
PATIENT REGISTRATION & HISTORY 

PATIENT INFORMATION 

Name ________________ Date ____________ _ 
Address ____________________________ _ 

City ____________ Slale ____ Zip _________ _ 
sex M F Single Married Sepated Divorced 

Occn11ation Binhdate 
--------------

Em 1110 v er ___________________________ _ 
Emplover'sAddress ___________ Emplover'sPhone ________ _ 
Spouse's Name Birthdate _____ SS# _______ _ 

Occupation Spouse Emplover ____________ _ 
Whom mar we thankfor referrlnuvou ____________________ _ 

CONTACT INFORMATION 

Email ________ .Home Phone ______ Work _____ .Ext ___ _ 
Mobile 

IN CASE Of EMERGENCY 

Name ___________ Relationship _____ Phone ______ _ 

INSURANCE 

Who is responsible for this acco1mt _______ Relationship to Patient _______ _ 

Insurance Companv ID# Group# ________ _ 

Is Patient covered bV additional Insurance YES NO 

SubscriberName _________ Birthdate ______ SS# _______ _ 

Relationship to Patient ________________________ _ 

Insurance co. __________________________ _ 

ID# ____________ Group# _______________ _ 

Dr. Patricia Mcilrath, DPM and Dr. Mallory Eisenman, DPM

2808 N. 5th Street Highway
Reading, PA 19605
Phone: (610) 921-8800
Fax: (610) 929-6942

1900 Rittenhouse Square, 
Suite C3
Philadelphia, PA 19103
Phone: (215) 735-3668



PATIENT REGISTRATION & HISTORY 
MEIIICAl HISTORY 1 

What is the chief com.plaint today? 

Have you ever been to a Foot Doctor before YES/NO If YES 

Name of the doctor ________________ Last Visit ___ _ 

Do you presently smoke? YES/NO 

Have you previously smoked? YES/NO 

Is there a family history of Diabetes? YES/NO 

ASSIGNMENT AND RELEASE 

If YES Years Smoked 

I Stopped since 

I, the undersigned certify that for my dependently have insurance coverage with _______ _ 
Dr. _________ all Insurance benefits. If any, otherwise payable to use for services 
reordered. I understand that I am financially responsible for all charges whether or not paid by insurance. 
I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I 
authorize the use of this signature on all insurance submissions. 

Responsible Party Signature 

Relationship ______________ Date _____________ _ 

MEDICARE AUTHORIZATION 
I request the payment of authorized Medicare benefits the made all her to me or on my behalf to 
Dr. ______________ for any services furnished me by that physician. I authorize any 
holder of medical information about me to release to the Health Care Financing Administration and it's 
agents any information needed to determine these benefits or the benefits payable for related services, I 
understand my signature requests that payment be made and authorize release of medical information 
necessary to pay the claim. If" other health insurance" is indicated in item 9 of the HCFA-150O form, or 
elsewhere on other approval claim forms or electronically submitted claims, in signature authorizes 
releasing of the information to the insurance or agency shown, to medicare assigned cases. The 
physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, 
and the patient is responsible only for the deductibles, coinsurance, and non-covered services. 
Coinsurance and the deductible are based upon the charge determination of the Medicare carrier. 

Beneficiary Signature ____________________________ _ 

2 



Medical Histon, 2 c Check all that currently or nreviouslv annlv to vou J 
AIDS/HIV 

_ Allergies [specify] 
_ Allergies to Medicare or Drugs 

Anemia 
_ Angina 

Arthritis 

_Ear Problem 
_Epilepsy 
_Eye Problem 
_Fainting/Dizziness 
_Foot or Leg Cramps 
_Gout 

Artificial Heart Valves or Joints _Headaches 
_Asthma _Hemophilia 
_Back Problems _Heart Disease 
_Bleeding Disorders _Hepatitis or Jaundice 
_Cancer (specify) _High Blood pressure 
_Chemical Dependency _High Cholesterol 
_Chest Pain _Kidney Problem 
_Chronic Diarrhea _Liver Disease 
_Circulatory Problems _Low Blood Pressure 
_Diabetes Type I or Type 11( circle) _Nervous Problem 

Phlebitis 
_ Psychiatric Care 
_Radiation Treatment 
_Respiratory Disease 
_Rheumatic Fever 
_Shortness of Breath 
_Sinus Problems 
_Stroke/ TIA 
_Swelling In Ankle, Feet 
_Swollen Neck Glands 
_Thyroid Disease 
_Tired Feet 
_Tuberculous 
_Ulcers 
_Varicose Veins Venereal Disease 
_Weight Loss, unexplained 

Please list any other medical condition not list above ___________________ _ 

FamilvPh11sician _________________ la stVisitDate ____________ _ 

Are vou now, or have vou been, under a11v other doctor's care for anv reason over the past two vears YES/NO 

IIVES,Pleaseexplain _______________________________ _ 

Past Surgeries _________________________________ _ 

Hospitalization ( other than for surgery listed) 

MEDICATIONS (include prescriptions, over the counter and vitamins) 

