DR. JOHN G. MCMAHON, JR - ADULT & CHILD FOOT & ANKLE CARE
Medical Information Form

Date - -
Last Name First Name MI
What name would you like to be called
Height Ft In Weight Lbs Shoe Size Width
Reason For Your Visit Duration of Problem
Primary Care Dr. Ph# Date Last Seen
1. If You Have Been Under a Physician’s Care In The Last Two Years Please
Explain:
2. Do You Have a History of:
[l Diabetes: '] Cancer: '] Hypertension: [IGout:
'] Heart Trouble: [] Allergy: [ Arthritis:
'] Liver Problems: [ICirculatory problems: '] Kidney problems:

3. Have You Ever Had or Been Treated For:

"] Heart Condition [JAsthma ] Stroke

_|Epilepsy/Seizures "Liver U Kidneys

"JRheumatic Fever "] Thyroid disease "] Pacemaker
"] Other

4. Have You Had Any Serious Illnesses Or Surgeries? Y or N Explain:
5. Are You Subject To Prolonged Bleeding? Y or N Explain:
6. Have You Ever Experienced A Side Effect From Any Medication? Y or N
"] Novocain [] Penicillin [ |Antibiotics [JOther
What type of reaction did you have?
7. (Women) Are you pregnant? Y or N
8. Do you smoke? Y or N How many cigarettes or packs per day?
9. Do you drink alcohol? Y or N _ Socially  Daily, How many per day?
10 . Medications You Are Presently Taking? Include over the counter, prescription, and vitamins

Pharmacy Name: Phone:

| HEARBY GIVE PERMISSION TO DR. JOHN G. MCMAHON, JR. D.P.M. TO ADMINISTER TREATMENT
AND TO PERFORM SUCH MINOR OPERATIVE PROCEDURES AS MAY BE DEEMED NECESSARY IN THE
DIAGNOSIS AND TREATMENT OF MY FOOT AND/OR ANKLE CONDITION.

SIGNATURE DATE




DR. JOHN G. MCMAHON, JR - ADULT & CHILD FOOT & ANKLE CARE
PATIENT REGISTRATION FORM  (Please Print)

Patient Name Age Sex: M/F
First Middle Last
Address City State Zip
Phone#: Work# Cell
Birth Date Social Security # - - Marital Status: SM D SEP W
Occupation Employer Address
Primary Care Doctor How did you hear about us?
Is this visit the result of a Work Injury? Y /N Injury Date: Workman’s Comp. #
Is this visit the result of a Car Accident? Y /N Injury Date: Car Insurance Policy#
Attorney: (If applicable in case of Injury) Attorney Phone #

PERSON RESPONSIBLE FOR PATIENT’S ACCOUNT

Name Birth Date Phone# Work #

Address City Zip Soc Sec # - -
Relation to patient Employer Address

Primary Insurance Co. Phone Specialist Co-Pay $
Policy Holder Birth Date Relation to patient

Soc. Sec. # - - ID # Group #

Secondary Insurance Co. Phone

Policy Holder Birth Date Relation to patient

Soc. Sec. # - - ID # Group #

PERSON TO CONTACT IN CASE OF EMERGENCY
Name Phone Relationship
Do we have permission to speak to your emergency contact regarding your medical or billing information?
Yes No
May we leave a reminder of your appointment on your phone or with your emergency contact?
Yes No

I understand the NOTICE OF PRIVACY PRACTICES, copy will be given upon request and is posted in the Lobby.
Signature Date

I authorize any holder of medical or other information about me to release any information needed for this
or a related claim to my insurance company or carriers. | permit a copy of this authorization to be used in place of
the original, and request that payment of medical insurance benefits be paid directly to Dr. John G. McMahon Jr.,
Adult & Child Foot & Ankle Care, LLC.

I understand that I am responsible for any Co-Pay, Deductible, and/or Balance not covered by my insurance
carrier. We require 24hrs notice for cancellation of all appointments and reserve the right to charge a $35 fee if
notice is not given,

Signature: Date




