Anthony Chionis, DPM

Foot Doctor / Medicine and Surgery of the Foot


www.footdoctor-info.com
1725 Edison Avenue (Lobby B) Bronx NY 10461
88-08 151 Avenue Howard Beach NY 11414

Tel# 718 892-5542




Tel# 718 323-0079

PATIENT REGISTRATION
Welcome to our office!  So that we may serve you to the best of our ability, please complete these forms as accurately as possible and return it to the receptionist.

Last Name* ___________________________First Name*_______________________MI*____

Address*______________________________________________________________________

City*_________________________________State*______________Zip Code*_____________

Birthday*________________________Age*__________Social Security*__________________

Home Phone*(        )______________________Cell Phone* (        )________________________

Marital Status*________Emergency Contact*___________________(        )________________

Employer Name*_______________________________________________________________

Employer Address*______________________________________________________________

 _______________________Work Number (        )___________________

Medical Doctor*__________________________________Phone (        )___________________

Address* ________________________________________Date Last Seen*________________


__________________________________________
Email Address* ________________

REFERRED BY*_____________________(ex: Doctor, Patient, Insurance, Phonebook, Website)

Pharmacy (Name and City)*_________________________
Phone (        )___________________

Primary Insurance Company*_____________________________________________________

ID #*_______________Group number*____________Name of Policy Holder*______________

Date of Birth of Policy Holder*_____________Employer of Policy Holder*_________________

Patient Registration continued…

Secondary Insurance Company*___________________________________________________

ID #*_______________Group number*____________Name of Policy Holder*______________

Date of Birth of Policy Holder*_____________Employer of Policy Holder*_________________

______________________________________________________________________________

SIGNATURE ON FILE
I AUTHORIZE USE OF THIS FROM ON ALL MY INSURANCE SUBMISSIONS.

I AUTHORIZE RELEASE OF PERTINENT INFORMATION TO ALL MY INSURANCE COMPANIES.

I UNDERSTAND THAT I AM ULTIMATELY RESPONSIBLE FOR MY BILL.

I AUTHORIZE DR. CHIONIS TO ACT AS MY AGENT IN HELPING ME OBTAIN PAYMENT FROM INSURANCE COMPANIES.

I AUTHORIZE PAYMENT DIRECTLY TO DR. ANTHONY CHIONIS.

I PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if I choose) and understood the notice.

Patient Name (Please Print)*_____________________________________Date*____________

Parent of Authorized Representative (if applicable)* __________________________________

Patient Signature* ______________________________________________________________

______________________________________________________________________________

THANK YOU FOR CHOOSING ANTHONY CHIONIS, DPM

PODIATRIC HISTORY
What is the chief complaint for which you came to be treated?  Include foot, ankle, knee, thigh, and hip complaints. *__________________________________________________________________________

_____________________________________________________________________________________

Occupation*_______________________________________________Height*________Weight*______

Cigarette/Tobacco use    
 [ ] YES    [ ] NO       If yes, years smoked__________________

Please indicate which foot problems you now have or had in the past.

Ankle Pain

[ ] YES    [ ] NO


Athletes Foot

[ ] YES    [ ] NO

Bunions


[ ] YES    [ ] NO


Corns and Calluses
[ ] YES    [ ] NO

Cramps or Numbness in the Feet or Legs





[ ] YES    [ ] NO

Flat Feet


[ ] YES    [ ] NO


Foot or Leg Cramps
[ ] YES    [ ] NO

Foot Pain

[ ] YES    [ ] NO


Heel Pain

[ ] YES    [ ] NO

Ingrown Toenails

[ ] YES    [ ] NO


Plantar Warts

[ ] YES    [ ] NO

Swelling Ankles/Feet
[ ] YES    [ ] NO


Tired Feet

[ ] YES    [ ] NO

MEDICAL HISTORY
Please check the box if you had any of the following:

AIDS/HIV

[ ]
Allergies or Anesthetics
[ ]
Allergies to Medicine / Drugs    
[ ]

Anemia


[ ]
Arthritis


[ ]
Artificial Heart Valves/Joints     
[ ]

Asthma


[ ]
Back Problems


[ ]
Bleeding Disorders             
[ ]

Cancer


[ ]
Chemical Dependency

[ ]
Chest Pains

[ ]

Chronic Diarrhea

[ ]
Circulatory Problems

[ ]
Diabetes

[ ]

Ear Problems

[ ]
Epilepsy 


[ ]
Eye Problems

[ ]

Fainting


[ ]
Foot or Leg Cramps

[ ]
Gout


[ ]

Headaches

[ ]
Heart Disease 


[ ]
Hemophilia

[ ]

Hepatitis or Jaundice
[ ]
High Blood Pressure

[ ]
Kidney Problems

[ ]

Liver Disease

[ ]
Low Blood Pressure

[ ]
Neuropathy

[ ]

Phlebitis


[ ]
Psychiatric Care


[ ]
Radiation Treatment
[ ]

CONTINUATION
Rash


[ ]
Respiratory Disease

[ ]
Rheumatic Fever

[ ]

Short of Breath

[ ]
Sinus Problems


[ ]
Special Diet

[ ]

 Stroke


[ ]
Swelling in Ankles, Feet

[ ]
Swollen Neck Glands
[ ]

Tired Feet

[ ]
Tuberculosis


[ ]
Ulcers


[ ]

Varicose Veins

[ ]
Venereal Disease 

[ ]
Weight Loss, unexplained
[ ]

Surgeries you have had* _________________________________________________________________________

Hospitalization other than surgeries listed* _________________________________________________________

Are you now or before, under any other doctor’s care for any reason over the past two years?    [ ] YES    [ ] NO

If YES, please explain* ___________________________________________________________________________

MEDICATION                                                                                        ALLERGIES
Prescriptions, over-the-counter medications and vitamins   Dosage
Frequency
[ ] Adhesive Tape

_______________________________________________   _______   ___________ 
[ ] Anticoagulant Therapy

_______________________________________________   _______   ___________ 
[ ] Aspirin     [ ] Demerol

_______________________________________________   _______   ___________
[ ] Codeine   [ ] Iodine

_______________________________________________   _______   ___________
[ ] Anesthetics

_______________________________________________  ________  ___________
[ ] Novocain [ ] Penicillin

_______________________________________________  ________  ___________
[ ] Seafood   [ ] Sulfa

_______________________________________________  ________  ___________
{ } _________________


I hereby consent and give my permission to the doctor (and doctor’s assistances or designee replacement) to administer and perform such procedures upon me as the doctor deems necessary. 

_____________________________________________________________________________________________

Signature of Beneficiary or Guardian           Print Your Name                    Relationship to Patient           Date










Revised: 10/18/18ndp

