
Midwest Foot & Ankle ClinicsI
^rC Tel. (847) 398-8637 Fax. (847) 398-4349 Email: midwestfootandankle@gmail.com

PATIENT INFORMATION

F irst \a mc

State:

Cell Phone:

Patient Name:

Address:
l-ast \flrne

Preferred language:

Patient Em plover/School:

E m ployer/School Add ress:

ln case of emergency, rvho should lve notify'?

Whom may we thank for referring you to our practice?

Subscriber / Primary lnsured:
[.ast \ame

Address (if different from patient):

City:

Subscriber / Primary lnsured Employ'er:

Employer Address:

Subscriber Name:
I-ast \amc

Address (if different from patient):

\liddle lnitial
Social Security #:

Date of Birth:

zip: Email:

Alternate Phone:

_Single _\\'idowed _Separated _Divorced _Partnered for 
-____years

Race: _ :\merican Indian/Alaskan Native _ Black/African American _ White
_.lsian _ \ative Hawaiian/Other Pacific Islander

Ethnicity: _ Hispanic/Latino _ Not Hispanic/Latino

Occupation:

Em ployer/School Phone:

Phone:

PRIMARY INSURANCE

Relation to Patient:
First \ame

State: --- Zip:

Social Security #:

Date of Birth:

Employer Phone:

Citv: State: zip:

ADDITIONAL / SECONDARY INSURANCE

Relation to Patient:
First \ame

Social Security #:

Date of Birth:

City':

Home Phone:

Sex: _Male Female IlaritalStatus: llarried

Subscriber Employer: Employer Phone:

Employer Address: City: State: zip:

ASSIGNMEN T AND RELEASE
I certili that l. and/or rnl.clependents. have insurance coverage rlith (name olinsurancc companl"(ies))

and asiign directly to Dr. Khalid Husain / Dr. .lcnnil-er Kirchens / Dr. Gene Choi all insurance benefits, if any, otherwise payable to me for services

rcnrlcred. 'fhe abovc namcd doctor may use my health care infbrmation and may disclose such information to the above named insurance

company(ies) and their agents fbr the purpose of obtaining payment fbr services and determining insurance benefits or the benefits payable for

relatecl services. I authorize the use of ml. signature on all insurance submissions. Please be aware that some services provided in our office may not

be cpvered by your co-pay ancl may be subject to your deductible. Our ofllce is not aware ofthis until we receive the explanation ofbenefits from

vour insurance carrier.
I understand the above paragraph and agree to be financialll'responsible fbr any amount not covered by my insurance.

City: State: zip:

eotl"nt Sgnuirr" tpur"nlrr Cuardian Signature if patient is a minor) Date



Patient Name:

MEDICAL INFORMATION
This information is important for our records and your health.

Describe your foot problem

Howlonghasthisbeenbotheringyou?DayS-Weeks-Years

Any past problems of your feet and ankles?

Any past surgical procedures on your feet and ankles?

Shoe Size Current Weight

ARE YOU ALLERGIC OR SENSITIVE TO:

Height

Allergy to Antibiotics (Penicillin, Sulfa, etc.)?
Allergy to any Medicines?

Tape Allergy? Betadine (Iodine)? Other
Have you had any problems taking aspirin or ibuprofen (Advil, Motrin)? Yes_ No
Any problems with local anesthetics (Novocaine, Lidocaine)? Yes No

GENERAL HEALTH INFORMATION:

Do you have Diabetes? Yes No _ If yes, do you take insulin? Yes No
Number of years? Last HgAIC Level?

Have you had any serious illness (currenVpast)? If yes, please list

Have you had any surgeries? If yes, please list

Are you under a physician's care? Yes _ No _ If yes, for what condition?

Family Physician Date you last saw this Doctor?
May we contact you physician about your health? Yes_No_Physician's tel #
Name of your Pharmacy or Drug Store?
What medications do you take regularly?

