NORTHWEST PODIATRY CENTER
G.C. BRYNICZKA, DPM 
  A.W. BRYNICZKA, DPM
 
D.W. O’BRIAN, DPM     B. ALI, DPM   S. PESENKO, DPM
WELCOME: Thank you for choosing Northwest Podiatry Center for your foot care needs.  Below are questions to help us get better acquainted and provide information vital to your health.  Please feel free to discuss matters of a private nature with the doctor.  This information will be kept confidential. 
Please fill out both sides of this form in its entirety.   *Must be updated yearly**
	PATIENT INFORMATION
	


	Name:  Last ____________________________________________________ First ________________________________________________ M.I. ________

Address:_________________________________________________________ City:______________________ ST:__________ Zip:___________-________

Birthdate:  __________________________      Age:______________       SSN#:__________________________   Please check ✓     □ MALE     □ FEMALE           

Home Phone ______________________________ Cell Phone _____________________ May We Text Information to You?   Please check ✓    □ YES  
□ NO 
Email Address: ___________________________________________________________  May We Email Information to You?  Please check ✓   □ YES  
□ NO         

WOULD YOU LIKE TO BE ADDED TO THE PATIENT PORTAL? □ YES  
□ NO         (VALID EMAIL ADDRESS REQUIRED)**



	Race:_________________ Ethnicity:______________  Decline to Specify □      Height:___________ Weight:_____________ Shoe Size :__________________

Marital Status:      □ Single      □ Married     □ Widowed      □ Separated     □ Divorced

Employer:____________________________  Employer’s Address:___________________________________  Employer’s Phone Number: _______________

Is there another person you would like us to release medical information to: Name: Last ___________________________First_ _________________________

Relationship to Patient:_______________________________ Cell Phone _______________________________


	IF THE PATIENT IS A MINOR, PLEASE FILL THIS BOX OUT

Father’s Name: Last__________________ First _______________ M.I. _____
  Mother’s Name: Last ________________First _______________M.I_________

Father’s DOB: _____________________ Cell ___________________________ Mother’s DOB: ______________________________________________

Fathers Address:__________________________________________________  Mother’s Address: ______________________________________________

City:____________________________ ST:________ Zip:_______________
     City:______________________________ ST:________ Zip:_____________

Fathers Employer Information: ____________________________________________________________________________________________________   

                                                                                          Employer Name, Address and Phone Number

Mother’s Employer Information: ___________________________________________________________________________________________________
                                                                                          Employer Name, Address and Phone Number    




	INSURANCE INFORMATION 
	In order to file your claim, we need the insurance information below filled out. 


	Is this a Work-Related Incident?   Please check ✓   □ YES     □ NO    (Please see our Worker’s Compensation Form)

Your Primary Insurance Company : ______________________________  ID #_________________________________ GROUP #_____________________

Name of Insured _____________________________________________________ Relationship to Patient ________________________________________

Policy Holders Date of Birth _______________ Policy Holders SSN _______________   CO-PAY: Please check ✓    □ YES    □ NO   Amount:$ _______



	Do you have a Secondary Insurance Company  Please check ✓      □ YES    □ NO

Name of Secondary Insurance Company:_______________________________ ID #__________________________ GROUP #_________________________

Name of Secondary Insurance Policy Holder______________________________________ Relationship to Patient ___________________________________

Secondary Insurance Policy Holders Date of Birth ______________________ Policy Holders SSN _________________________________________________




	OFFICE VISIT INFORMATION
	


	What Brings you to the office today?  ________________________________________________________________________________________________

How Long has it bothered you?  Please check ✓   □ Days   □ Weeks    □ Months   □ Years   Other:________________________________________________                   

Any problems in the past with your ankles or feet? Please check ✓  □ Yes     □ No   Please Describe: ______________________________________________

How did you hear about us? □ Facebook  □ Google   □ Insurance  □ Patient   □ Doctor (please list below)   □ Relative ____________ □ Other:______________



