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Attention: Please fill out all forms COMPLETELY, write N/A where applicable and sign, 
First Name: 

_________________________________ 
Last Name: 

______________________________ 
Middle Initial: 

_________ 
Date of Birth: (MM/DD/YYYY)                     Age: 
_____ / _____ / _________     ____  Gender:   Male       Female 

Marital Status:  Single     Married     Other 
 
SS#: ___________________________ 

E-Mail Address: 
__________________________________ 

 

Address: 
__________________________________ 

Apt.#: 

____ 

City: 

___________________ 
State: 

___ 
Zip: 

_______ 
Home Phone: 
(_____) _____________________ 

Work Phone:  
(_____) _____________________ 

Cell Phone: 
(_____) _____________________ 

Employer Name: 
 

Employer’s Address / City / State / Zip 
 

Referring Doctor: 
 

Address / City / State / Zip 

 
Primary Care Physician: 
 

Address / City / State / Zip 

 
Pharmacy: 

 
Address / City / State / Zip  

PRIMARY Insurance Co:    ______________________ SECONDARY Insurance Co:    ____________________ 
Policy Holder First/Last Name and DOB: 
 

Policy Holder First/Last Name and DOB: 
 

Do you have a Co-pay?     □No   □Yes, Amount $ Do you have a Co-pay?     □No   □Yes, Amount $ 

Referral Required?  □No   □Yes Referral Required?  □No   □Yes 
 

Emergency Contact 
 
Name: 

 
Relationship: 
 

 
Phone #: 

Please check box if you give consent for us 
to speak with this person about your general 
medical condition/diagnosis/treatment. 

   □ 
   □ 
   □ 

 
 

Please check the box if we have permission to leave a message on your   □ Home Phone   and/or  □ Cell Phone  
with information pertaining to appointments, labs, x-ray results, or other health care information.   

 
 

Payments:  Patients are responsible for all fees including missed visits and returned checks.  Interest and late fees may apply on past due balances.  Payment is 
expected at the time services are rendered any exceptions must be arranged prior to treatment. I hereby consent and give my permission to the doctor (and the 
doctor’s assistants or designated replacement) to provide podiatric services, and medicines, submit my insurance form, consider my signature “on file” for 
payment, and to release any & all records needed as well as assign all payments to the doctor.  I understand the privacy policy and have read and understand 
the above and agree to be personally responsible for all charges & fees. 
 
 
 I have received the Confidentially Agreement (HIPAA) and agree to comply with all its terms. 

 
 

______________________________________________________  ________________________________ 
Signature of Patient, Parent, Guardian, or Personal Representative  Date 

543 N. Shipley St.  
Suite C 

 Seaford, DE 19973 
Phone: 302-629-3000 

Fax: 302-629-3080 
 

8857 Riverside Dr. 
Seaford, DE 19973 

Phone: 302-629-6162 
Fax: 302-628-3161 

 

26744 John J. Williams 
Hwy. Suite 8 

Millsboro, DE 19966 
Phone: 302-945-1221 

Fax: 302-945-6562 
 
 

28253 Dupont Blvd. 
 Suite 2 

Millsboro, DE 19966 
Phone: 302-934-7100 

Fax: 302-934-7110 
 



 
Height: _____    Weight (lbs) : _____   Shoe Size: _____ 

Medications  
           No Medications     List of Medications is attached  

Medication Dosage How Often 
   
   
   
   
   
   
   
   

 

Personal Medical History 
__ Abnormal Bleeding  
__ Anemia 
__ Angina 
__ Anxiety 
__ Asthma  
__ Atrial Fibrillation  
__ Back Problems __________________ 
__ Bipolar Disorder  
__ Blood Clots/DVT/PE 
__ Cancer  (Specify Type and Date: __________) 
__ Cirrhosis of Liver 
__ Congestive Heart Failure 
__ COPD 
__ Coronary Artery Disease (CAD) 
__ Dementia 
__ Depression 
__ Diabetes: Type 1  or  Type 2 
          Recent: HbA1c ________ 
__ Disability: Developmental or Intellectual 
__ Fibromyalgia  
__ GERD  
__ Gout  
__ Heart Attack 
__ Heart Murmur 
__ Hepatitis  Type: ______ 
__ High Blood Pressure 
__ High Cholesterol  
__ HIV/AIDS 
__ Irregular Heartbeat 
__ Kidney Disease  
        Indicate Stage or if on Dialysis: ______ 
__ Liver Disease 
__ MRSA 
__ Obesity  
__ Osteoporosis  
__ Peripheral Neuropathy 
__ Peripheral Vascular Disease (Poor Circulation) 
__ Seizures  
__ Skin Condition  (Specify: _____________) 
__ Sleep Apnea  
__ Stroke 
__ Thyroid Disease ___ Hyper  ___ Hypo 
__ Tuberculosis 
__ Vitamin D deficiency  
OTHER: ________________________________ 
_______________________________________ 
 
 

Allergies  
 No Known Drug Allergies 
 Adhesive/Tape 
 Iodine/IV Contrast Dye 
 Latex 
 Penicillin  
 Sulfa 
 Metals (Specify: ________) 
 

Social History 
Occupation: _____________________ 
           Pregnant   Breast Feeding   
Alcohol Use:  

 Current   
 Past   
 Never 

          Drinks per wk: ____________ 
Tobacco Use: Including Smoking/Vaping:  

 Current 
 Past (Year Quit _____) 
 Never 

          Packs per day:  ____________ 
Illicit Drug/Substance Abuse:  
             Current   Past   Never 
             Specify Drug: ___________ 
 

Name: ______________________________ 

Reason for Today’s Visit: _________________________________________________________________________________________ 
How long have you had this problem: ______________________________________________________________________________ 
Any Prior Treatments/Medications/Imaging? ________________________________________________________________________ 
What aggravates your condition? __________________________________________________________________________________ 
What improves the condition? ____________________________________________________________________________________ 

Prior Surgeries 
___ Foot/Ankle Surgery (Specify Type of Surgery and Date) 
        _______________________________________________ 
        _______________________________________________ 
___ Appendectomy 
___ Cholecystectomy (Gall Bladder)  
___ Bariatric Surgery __LAP Band ___Gastric Sleeve ___ Gastric Bypass 
___ Back Surgery 
___ Cataracts  
___ Carpal Tunnel  
___ Cardiac Surgery: ____ Stents   _____ Bypass 
___ Hernia  
___ Hip Replacement 
___ Hysterectomy  
___ Knee Replacement  
___ Mastectomy  
___ Tonsils and Adenoids  
___ Vascular Surgery: (Specify: ____________________) 
OTHER: ____________________________________________ 

Family History 
List Medical Problems:  
Mother:  

 Living  
 Deceased  

Father:  
 Living  
 Deceased  

 