Phone #



Patient Name:

Check o any of the following you have, or have had problems with:

o Heart o Asthma o Gout o High Blood Pressure
o Circulation o Stomach Ulcers o Tuberculosis o Frequent Infections
o Arthritis o Hormones o Rheumatic Fever o Neurological Disorder
o Kidneys o Anemia o Liver o Unexpected Weight Loss
o Lungs o Bladder o Healing/Wounds o AIDS/HIV
o Back Pain o Hepatitis o Intestines o Cancer (specify)

Do you have any artificial joints?
Hip Yes_ No
Knee Yes No
Other

Do you have a Heart Valve Implant? Yes_ No

Did you receive an Influenza Vaccine? Yes No When?

Have you received a Pneumonia Vaccine? Yes No When?

FAMILY HISTORY

Is there a family (blood relative) history of:
o Heart Disease o Mother o Father o Sister o Brother o Daughter o Son
o Diabetes o Mother o Father o Sister o Brother o Daughter o Son
o High Blood Pressure o Mother o Father o Sister o Brother o Daughter o Son
o Neurological Disorder o Mother o Father o Sister o Brother o Daughter o Son
o Stroke o Mother o Father o Sister o Brother o Daughter o Son
o Bunions o Mother o Father o Sister o Brother o Daughter o Son
o Hammertoes o Mother o F'ather o Sister o Brother o Daughter o Son
o Flatfeet o Mother o Father o Sister o Brother o Daughter o Son
o Circulation problems in feet o Mother o Father o Sister o Brother o Daughter o Son

Do you smoke? Yes _ No _ Previously smoked? Yes_ No _ Number of years?
oless than 5 cig. per day oll2 pack per day o 1 pack per day oMore than 1 pack per day

Do you drink alcohol or beer? Yes No
oOccasional oModerate oHeavy

Do you use any illicit drugs? Yes_ No

Employment: oSit at job oStand at job oStand & walks at job oRetired

Signature Date



NOTICE OF PRIVACY PRACTICES

The Federal Govemment passed the "HIPAA" law on June 10, 2002. This act requires us to notiry our
patients ofthe privacy procedure that we follow in this medical office pertaining to your health
information. This act also gives you, the patient, significant new rights to understand and control how your
health information is used.

We may use and disclose your medical records only for each ofthe following purposes: treatment, payment
and health care operations.

Treatment: means providing, coordinating or managing health care and related services by one or more
health care provider. Ex. would be having an initial examination.

Payment: means such activities as obtaining reimbursement for services, confirming coverage, billing or
collection activities and utilization review. Ex. sending a claim to your insurance company for services
rendered to receive payment.

Health care operation: means the business aspects ofrunning our practice, such as conducting quality
assessments and improyements activities, auditing functions, cost-management analysis, and customer
service. Ex. would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to
individually identifi able information.

We may contact you to provide appointment remindeN or information about treatment altematives or other
health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only rvith your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that &ritten request, except to the extent
that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by
presenting a written request to this office.

The right to request restrictions on cenain uses and disclosures of protected health information, including
those reiated to disclosures of family members, other relatives, close personal friends, or any other person
identified by you. We are howeyer, not required to agree to a requested restriction. Ifwedoagreetoa
restriction, we must abide by it unless you agree in writing to remove it.

The right to reasonable requests to receive confidential communications ofprotected health information
fiom us by alternative means or at alternative locations.
The right to inspect and copy your protected health information.

The right to amend your protected health information.
The right to receive an accounting ofdisclosures ofprotected health information.
The right to obtain a paper copy ofthis notice from us upon request.

You have recourse ifyou feel that your privacy protection has been violated. You have the right to file a

formal, written complaint with our office, or with the Department of Health and Human Services, office of
civil rights, about violations ofthe provisions ofthis notice or the policies and procedures ofour office.
We will not retaliate against you for filing a complaint.

DatePatients name