Pl1armacyNamels) ___________ Phone# _____________ _ 

Do you take oral contraceptives? YES/ NO 

AllERGIES 

_Adhesive/ Tape 

_ Anticoagulant Therapy 

_Aspirin 

CONSENT 

_Demerol 

_Iodine 

_local 

_Penicillin 

_seafoods 

Sulfa 

I certify that the above information is true and correct to the best of my knowledge, I give my permission to the doctor 
to administer and perform such procedures as may be deemed necessary in the diagnosis and/ or treatment of my 
feet. 
Patient's Signature __________________ Date ___________ _ 

a 

PATIENT REGISTRATION & HISTORY 



The Following Charges are in Place 

A $25.00 fee will be assessed for anv no-shows appointments. Please call to cancel 

Appointments at least 24 hours prior to vour appointment. 

A $35.00 fee will be assessed for anv returned check tor non-navment. 

A $25.00 fee will be changed for the completion of insurance and disabilitv forms. 

A $10.00 will be assessed if co-pavment is not received at time of service. Please bring vour co­

navment for vour visits. 

The fee for outstanding accounts that require the assistance of a collection agencv, patients 

will be responsible for the collection auencv·s service charge. When an account is sent to the 

collection agencv, Health One Podiatrv will no longer provide non-emergent pediatric care to 

the patient until pavment is made. 

For patient records, we will provide the patient a copv of their medical record up to 1 vear at no 

cost. Anvthing bevond 1 vear of medical record, there will be a charge per page. 

Patient Signature Date 

Dr. Patricia Mcilrath, DPM and Dr. Mallory Eisenman, DPM

2808 N. 5th Street Highway
Reading, PA 19605
Phone: (610) 921-8800
Fax: (610) 929-6942
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COVID 19 PATIENT SCREENING QUESTIONNAIRE 

PATIENTNAME _________ DATE _____ _ 

PLEASE ANSWER THE FOLLOWING QUESTION: 

1. IN THE PAST 14 DAYS HAVE YOU OR ANY IMMEDIATE FAMILY MEMBERS TRAVELED

INTERNATIONALLY? YES / NO

2. IN THE PAST 21 DAYS HAVE YOU OR ANY IMMEDIATE FAMILY MEMBER KNOWINGLY HAD

CONTACT WITH ANYONE WHO TESTED POSITIVE FOR COVID 19? YES / NO

3. IN THE PAST 14 DAY HAVE YOU HAD ANY FLU LIKE SYMPTOMS[ FOR EXAMPLE- FEVER, COUGH,

SHORTNESS OF BREATH, RESPIRATORY ILLNESS] OR A COLD? YES/ NO 

POR FAVOR, CONTESTE A LAS SIGUIENTES PREGUNTAS: 

1. EN LOS ULTIMOS 14 DIAS, HA VIAIADO USTED O CUALQUIER MIEMBRO DE LA FAMILIA

INMEDIATA? SI / NO

2. EN LOS UL TIMOS 21 DIAS, USTED O CUALQUIER MIEMBRO DE lA FAMILIA INMEDIATA TEN(A

CONTACTO CON ALGUIEN QUE HAYA PROBADO POSITIVO PARA COVID-19 ? YES / NO

3. EN LOS UL TIMOS 14 DIAS, HA TENIDO AlGUN SINTOMA DELA GRIPE C FOR EM
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I he atiaci1ed Nofics of PrNa�J ·Pra.cti�s aontains a detaliad de&1ipfon of how our offie-s v✓in
protect your heaIID h ,f orrnatlon, your rl� as .a pauent and our corr1.mon pradrc.as rri deaHng 

""'l'✓rth patfant heait� fnfannatlon� P@RSB rafur to that notice for fumier irrmnnafiari. 

Us.es ar1d Disclosuros Based cm Yl¼IT Arrtl:wrfzEtion. Excspt as st.prod lo morn detail In the 
Notice of Priv:acy Pnictfces, if JS will not LJSB or disc!ooa your health /nfurrriafion wit1out your 
wr I.lien autJiorizaflon. 

Uses and Disclosures Not Raqu!rfrl{I Yaur A1tt1JotftatJ011. in the foQcwing circwrstancasi we
Will disciose your heaith !hfor.natfon wfUJOut your lf.mfan authorizaifori: 

i - To ramify members or dose fi;f ends wt-0 are inVQlved ln your haaifu care; 
2_ For cartEin IL11ited �Ji pwt,JOOes; 
3. For purposes of pubi1c health and saf eti;
4 · TO _g??emroent agendas for purposes of thelr audif..s, fnvesi!gaffariS and other oversights

ad.fvrues; . 
5• To autnoritJes ta prevent r;rJld abase or r!pmootrc vfolenG1iJ; 
6 · TO the FDA to report preir.fu,:;t rfEfflcit3 or L'Y'lden!s; 7 · T� �a� enfurc_smem au1Jlorif.1es to protect pubffc aafezy arta assist fn apprehendingcnmmaJ otreno.era; • · 
8 • i/Vhen roauf red b' • murts om , • Y ' era1 warran� subpcer.as and as otherMse requfred by Iaw
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