all)' of fill! followillg diseases (Ir medkul problems? AllY ofher serious medical COIldit;,ms? 

Y N Heart Attack Y N Cancer 
Have you experienced any problems that are not listed? Y N 

Y N Stroke Type 
If yes, please list: _ 

Y N Heart Munnur/Rheumatic Fever Y HIV+/AIDS
 

Y N Heart Surgery Y N Kidney Problems
 

Y N Hepatitis Type
 
Are yOIl allergic to (111)' ofthe followillg dmgs?Y N Anemia Y N Psychiatric Problems
 

Y N High Blood Pressure Y N Diabetes
 y Penicillin Y N Aspirin
Y N Migraine Type 

Y N Sulfa Y N Tetracycline
Y N Seizures Y N Sickle Cell Disease 

Y N Dental Anesthetics Y N Codeine
Y N Drug Abuse Y N Abnormal Bleeding 

Are you allergic to any other drugs? Y N
YN Alcohol Abuse Y Tuberculosis (TB) 

If yes, please list: OFFICE USE ONLY Doctor's COlllmellts: 

ERSTAND 
that the infolmation that I have given today is correct to the best of my knowledge. I also understand that this information 

~ will be held in the striotest confidence and it is my cesporu>ibility to inform this office of any changes in my medi,,1 status 

\ Signature Date 

WP-7731 



PATIENT AUTHO lZATION OF TREATMENT AND RELEASE OF 
INFORMATLON
 

1. INFORlYIATION RELEASE: I AUTHORIZE DR.ZAHARl TO RELEASE 
ANY AND ALL MEDICAL INFORMATION IN THE COURSE OF MY 
TREATMENT THAT HE DEEMS MEDICALLY NECESSARY IN ORDER TO 
TREAT THE CONDITION THAT I HAVE REQUESTED FROM HIMSELF 
AND HIS STAFF. 

2. DIHYCTPAYMENT: I /\UTHORLZE PAYIVIE T OF MEDICAL BENEFITS 
DIRECTLY TO SOUTHGATE FOOT AND ANKLE CENTER FOR SERVICES 
RENDERED. 

3. BALANCE PAYMENT: I U DERSTAND THAT DR. ZAHARl MAY NOT 
PARTICIPATE WITH MY INSURANCE CO. I MAY BE HELD RESPONSIBLE 
FOR:\ V AMOUNTS E.,.'CEED OR ARE NOT PAID UNDER MY BENEFIT 
PLAN. IMAY BE HEL RESPONSIBLE FOR SERVICE NOT COVERED 
UNDER MY BENEFIT PLAN. I U. DERSTAND THAT I AS THE PATIENT OR 
GUARDIAN, AM FINANCIALLY RESPONSIBLE FOR SERVICES RENDERED. 

4. PHOTOGRAPHIC RELEASE: I HEREBY GIVE PERMISSION TO TAKE 
NECESSARY CLINICAL PHOTOGRAPHS WITH UNDERSTANDING THAT 
SUCH PHOTOGRAPHS ARE CONFIDE TIAL CLINICAL RECORD 
PURPOSE. 

I llA\'E READ THE STATElYI ETS ABOVE A D Ft LLY UNDERSTAND THE
 
CO TENTS.
 
I FULLY AGREE THAT lAM BO D AND I HEREBY GIVE MY CONSENT.
 

X DATE _ 
PATIEN' . 'IGNATURE OR GUARDIAN 

MINOR CHILD NAl\IE (PLEASE P1UNT) 


