	
	
	



Family Foot Care of Rochester
2101 Lac de Ville Blvd, Rochester, NY 14618 (585) 244-1150

Please complete the following information and bring your Insurance card & Co-pay to this appointment.

Your appointment Date and Time: _______________________________ at _____________________
[bookmark: _Int_6YV4tt3g]with _________Dr. Robert Peel  ________Dr. Douglas Ring
Please state the Reason for your visit: _________________________________________________________________
Name: __________________________________________ Date of Birth: ____/____/_____     Δ Male	Δ Female
Address: __________________________________________ City: ___________________ State: _____ Zip: ________
Best Phone Number: ___________________________________ Email: ______________________________________
Primary Physician Name: ______________________________ Pharmacy Name/Location: ________________________
Shoe Size: ________________  Height: _____________________ Weight: _________________
Primary Ins: _______________________________________  ID Number: ___________________________________
Holder of Ins (if other than yourself) __________________________________  Date of Birth of Holder: ___/____/____
PATIENT MEDICAL HISTORY:
	Arthritis
	Gout Frequency
	Lung/Breathing Difficulties:  COPD

	Artificial Joints:  HIP  -  KNEE - OTHER
	Hammertoe(s)
	Metal in your body – YES        NO

	Asthma
	Heart Attack
	Neurological Disorder

	Bunion(s)
	Heart Disease
	Neuropathy

	Crohns
	High Blood Pressure (Hypertension)
	Parkinson’s Disease

	Circulatory Problems (PVD)
	High Cholesterol
	Stroke

	Diabetes:  Type 1               Type 2
	Hypothyroid or Hyperthyroid
	Traumatic Brain Injury (TBI)

	Flat Feet (Pes Planus)
	Kidney Function Issues
	

	GERD
	Liver Function Issues
	Other:


· Medications (or provide a written list): _______________________________________________________
Allergies (if any): __________________________________________________________________________________

HIPPA CONSENT:
I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), I have certain rights to privacy regarding my protected health information. I understand that the name(s) listed below are able to contact and speak with the Provider regarding my healthcare. I understand that I may revoke this consent in writing at any time.

HIPPA Compliance Name(s)/Relation: ______________________________________________________________________________________

Signature of Patient: ________________________________________________ (for office visit, HIPPA and approval to bill insurance company)


   		     Office Use Only -- Do Not Complete Section Below

CHIEF COMPLAINT: ______________________________________________________________________________________________________	

ONSET: _________________________________________		DURATION: ___________________________________________________	
OTHER COMPLAINTS: ____________________________________________________________________________________________________	


PULSES: PT	LEFT		RIGHT 		DP	LEFT		RIGHT 	

VASCULAR: ____________________________________________________________________________________________________________	

INTEGUMENTARY: ______________________________________________________________________________________________________


ORTHOPEDIC: _________________________________________________________________________________________________________ 	
STANCE: ______________________________________________________________________________________________________	

GAIT: ________________________________________________________________________________________________________

NEUROLOGICAL: ________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________

Notes: ________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________
	
	
	



