Greater Hartford Podiatry



580 Cottage Grove Rd Suite 203


Rafael González, DPM LLC





Bloomfield, CT 06002










Phone: (860) 263-7999











Fax: (860) 216-0664

PATIENT INFORMATION:

Date: _____________________

Last Name: _________________________ Middle: _____________ First:______________________ SSN:_______________________


Birth date: ____________________ Age: ________ Occupation: _________________________________ Sex: Male_____Female____
Address: ___________________________________________________ City: ___________________ State: _____ Zip: ____________

Home phone: ______________________  Cell phone: _______________________       E-mail: ________________________________ 
Married: __ Single: ___ Divorced: ___ Widow: ___ Minor: ___    Ethnicity: ____________
Patient’s employer: ______________________________________   Work phone: ___________________________________

Emergency Contact Name: ________________________________                     Relationship: _________________________

                                                                                                                                             Phone #: _____________________________
How did you hear about us? _________________________________

Your doctor’s name: ________________________________________  Date you last saw your doctor? __________________
INSURANCE INFORMATION:

Insurance Company: ___________________________________ ID/Group: __________________________________
IS PATIENT COVERED BY ADDITIONAL INSURANCE:  Yes ___ No ___
Insurance Company: ___________________________________  ID/Group: ___________________________________ 
INFORMATION REGARDING TODAY’S VISIT:

Reason for your visit today: ________________________________________________________________________________________

PATIENT INFORMATION:
AIDS/HIV

O Yes     O No


Migraine / Headaches

O Yes     O No
Allergies to Anesthetics

O Yes     O No


High Blood Pressure

O Yes     O No
              

Anemia

O Yes     O No


Kidney Problems


O Yes     O No

Arthritis

O Yes     O No


Neuropathy 


O Yes     O No

Artificial Heart valves / Joints        O Yes     O No


Psychiatric care


O Yes     O No
Asthma   

O Yes     O No


Lung/Respiratory Problems

O Yes     O No
Back Problems

O Yes     O No


Shortness of Breath

O Yes     O No   
Bleeding Disorders

O Yes     O No


Special Diet


O Yes     O No            
Cancer

O Yes     O No


Stroke



O Yes     O No
Chemical Dependency

O Yes     O No


Tuberculosis


O Yes     O No
Chest Pain

O Yes     O No


Stomach Ulcers/Acid Reflux

O Yes     O No

Circulatory Problems

O Yes     O No


Sexually Transmitted Disease (STD)
O Yes     O No
High Cholesterol

O Yes     O No


Pace Maker? 
  
                  O Yes     O No
Diabetes

O Yes     O No

                  


Eye Problems

O Yes     O No



  



  
Gout

O Yes     O No



  
Hepatitis/Liver disease

O Yes     O No



 
List previous surgeries (Less than 2 years): 
1. _________________________________    
2. _________________________________

3. _________________________________
Medications/doses you currently take: 


                                       Drug Allergies:
1. _________________________
5. _______________________
           1. _____________________

2. _________________________
6. _______________________
           2. _____________________
3. _________________________
7. _______________________                    3. _____________________

4. _________________________
8. _______________________                    4. _____________________ 
INSURANCE ASSIGNMENT AND RELEASE:

I certify that I have insurance coverage with ____________________________________________ and assign directly to Dr. Rafael Gonzalez all the benefits payable to me or otherwise for the services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions. 

The above named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purpose of obtaining payments for services and determining insurance benefits or the benefits payable for related services. This consent will end when my current treatment plan is completed or one year from the date signed below.

I hereby consent and give my permission to Dr. Gonzalez to administer and perform such procedures upon me as the Doctor deems necessary.
________________________________________________________                 _____________________________________________________

Signature of Patient, Parent, Guardian or Representative                        Print Name 

________________________________________________________
          _____________________________________________________

Relationship to Patient (if signing for patient)

            Date
MEDICARE/MEDIGAP AUTHORIZATION:

I request that payment of authorized Medicare benefits and, if applicable, Medigap benefits be made to me or on my behalf to Dr. Gonzalez for any services furnished to me by the provider.

To the extent permitted by law, I authorize any holder of medical or other information about me to release to the Centers for Medicare and Medicaid Services, my Medigap insurer, and their agents any information needed to determine these benefits for related services.

______________________________________________     ________________________________________________

Signature of Patient, Guardian or Representative                     Print name of Patient, Guardian or Representative

______________________


                            _________________________________________________

Date
        

                                       Relationship to Patient 

Pharmacy: _________________________________ 


Address: ___________________________________
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