
**PATIENT INFORMATION** 

DATE: ____________________________ 

NAME: ____________________________________________________________________________________________________________________  
    LAST    FIRST      MIDDLE 
ADDRESS: ________________________________________________________________________________________________________________ 
   NUMBER      STREET   APT.                       
 ______________________________________________________________________________________________________________________ 
  CITY    STATE       ZIP 

HOME PHONE: ___________________________ WORK PHONE:____________________________  CELL PHONE: __________________________________ 
 
EMAIL: ___________________________DATE OF BIRTH: ________________________ SEX: _______________ MARITAL STATUS: ___________________ 
 
EMPLOYER NAME/ADDRESS:_____________ _________________________________________________________________________________________ 
 
SOCIAL SECURITY #: ______________________________________ REFERRED BY: ________________________________________________________ 
   
__________________________________________________________________________________________________________________ 

**FINANCIALLY RESPONSIBLE PERSON** 
 
NAME: _________________________________ RELATION TO PATIENT: _____________________PHONE: ________________________________________ 
 
ADDRESS: _______________________________________________________________________EMAIL: ________________________________________ 
 
EMPLOYER NAME/ADDRESS: ______________________________________________________________________________________________________ 
 
OTHER PERSON TO NOTIFY IN EMERGENCY: __________________________________ PHONE# ______________________________________ 
 
_________________________________________________________________________________________________________________ 

**MEDICAL INSURANCE COVERAGE** 
 
NAME OF PRIMARY INS. CO.. _________________________________________________________________________________________ 
ID/POLICY# ____________________________________________ GROUP# : __________________________________________________ 
POLICY HOLDER NAME: __________________________________  D.O.B.: ____________________________________________________ 
 
NAME OF SECONDARY INS. CO. _______________________________________________________________________________________ 
ID/POLICY# ____________________________________________ GROUP# : __________________________________________________ 
POLICY HOLDER NAME: __________________________________ D.O.B. : _____________________________________________________ 
 

**PATIENT INFORMATION** 
 
 
I, _____________________________________, HERE BY AUTHORIZE  DRS. MICHETTI, TABOR AND/OR  WEBER TO APPLY FOR BENEFIT ON MY BEHALF FOR COVERED SERVICE
 PATIENT'S NAME      
RENDERED BY DRS. MICHETTI, TABOR AND/OR  WEBER. I REQUEST PAYMENT FROM ______________________ _________, ________________________________________ 
                          INSURANCE COMPANY #1   INSURANCE COMPANY #2 

 

BE MADE DIRECTLY TO DRS. MICHETTI, TABOR AND/OR  WEBER (OR IN CASE OF MEDICARE PART B BENEFITS, TO MYSELF OR TO THE PARTY WHO ACCEPTS SSIGNMENT). 
    
I CERTIFY THAT THE INFORMATION I HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE IS CORRECT AND FURTHER AUTHORIZE THE RELEASE OF ANY NECESSARY  
 
INFORMATION INCLUDING MEDICAL INFORMATION FOR THIS OR ANY RELATED CLAIM, TO ________________________________________, __________________________ 
         INSURANCE COMPANY #1   INSURANCE COMPANY # 2 

 
(OR, IN THE CASE OF MEDICARE PART B BENEFITS, TO THE SOCIAL SECURITY ADMINISTRATION). 
 
I PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL. THIS AUTHORIZATION MAY BE REVOKED BY EITHER MYSELF OR THE ABOVE CARRIER AT 
ANYTIME IN WRITING. 
 
 
_____________________________________________________________________________________________________________________________________________ 
SIGNATURE OF SUBSCRIBER OR BENEFICIARY         DATE 

 

 
 



 

What is the reason for your visit today? _______________________________________________________ 

When did your symptoms start? _____________________________________________________________ 

How did you hear from us?  ______Primary Care Doctor 

                                              ______ Internet (please circle): Google, Yahoo, Superpages, Bing, Yelp 
                                              ______ Insurance CO./Insurance Webside 
                                              ______ Friend or family member 
                                            _______ Other: ___________________________________________ 

What medical problems do you have or are you being treated for? Please circle all that apply: 

Arthritis, Diabetes, Cancer, High Blood Pressure, Heart Desease, Anemia, High Cholesterol, Bleeding 

disorders, Hepatitis, Liver Disorders, HIV/AIDS, Thyroid Problems, Respiratory Problem, Kidney Disorders, 

Neurological Problems, Stomach or Intestinal Problem, Stroke, Other: ________________________________ 

Please list any operations you have ever had: ___________________________________________________ 
_________________________________________________________________________________________ 
 
Please list all medication you are currently taking including aspirin and vitamins:  
_____________________________     _________________________     __________________________ 
_____________________________     _________________________     __________________________  
_____________________________     _________________________     __________________________ 
 
Please list any allergies to medication:  
_____________________________     _________________________     __________________________  
_____________________________     _________________________     __________________________  
 
Social History: Are you currently a smoker: __________________________________________________ 

   If so, how much do you smoke: _______________________________________________ 
   How much alcohol do you drink: ______________________________________________ 

Family History:  
 Please circle if anyone in your immediate family has any of the following: Arthritis,  Diabetes, Cancer, 

 Heart Disease , Bleeding Disorder, Anesthesia problem, High Blood Pressure, or Other Serious Medical 

Problems_______________________________________________________________________________ 

Primary Care Doctor: ___________________________________________________________________ 
Pharmacies: ____________________Phone Number: __________________________________________ 
Locations: _____________________________________________________________________________ 
                                    

CONSENT FOR TREATMENT 
I certify that the above information is true and correct to the best of my knowledge. I give my permission to 
Drs. Michetti, Tabor and Weber to administer and perform the procedures that may be deemed necessary in the 
diagnosis and /or treatment of my feet. 
 
______________________________________________          ___________ 
Patient or Guardian                                                                                                                      Date                        
 


