
Patient Information

How did you first hear about us?  ___________________________________   Referred by? __________________________________

Name_____________________________________________________________   Date of Birth______________________    M    F

Mailing address___________________________________________________Email address_____________________________________

City______________________________________________________________State_____________________Zip_____________________

Home Phone_____________________________ Work Phone____________________________ Cell Phone _______________________

Social Security #________________________________________Occupation_________________________________________________

Employers Name and Address_______________________________________________________________________________________

Preferred Language:    English    Other:________________
Race:	  American Indian or Alaska Native    Asian   Native Hawaiian   Black or African American   White    
	  Hispanic   Other Pacific Islander   Other Race   Unreported/Refused to report
Ethnicity:	  Hispanic or Latino    NOT Hispanic or Latino   Unreported/Refused to report

Primary Insurance Information
Insurance  Name__________________________________________ Subscriber Name ________________________________________

Subscriber Date of Birth ____________________________________  Relation to Patient:    Self   Spouse   Parent   Other

Insurance Address________________________________________ City _____________________ State_______ Zip ________________

Subscriber ID ________________________ Subscriber Social Security # ____________________ Group ID _____________________

Secondary Insurance Information
Insurance  Name__________________________________________ Subscriber Name ________________________________________

Subscriber Date of Birth ____________________________________  Relation to Patient:    Self   Spouse   Parent   Other

Insurance Address________________________________________ City _____________________ State_______ Zip ________________

Subscriber ID ________________________ Subscriber Social Security # ____________________ Group ID _____________________

Agreement and Consent
I authorize the release of any medical information necessary to process insurance claims. I also authorize payment of medical benefits 
directly to Optima Foot and Ankle for professional services rendered. I understand that Optima Foot and Ankle will bill my insurance as a 
courtesy, but I am responsible for any balance not covered by my insurance.

I understand that patient balances carried past 30 days will accrue a 9% interest charge.

I give permission to the physicians at Optima Foot and Ankle to administer treatment, obtaining necessary health information which 
includes medication lists from other providers and pharmacies and to perform such procedures. By Oregon law, I am entitled to know the 
procedure, alternatives and risks involved, with a detailed explanation if so desired.

I understand that undesirable outcomes MAY OCCUR with procedures and adverse side effects or reactions MAY OCCUR with medica-
tions. I will be responsible for following the doctor’s instruction and that my non-compliance may result in a poor outcome and may be 
grounds for termination of the doctor/patient relationship. I will also be responsible for continuing any recommended follow up care and 
for any poor outcome which may result from the lack of doctor recommended follow up care.

Cancellation Policy
Please provide a minimum of 24 hours notice if you must cancel an appointment. There will be a $25.00 charge for missed follow up ap-
pointments, $50.00 for new patient visits and up to $200.00 for office surgical procedures.

Signature of Patient or Responsible Party_ _____________________________________________  Date_________________ 	



Health History

Patient Name_________________________________________________Age________Height_______Weight_______Shoe size_______

Primary Care Physician _______________________________________ Date last seen_________________________________________

What foot or ankle problems are you having? ________________________________________________________________________

When did this start? _______________________________ Due to an injury?   Yes   No         Workers Comp?   Yes   No

How did the accident happen?______________________________________Date of injury ________    Other details ____________

List any other professional care for the problems you have indicated. (name, when seen, treatment)

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

If you have pain, please locate and rate your pain on the diagram:

How long have 
you had the  
pain/discomfort

Please describe  
the pain.

When do you 
 feel pain?

Left Right

- Days - Sharp - Morning

- Weeks - Stabbing - Work/activity

- Months - Burning - Uneven ground

- Years - Pins/needles - Sports

- Pressure - Startup

- Throbbing - Evening

- Radiating - Night

- Ache/Deep

List any allergies or reactions you have to medications.

___________________________________________________________________________________________________________________

Do you have a family history of?	  Diabetes   Cancer   Heart Disease   High Blood Pressure   Stroke   
	  Foot Deformity   Other Foot Problems

List all medications that you currently use. ___________________________________________________________________________

___________________________________________________________________________________________________________________

Please circle any current medical conditions.

Diabetes Asthma Low back pain, Sciatica Kidney disease

High blood pressure COPD Headaches Liver disease

Heart disease Hypothyroid disease Neuropathy Skin conditions

Heart Attack Gout Multiple Sclerosis Stomach ulcers/acid reflux

Stroke Muscle weakness: cause Rheumatoid arthritis Raynaud’s

Peripheral vascular disease Arthritis Lupus Anxiety/Depression

Blood clots Cramps in feet or legs Parkinson’s disease Cancer (specify type):______________________

High cholesterol Fibromyalgia Hepatitis Other:___________________________________

Patient Information (continued)



Do you have or have you ever had (please circle):

Skin Hematology Musculoskeletal Neuro General
Skin wound Bruise easily Joint pain/stiffness Difficulty walking Fever

Dry skin Cold feet Joint swelling Muscle spasm Chills

Rash Blue toes Arthritic joints Burning sensation Night sweats

Discolored nails Varicose veins Back pain Tingling, numbness sensation Weight loss: _________lbs

Warts Calf pain Weakness Restless leg syndrome Weight gain: _________lbs

Ingrown nails Blood clot Leg pain/cramping Neuropathy Feeling Poorly

Itchy feet Respiratory Arch pain Cardiology Feeling Tired

Painful skin Shortness of Breath Toe pain Chest pain Headaches

Lesion/corn/callous Flat feet Irregular heart beat

Painful scar Ankle pain Leg swelling

Heel pain Taking blood thinners

List any hospitalizations you’ve had. 

________________________________________________ Reasons _________________________________   Dates__________________

________________________________________________ Reasons _________________________________   Dates__________________

________________________________________________ Reasons _________________________________   Dates__________________

List any surgeries you have had in the past with approximate dates.

__________________________________________________________________________________________   Dates__________________

__________________________________________________________________________________________   Dates__________________

__________________________________________________________________________________________   Dates__________________

Have you ever had a reaction to anesthesia?   Y   N   

List:_______________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Do you smoke?   Y   N    packs per day? ___________  Do you drink alcohol?   Y   N   drinks per day? _____________

Do you use recreational drugs?   Y   N    if so, please specify _______________________________________________________

Who should we contact in case of an emergency? _____________________________________________________________________

Phone number_____________________________________Relationship_____________________________________________________
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