
 
PATIENT INFORMATION FORM 



 
 

SOCIAL HISTORY 
     

  

    

  – 

 

    

FAMILY HISTORY 
  

   

 



 
 
YOUR MEDICAL HISTORY 



 

    



CURRENT PROBLEM 

LEFT FOOT RIGHT FOOT



 

 

    

   

            (NO PAIN) (WORST PAIN POSSIBLE) 
 

  

  

    

 

 

 



 
HIPAA Informa�on and Pa�ent Privacy Consent 

 

Pa�ent’s Name: ____________________________________________________________  

 

Our No�ce of Privacy Prac�ces provides informa�on about how we may use and disclose protected 
health informa�on about you. The No�ce contains a Pa�ent Rights sec�on describing your rights under 
the law. You have the right to review our No�ce before  signing this Consent. The terms of our No�ce 
may change, and if so, you may obtain a revised copy by contac�ng our office.  

You have the right to request that we restrict how protected health informa�on about you is used or 
disclosed for treatment, payment or health care opera�ons. We are not required to agree to this 
restric�on, but if we do, we shall honor that agreement.  

By signing this form, you consent to our use and disclosure of protected health informa�on about you 
for treatment, payment and health care opera�ons. You have the right to revoke this Consent, in 
wri�ng, signed by you. However, such a revoca�on shall not affect any disclosures we have already 
made in reliance on your prior Consent. The Prac�ce provides this form to comply with the Health 
Insurance Portability and Accountability Act of 1996 (HIPAA).  

The pa�ent understands that:  

 Protected health informa�on may be disclosed or used for treatment, payment or health care 
opera�ons.  

 All other disclosures by the prac�ce will require specific authoriza�on by you unless required by 
law.  

 The Prac�ce has a No�ce of Privacy Prac�ces and that the pa�ent can review this No�ce and 
receive a copy. The Prac�ce reserves the right to change the No�ce of Privacy Policies. The new 
policy will be posted in the lobby and on the web site.  

 The pa�ent has the right to restrict the uses of their informa�on used for treatment, payment or 
opera�ons, but the Prac�ce does not have to agree to those restric�ons.  
 

__________________________________   ___________________ 
Pa�ent / Guardian Signature    Date 
 
 
__________________________________   ___________________ 
Prac�ce Staff Member Signature    Date 
 




