
 

ADVANCED FOOT & ANKLE SPECIALISTS, PA 
 
 

1233 SE INDIAN STREET STE.102, STUART, FL 34997  

1106 W. INDIANTOWN ROAD, JUPITER, FL 33458 

 

 
PATIENT INFORMATION 
 

 
How Did You Hear About Us? __________________________________________________________ 
 
Patient Name: ______________________________________                   DOB: _____/_____/_____ 
 
Social Security Number: _____________________                                  Marital Status: M  S  W  D 
 
Address: ____________________________________________________________________________ 
                         (Street)                                            (City, State)                         (Zip Code) 
 
Home Phone: (____)____- _____ Cell Phone: (____)____- ______ Work Phone: (____)_____- _____ 
 
Employer: _____________________________ Email: _______________________________________ 
 
Name of Spouse/Significant Other/Parent: _____________________ Phone Number: __________ 
 
Referring Physician: ____________________ Primary Care Physician: __________________________ 
 
Emergency Contact: _________________________________ Phone Number: __________________ 
                                           (Name + Relationship) 
 
Student: No    Part-Time     Full-Time 
 
Insurance Company:____________________________  Insurance Policy ID:____________________ 
 
 
 
FINANCIAL DISCLOSURE 
I understand that I am financially responsible for ALL charges to me, including (but not limited to) co-payments, co-insurance, 
out-of-pocket costs, and deductibles. I authorize payment of medical benefits and I assign benefits payable to Advanced Foot & 
Ankle Specialists, PA for professional services rendered. I understand that I will receive statements reflecting my account balance 
and that the FINAL PAYMENT of this is my responsibility. Furthermore, should I default on my payment for services rendered I 
agree to pay all collection costs including reasonable attorney’s fees. PLEASE BE ADVISED THAT YOUR INSURANCE HAS BEEN 
VERIFIED BUT IS NOT A GUARANTEE OF PAYMENT. Your signature and acceptance of the financial disclosure will remain in effect 
until revoked in writing by the undersigned.  
 
Signed: ____________________________________________________________________ Date: ___________________________________ 
 
 
 
 
 
HIPAA RELEASE 
I authorize Advanced Foot & Ankle Specialists to discuss my health care and/or leave a detailed voicemail with the following: 
 
Name(s): __________________________________________________________________    Relationship: ____________________________  
 
Signature: _________________________________________________________________    Date: __________________________________ 
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PATIENT HISTORY 
 
Age: _____   Height: ______   Weight: ________   Shoe Size: ______ 
 

1.​ What is the MAIN problem with your feet or ankles? 
__________________________________________________________________________________________ 
 
2.​ Please indicate which side is bothering you:    RIGHT    or    LEFT   or   BOTH 

 
3.​ When did you first notice this problem?  
__________________________________________________________________________________________ 

 
4.​ Is this an injury?   YES   NO     

 
a.​ If YES, when did this occur? __________________________________ 
b.​ Did it happen at work?         YES   NO 
c.​ Are you claiming Workman’s Comp?  YES   NO 
 

5.​ Circle all the following that apply:  
Type of Pain:   
​ Burning    Tingling    Numbness    Stabbing    Sharp    Shooting    Dull Ache    Throbbing 
 
When does the pain occur?  

AM   PM   Upon Standing   During Walking       After Walking     During Sports  
   

Worse w/ Activity                Better w/ Activity    Lying in Bed        Always   
 

6.​ How painful?     0 = NO PAIN     10 = EXTREME PAIN 
 

0​    1        2        3        4        5        6        7        8        9        10 
 

7.​ How has this affected your daily routine and activities?  
_______________________________________________________________________________________________
_____________________________________________________________________________ 
 

8.​ Have you been treated by a Podiatrist/Foot and Ankle Specialist before?   YES     NO 
 
If YES, by whom and when? _______________________________________ 
 
MEDICATIONS 
 
PHARMACY: ___________________________________________ 
 

MEDICATION DOSAGE HOW OFTEN TAKEN REASON 
    
    
    
    
    
    

 
ALLERGIES 
 
Please circle all that apply: 

None       Environmental     Food   Other: ______________________________________________ 
Penicillin     Sulfa     Iodine     Aspirin     Anesthetics     Latex     Codeine     Demerol     Cortisone   

Type of Reaction: 
​ Anaphylaxis        Rash       Other: ______________________________________________ 
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MEDICAL HISTORY 
 
Are you pregnant?     If so, how far along? ___________________________ 
 
AIDS/HIV​ ​ DIABETES​ ​ HIGH CHOLESTEROL​ RHEUMATIC FEVER​  

​ ​ ​ ​ ​ ​  
ANEMIA​​ ​ EPILEPSY​ ​ JOINT IMPLANTS ​ STI (Sexually Transmitted Infection) 

 
ARTHRITIS​ ​ FIBROMYALGIA​ ​ KIDNEY PROBLEMS​ SICKLE CELL  
 
ASTHMA/COPD​ ​ GOUT​ ​ ​ LUNG DISEASE ​ ​ SKIN DISORDERS 
 
BLOOD DISORDER(S)​ GLAUCOMA​ ​ MENTAL DISORDERS​ STOMACH ULCERS  
 
BURSITIS​ ​ HEART PROBLEMS​ NERVE CONDITIONS​ STROKE​​ ​
​  
CANCER​ ​ HEPATITIS​ ​ OSTEOPOROSIS​ ​ THYROID DISEASE​
​ ​  
COLITIS/CROHN’S​ HIGH BLOOD PRESSURE​ POOR CIRCULATION​ TUBERCULOSIS 
 
 
If you have DIABETES, who is the doctor that is treating you for this? ________________________ 
 
Last A1C:___________ 
 
When did you last see the doctor that is treating you for diabetes?___________________________ 
 
 
SURGICAL HISTORY 
 

PROCEDURE DATE COMPLICATIONS 
   
   
   
   
   

 
Have you ever been hospitalized for anything other than surgery?      YES     NO​  
 
If YES, please explain:  
______________________________________________________________________________________ 

 
 

FAMILY HISTORY 
 

 FATHER MOTHER BROTHER SISTER 
Diabetes     

Heart Disease     
High Blood Pressure     

Arthritis     
Gout     

Thyroid Disease     
Cancer (type)     

Other     
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SOCIAL HISTORY 
 
Date of last physical exam? ____________________     Occupation: ___________________________ 
 
Activities: _____________________________________________________________________________​

 
Level of activity:       Occasional           Weekly           Competitive           Professional 
 
Do you smoke tobacco?  YES   NO   
 
If YES, how many packs per day? ______    how many years? _______ 
 
If NO, did you ever smoke?   YES    NO     when did you quit? ________________ 
 
Do you drink alcohol?  YES   NO 
 
If YES, how much?       Rarely      1 per week   1-3 per week    1-2 per day     More than 3 per day 
 
Recreational drug use:   YES    NO  
 
If YES, which substance(s) are used and how often? ________________________________________ 
 
 
NOTICE OF PRIVACY PRACTICES (HIPAA REGULATIONS) 
 
Notice of privacy practices is posted. It is required by governmental regulations that all medical facilities 
provide you with this notice. This release verifies that you have read and/or were given the opportunity to 
read and understand the notice.  
 
CONSENT TO TREAT: 
  
I certify that the information above is true and correct to the best of my knowledge. I give permission to the 
doctor to administer and perform such procedures as the following (this list is not inclusive of all 
procedures): therapeutic and diagnostic injections, closed reduction of fractures, biopsies, and aspirations 
as well as other procedures as indicated.  
 
Signature: ___________________________________________________ Date: ___________________  
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