	MEDICAL INFORMATION
	                 Please fill out both sides of this form in its entirety  **Must be updated yearly**


	Primary Care Physician Information         **ALL Medicare or Medicare Advantage patients are required to fill out your PCP information**
Name:  Last ___________________________________ First____________________________________ Date of Your Last Visit:______________________

Address: _____________________________________________________________ Phone # _____________________  Fax # ________________________

Would you like your medical notes sent to your primary care physician?  Please check ✓   □ YES      □ NO



	Pharmacy Information
Pharmacy Name: ____________________________ Address:_____________________________________________          Phone: _____________________ 



	Emergency Contact Information:
Name:  ______________________________________________________  Phone :   __________________________________________________
                           

	Medications:

Are you taking any medications? Please check ✓   □ YES    □ NO   If yes, please fill in below or provide a list of medications.  Extra paper is available if needed.                                                                                                                   

.

	                            Name of Medication(s)                                 Dosage
____________________________________________________  _________________
____________________________________________________  _________________
____________________________________________________  _________________

	                  Name of Medication(s)                                          Dosage

____________________________________________________  _________________

____________________________________________________  _________________

____________________________________________________  _________________


	Allergies:       Do you have any allergies?  Please check ✓            
□ Aspirin    □ Betadine (Iodine)    □ Ibuprofen (Advil)    □ Penicillin   □ Sulfa    □ Tape or Band Aids    □ Acetaminophen (Tylenol)  □ Other (please list below)
List of allergies:____________________________________________________________________________________________   □ No Known Drug Allergies


	Medical History:  
Do you have, or have you had any of the following:  (please check ✓ if yes)


	Angina  □

Anemia □

Asthma □

Back Problems □

Bronchitis □

Cancer □ _____________________ 

Cardiac Disease □

COPD □

Diabetes □


	Emphysema □

Heart Issues □
Hernia □
High Cholesterol □

HIV/Aids □
Hypertension □

Irregular Heartbeat □

Kidney Disease □

Obesity □


	Osteoarthritis □
Osteoporosis □

Peripheral Vascular Disease □

Pneumonia □

Polio  □

Recent Cold or Flu  □

Rheumatic Fever  □

Rheumatoid Arthritis  □

Stroke  □


	Sleep Apnea  □

Thyroid Disease □

Tuberculosis □

Liver Disease □

Jaundice □

GERD  □

Other □ (please list below)

_____________________________

_____________________________

	Surgical History:
Please list any surgical procedures you have had below:                                                                   Extra paper available if needed*
Procedure: ___________________________________________________________________    Date: ______________________________  

Procedure: ___________________________________________________________________    Date: ______________________________

Procedure: ___________________________________________________________________    Date: ______________________________

Procedure: ___________________________________________________________________    Date: ______________________________

Do you have any artificial joints?   Please check ✓   □ YES    □ NO          Do you have a heart valve implant?  Please check ✓   □ YES    □ NO



	Family History

Father: ___________________________________________________________________________________________________________

Mother: ___________________________________________________________________________________________________________

Brother(s):_________________________________________________________________________________________________________

Sister(s): __________________________________________________________________________________________________________



	Social History
Do you currently smoke?   YES    NO  (please circle)    If YES, how much? (Please check ✓ ) ½ Pack Per Day _____  1 Pack Per Day _____ Other ______     

Are you a former smoker?  YES    NO  (please circle)   If YES, when did you quit smoking?  __________________
Alcohol Consumption: Please check ✓        None_____   Socially _____  1 Drink per day______  2 or more drinks per day ________

Do you use recreational drugs?   YES    NO   (please circle)

	PATIENT SIGNATURE:_____________________________________________________________________________________ DATE:_______________________
GUARDIAN SIGNATURE:_____________________________________________________ RELATIONSHIP: □ MOTHER  □ FATHER  □ OTHER ________________



