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AUTHORIZATION FOR TREATMENT/RELEASE OF INFORMATION/FINANCIAL AGREEMENT. I, the undersigned, knowing the patient,
(minor) and/or self, is suffering from a condition requiring health care, diagnosis and/or medical treatment hereby voluntarily agree to such diagnostic 
procedure and health care and assignees. I authorize the release of medical information to my referring doctor, health agency, government agency, insur-
ance company or worker’s compensation. I request that payment to insurance benefits made on my behalf be paid directly to the doctor. I assume full 
financial responsibility for all debts incurred in any treatment and follow-up care received. I understand that any unpaid patient balances will be assessed 
at an interest rate of 1.5% per month. Any patient assigned to collections will be assessed a 25% surcharge on the balance.
I understand that no guarantee or assurance has been made as to the results of the procedure or treatment and that it may not cure the condition.
It is the patient’s responsibility to obtain authorization from their Primary Care Physician or insurance company (if required by your insurance company) 
prior to services being rendered.

Patient’s or Legal Guardian’s Signature________________________________________________________________ Date_ _____________________

The Doctors and their staff would like to welcome you to this office.  
Please assist us in answering the following questions to help us become better acquainted with you.

PATIENT INFORMATION
PLEASE PRINT		  Date___________________________________

Name (First)_________________________________ (MI)__________ (Last)_ _____________________________________ Marital Status___________

Address___________________________________________________ City____________________________________State___________Zip__________

Home Phone ___________________________________Cell Phone _______________________________ E-Mail________________________________

Driver’s License #__________________________________________ Driver’s License State_______________________________________________

DOB________________________ Age_____________ Sex__________ SS No._ _____________________________ Occup._ ______________________

Employer/School ___________________________________________ Business Phone____________________________________________________

Address___________________________________________________ City____________________________________State___________Zip__________

Permanent Resident     Yes      No	 If no, Please list 2nd address.

Address___________________________________________________ City____________________________________State___________Zip__________

If patient is a minor - please complete:

Father’s Name______________________________________________ Mother’s Name_____________________________________________________

Employer__________________________________________________ Employer__________________________________________________________

Position __________________ Phone___________________________ Position ______________________ Phone ______________________________

Please list the name of a person to contact in case of an emergency other than a spouse or parent:

Name_______________________________________________________________________________Relationship______________________________

Address___________________________________________________ City____________________________________State___________Zip__________

Phone ____________________________________________________________________________________________ ___________________________

PRIMARY INSURANCE

Name of Company_ __________________________________________________________________Phone ___________________________________

Address___________________________________________________ City____________________________________State___________Zip__________

ID#_______________________________________________________ Group No._________________________________________________________

Insured’s Full Name_ ________________________________________________________ Is this an Employer’s Plan?    Yes     No

Insured Soc. Sec. No._______________________________________ Insured D.O.B._____________________________________________________

Relationship to Insured (self, spouse, child, other)_____________________________________________________ ___________________________

SECONDARY INSURANCE

Name of Company_ __________________________________________________________________Phone ___________________________________

Address___________________________________________________ City____________________________________State___________Zip__________

ID#_______________________________________________________ Group No._________________________________________________________

Insured’s Full Name_ ________________________________________________________ Is this an Employer’s Plan?    Yes     No

Insured Soc. Sec. No._______________________________________ Insured D.O.B._____________________________________________________

Relationship to Insured (self, spouse, child, other)_____________________________________________________ ___________________________

Medical History

Primary Care Doctor______________________________ Phone No._______________________ Date of Last Exam_______________________

Describe the condition that brought you to this office__________________________________________________________________

If auto accident, date of accident _________________________________________________________________________________

Have you had previous care for this condition? q YES q NO   Dr. _ ____________________________ Date _ __________________

Whom may we thank for referring you to us?________________________________________________________________________

q Expressions	 q City Limits	 q Our City Weston	 q Salud al Dia	 q Parklander

q Weston Lifestyle	 q Estate Lifestyle	 q Weston Express	 q Hospital	 q Insurance Company

q Sport and Activities	 q Pines/Miramar Advisor	 q Davie and the Ranches	 q Parkland Lifestyle 	q Bellsouth

q Doctors Name______________________q Patient Name _ ______________________q Other_ ________________

Medical: (Please check any of the following if it pertains to you)

q Diabetes	 q Heart Attack	 q Seizures	 q Scar Former	 q High Blood Pressure	

q Angina/Chest Pain	 q Phlebitis	 q Thyroid Disorder	 q Angioplasty	 q Hepatitis	 	
q Kidney Disorder	 q Bleeding Disorders	 q Stroke/TIA’s	 q Ulcers	 q Asthma	 	
q Mitral Valve Prolapse	q Circulation Disorder	 q Anemia	 q Hiatal Hernia	 q Cirrhosis	

q Human Immunodeficiency Virus (HIV)	 q Other:_________________________________________________

Allergies:
q Penicillin	 q Aspirin	 q Codeine	 q Novocaine	 q Iodine	 q Tape	  

Other: ___________________________________________________________________________________________

Medications (Please include Aspirin, Tylenol, Vitamins and Birth Control Pills)

1._________________	 2._________________ 	 3._________________ 	 4._________________ 	 5._ _______________

Previous Surgeries & Hospitalizations:
1._______________________ 	 2.______________________ 	 3._ _______________________ 	 4._ ________________

Family History:	 q Diabetes	 q High Blood Pressure	 q Bleeding Tendencies	 q Other

Social History:	 q Smoking	 q Alcohol	 q Recreational Drugs
Do you currently (or in the past) suffer from any of the following?

Please complete for Worker’s Compensations Injury

Describe Injury:	 Type of Job:

How did accident happen?	 Date of Accident?

For Worker’s Compensation Injuries only. You must report your injury to your employer and he must then report it to his insurance carrier. 
If we do not receive worker’s compensation forms to fill out within 60 days, you will be billed and held responsible for payment.

Podiatric History:
q Flat Feet
q Pain or fatigue in feet & legs with activity
q Heel or arch  pain (child or adult)
q Numbness and tingling in feet & toes
q Pain in feet getting out of bed
q Bunions (prominent foot bones)
q Crooked toes (hammertoes)
q Ankle swelling & stiffness
q Ankle instability (easy twisting injuries)
q Leg pain (shin splints)
q Growing pains
q Difficulty running
q Poor coordination with sports
q In toe or out toe gait
q Abnormal foot posture (clubfoot, metadductus)
q Achilles tendon pain

Orthopaedic History: 
q Neck pain (cervical discogenic pain)
q Lower back pain (lumbar pain or sciatica)
q Shoulder pain (bursitis) (rotator cuff tendonitis) (impingement)
q Shoulder (rotator cuff) tear
q Shoulder instability (labral tear) (dislocation)
q Tennis elbow/Golfer’s Elbow
q Chronic wrist pain
q Carpal Tunnel syndrome (numbness and tingling)
q Trigger finger (catching or locking fingers)
q Hip or knee arthritis
q Knee pain and swelling (cartilage or meniscal tear)
q Knee instability or looseness (ACL ligament tear)
q Bursitis (shoulder, elbow, hip or knee)
q Thigh (hip) pain (that refers down the leg)
q Knee cap (patella) instability (subluxation)


