
MILWAUI(EE
FOOT AND ANICIE SPECIilSTS Patient Registration Form

Last Name

DOB

,V I LWA U I( EE FOOT.C OM

ssf

First Name: Midd le

Sex: M or F Marital Status: Single/Married/Widowed

Street Address: Apt f

City State:

Home Phone Cell Phone

May we leave a confidential message on your answering machine? Yes or No

EmailAddress:

Zip code:

Work Phone:

Race Hispanic or Non-Hispanic Primary Language

Employer: Occupation

Emergencv/Alternate Contact: Please list any additional people you authorize us to speak with regarding your

health/appointments.

Name

Phone Number Phone Number

Relationship Relationship:

How did you hear about ou. office?
Patient Referral:

Doctor Referral:

facebook

Google

Radio

DigitalAd

Other:

Secondary lnsurance:

lnsurance lnformation

Primary lnsurance:

Guarantor lnformatioll:

{Person who holds 6nrncia I responnbllity for

Guarantor Name:

Guarantor address

Guarantor Phone Number

Guarantor DOB:

work Related lniurvi

ls yourvisit today associated with a

work related injury? Yes or No

Date of lnjury:

Claim Number

Claim Adjuster Name

Phone

Email

Workers Comp Carrier

Subscriber of lnsurance

DOB of subscriber:

Phone Number of Subscriber

Relationship to Subscriber:

oo you have HSA or FSA?

Mit*.ulE Fet .nd A.lt sp..aarkt5 $[ hill you. i6lEre .om9..y d you. b.h., ior your *.l,e.- I .uthort. ily iEUEd 6.mti6 to be p.il diE rlY io Mitd!k.. fd a'n anlk
m fiB(i.lv ..poN.bb for q b.r.d- I .ls. .dho'ir. Mitrule. Fd .ri A.rb sr.dali.ir .ha/d iNuBre .onrry lo cleas .iv 

'nfomtio. 
requjRd

to p.6.t5 my .taim!. ThB ra...mrt witl Gmi. '. .ff.d untir rv.k d by ry-l, h ettrr,r. A 6ry .f thi' dc!tu i5 cotud.r.a e.lid .s rh€ .n.i..r ft. .bd
b€n of hy kll led!.. r will.otify Milw.ul.. F@r.nd Ankle Sp.cj.lklt ofanv ch:^9.5

Patient or Guardian Signature Date

Patient lnformation:

Name:



MILWAUIGE
rOOT AND AHKI,E SPECIALISTS

Patient Registration Form
MILWAUI(EEFOOT.COM

PrimaryCarePhysician:

High blood pressure

Low blood pressure

Liver problems

Pacemaker

Family Medical History:

Diabetes

Cancer

Blood clots

Significant Past Medical History (please list):

Patient Medical Historv:

hone:--Da teLastseen:

Pharmacy: Location/Cross Streets

Whatare you being seen fortoday?-When did yourcondition begin?

Please rate you r pain on a sca le of o-10 (10 being the worst pain you can imagine) 0 12345678910

ls this a work related injury? Yes OR No lf yes, please give the date of injury: 

-

Height: 

-Weight

Shoe Size:

u^hhio..

Do you smoke? Yes OR No How many packs per day?

Do you drink alcohol? Yes OR No How frequently? Rarely socially

0o you exercise? Yes OR No Type of activity:

Are you diabetic? Yes oR No lf yes, do you take insulin? Yes OR No

Have you ever been treated for any of the following conditions? (Check all that apply)

How many years?

Daily

Frequency:

Blood clots

- HIV

Heart trouble

Epilepsy

Xidney problems

Hepatitis C

Stroke

Asthma

n Stroke

Asthma

Please list ALL medications you are currently taking or attach medication list:

Please list ANY allergies to ANY medications:

Please list ANY major surgeries (within the last 10 years):

*PLEASE SEE REVERSE SIDE OF THIS PAGE{'



MIL\{AUI(EE
F.{)T AND ANIOE SPECIAI.JSTS

Patient Registration Form

General:

Eves:

Corrective lenses

Blurred/double vision
Eve pain

Redness

watering
ENT:

- Headaches

Difficulty swallowing
Nose bleeds

Ringing in ears

Earaches

cardiovascular:

- Kidney stones
Musc1|loskeletal:

RA

Lupus

Gout
loint pain

. Swelling

- lnstability
stiffness
Redness

Deep muscle pain

Skin:

' Unusualchanges
Poor health

- Rash

Itching
Redness

- Ulcerations
lnfection5

Neurologis:
Numbness/tingling

- Unsteady gait

- Dizziness

Tremors

Seizure

Stroke
Weakness

DroP foot
Psvchiatricl

Nervousness

- Anxiety

- Depression

- Halluc;nations
Hematolosic:

Easy bleeding
Bruising

Cancer

Coumadin
Blood thinners

Endocrine:
Excessive thirst or urination
Heat/cold intolerable

- Thyroid (hi8h or low)

MILWAUKEEFOO'T.COM

unexpected weight loss/gain

Fevers

Chills

Fatigue

Review of Svmotomsi

Chest pain

Palpitations
Fainting

Murmurs

Poor circulation
cold feet
Calf pain

Resoiratorv:
Shortness of breath

Sneezing

CoughinS

Chest tightness
Chest pain

Snoring

6astrolntestinal:
Heartburn
Hepatitis
Jaundice

Bleeding

Colitis
crohn'5

Ulcers

Genitourinary:
Renalfailure

Difficult urination
Flank pain

Doctor Signature: Date:




