Central Utah Foot & Ankle Clinic, L.L.C.
Patient Information
Please Print (Confidential Information - Important for our files and your health)
Patient Name _________________________________

Address  _____________________________________

City ______________________ State______________

Zip__________  Sex: ( M ( F  Marital Status: S M W D

Phone__________________  Work________________

SS#_________________________________________

Birth Date____________________   Age____________

Employer_____________________________________

Name of Spouse_______________________________

Name of nearest relative_________________________

Phone_______________________________________

Family Physician_______________________________

Whom may we thank for referring you to this office?

____________________________________________

Podiatric History
What is the chief complaint for which you came to be treated? (Include foot, ankle, knee, thigh & hip complaints.)
______________________________________________

____________________________________________

Date of onset__________________________________ 

Was this an accident? ( Y ( N  Work Related? ( Y ( N

Place of accident_______________________________

Have you ever been to a Podiatrist before?  ( Y ( N

Former Podiatrist_______________________________

Please indicate problems you now have or have had in the past.
(  Ankle Pain


(  Heel Pain

(  Athlete’s Foot

(  Ingrown Toenails

(  Bone Spurs


(  Numbness in Feet or Legs

(  Bunions


(  Plantar’s Warts


(  Corns & Callouses

(  Swelling in Feet or Ankles

(  Foot or Leg Cramps

(  Tired Feet
Responsible Party______________________________

Relationship to Patient __________________________

Insurance Information
(Please provide a copy of your insurance cards)

Primary Insurance______________________________

Insurance Address _____________________________

Subscriber Name ______________________________

Subscriber SS#_________________ Group# ________

Subscriber DOB _______________________________

Subscriber Employer____________________________

Is patient covered by additional insurance?  ( Y ( N

Secondary Insurance ___________________________

Insurance Address _____________________________

Subscriber Name ______________________________

Subscriber SS#__________________ Group #_______

Subscriber DOB _______________________________

Office Policy on Payment and Assignment Release
I understand that I am responsible for payment of services.  I understand that payment is expected at the time services are rendered unless arrangements have been made.  Co-payments are due at the time of service.  I understand it is my responsibility to obtain a referral from my PCP if required by my insurance company, and supply it on the date of service.  We reserve the right to charge interest on your account at the rate of 1.5% on any balance of 60 days or more.  Collection fees and related expenses (including attorney fees) will be the responsibility of the patient.

I, the undersigned certify that I (or my dependant) have Insurance or Medicare coverage and assign directly to Dr. Rogers all Insurance or Medicare benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by Insurance or Medicare.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all Insurance or Medicare submissions.

I certify that the above information is true and correct to the best of my knowledge.  I give permission to Dr. Rogers to administer and perform such procedures as may be deemed necessary in the diagnosis and/or treatment of my feet.
____________________________________________

Signature – Patient or Responsible Party

_________________________    _________________

Relationship                                   Date    

