KFE D.P.M
Huhik: 3838 California Street, Suite #514 ¢ San Francisco, California 94118

Tel Hi55: 415-386-3338 (feet)

Patient Registration Form % A B0 k%

Patient Information J5 A %k}

Last Name %4: First Name %% Middle Name H1[i] 44 :
Home Address i}t City/State 3,7 /JH:
Zip HRECS 15 Home Phone ZXJi FiL 1 5 i

Cell FHL54: Social Security# # & %45 fi:

Date of Birth tH 4= H 1 Age K

Email HLHEAT:

Marital Status Z5QIRML: S B g M 45 D &85 W %18

Name of Spouse/Partner {15 4

Employer Ji£ 3-: Occupation BRY

Address il : City/State 3% 7/ Zip MRECS 5
Work Phone Tff By 16 5

Primary Care Physician ZEEEA

Name #£44: Phone H1ifi:

Address Hilil:: City/state 3Tl /1!: Zip MRS A
Emergency Contact BRELRA

Name #E44: Phone Fiif:

Address Hi}il-: City/state i ili/M: _____ Zip WEBCS:

Relationship 59/ A JC &:
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Insurance Information £ % Bl

Name of Primary Insurance Company = 2B J7 (R[22 5]

Phone Hiif: Policy Number {515

Subscriber Name {28 A\ 42 7 Date of Birth of Subscriber £ 5. A Hi A= H11:

Relationship to patient #R{& 5 N 595 A< R Self 45 A Spouse ECfH Child /NZ Other At

Name of Secondary Insurance Company &5 BT R [ A &) -

Phone Hiif: Policy Number {515

Subscriber Name f#8. A\ 44 5 Date of Birth of Subscriber {#E A\ 4= H #:

Relationship to patient #R{&H. A\ 595 A< R Self 4 N Spouse AL Child /NZ Other HiAth:

Filled by H 5 Rk N4 Signature 25 44: Date/ H

Patient Consent Form i A [F &

HHI AL TR RS, BIRBT KT e A G F R SOR T TR77, ISR OR AL 55 (faT Ak
PTO) o FIFIN AR R AT, M5B mA NG R TS TI5, Gl 6, iR, 6

RIF R IR FREAEFEMKT PTO HIAVE T AL, (R BORDE (R AL B . R [F R K 55 9 2 AR 1K
FRLUFECR AR TR BB, SRR iy B A 56 T8 7 1R i L

Name 4 ¥ Relationship X%&: ___ Phone HiiF:
Name % F-: Relationship 5%%&: ______ Phone #if:
Name % F-: Relationship % &: Phone Hii%:

IRIAZEZ X A, KI5 B A BORE 4 AR T7 BRAREE B . WABGIEHX M HEBR
BRAESK F5 S R AR ARt e B BORE o FROAT DUZESR A i SRR O X (R 45, B BEmT LA
I (R 5K SR

O A LA R RUTEEN— DA 5 5TE.

Signature of Patient Jj§ AZ5 44 Date H

Patient name i A\ & %

FOR MINORS ONLY Y[R FRFRFEA
18 HLLRMA, B FEK/ Wy AR R R B R LN, BRde S 5@,
Print Name 4 F: Signature 2544:
Relationship 3% % Today’s Date 4 H H #:
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7KF5H D.P.M
3838 California Street, Suite #514 ¢ San Francisco, California 94118

HLi% 5 Tel: 415-386-3338 (feet)

Last Name #: —___ FirstName £%: — Middle H[f] 4% F:
DOBAH: ____ Age ZFid: Sex EAl:F&ME ____ Marital Status IWUIRES

Height /&% Weight 1R Weight one year ago — = Fil [ /& i s Children//NZ &

| am “FHS 5 H Left Handed /- F BORight Handed A& F O PCP/HKIEEA

Occupation/JH»

Have you ever been treated by a podiatrist before 2 Fif /& & & i HAt & BHEAE? YES Z2ONO 710

If yes, what was your foot problem U152, K44 & # [ #i 2

What if your specific foot problem for this visit 4> H ) 3= 2 J& & 6] 82 4 2

0

2.7
Are we seeing you in relation to any injury/accident 54 K 1 & 3 ia) @2 B A Z A B = Ah A 2<? YES ;20 No 750

Automobile accident Z=4% O Work Related Injury T45 @ Other/H/h O

Are you on Disability? f3 ¥ G 5EEAEF 2 YES j20 NO 50 WH 2, TA/EM&EE 3

Current Medical Problems {75 {& f [n) &5

Arthritis XU 5 HIV 3805

Asthma <55 Kidney Disease "B /%

Bowl Disorder i 7<% Prostate Disease i 5| &% 95
Cancer Type JE4E 11 Thyroid Disease FJR IR
Chest Pain fiii i Ulcer 5535

Diabetes ¥ /R Other HiAt

Emphysema S i
Heart Failure U JIif 7% 35
Heart Murmur 0 i 2% 3%

Hepatitis AT 4

High Blood Pressure 1= [fIL/&

High Cholesterol 7= i [#] %
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1. What medication do you take routinely? (Dose/frequency) Bl IEAR A4 2547 2502 A2

2. Areyou allergic to any medication? /G %A T4 259t f? & yesOFE NOD
If so, what are you allergic to? W1 542, W42
Please indicate the reaction you have. /R L 8UE A EAR 2

3. Pastsurgeries (include type and dates) AL FAR? (WRF, HArHERFAZET? )

How many times per week do you exercise? & fHiza JLIk? _ What type? fHAEAL?

Do you smoke now? #& %W ? H YES /&0 No 75 O # of Packs per day? &K J1£5.?2__How many years? £ /D4 ?

If you quit, how long ago did you quit? 15 S H, LM T Z/bHE?

Do you drink alcohol? f&75YKIE ? YES 52 ONo 75 0 How many ounces per day? K% /b 22142
Are there any diseases that run in your family? 117 5 i 14 18457 2

Father 5%E;  alive i5E D Deceased i fHt B Age and cause of death J1. % Flid th: 5 [A]

Mother B}3%: alive 75 %D Deceased i fitB Age and cause of death J1% Flid i J5 [A]

Sibling bt 35 4H1k: alive 3% O Deceased i {0 Age and cause of death J1.% Filidf i 5 4]
Please check any illness, symptoms or problems that you have had in the last month:

WAL A W AR5 B AR

Constitutional 12 Gastrointestinal 7 B

Blood pressure If.J£ Problems with bowel movements HEE [ /il
Respiration WY ] @i Nausea/Vomiting NX It

Fever/Sweats & 52/ T Rectal Bleeding/blood in stool X {i H IffL/ H. 7 Hi 1
Fatigue J& 7 Abdominal Pain/Heartburn {5/ 5 1

Loss of appetite/weight change & AXANR/1AK EE T B&

Eyes AR
Musculoskeletal JLA Eye Disease or injury HR &9 55215
Join Pain/Stiffness 3= 15 Vi /B fig Eye glasses/contact lenses 7 AR [ B¢ B& 4 AR 1
Muscle Pain/cramps/Weakness JLJR/ TG 71 Blurred/double vision ¥ 5 BER B X 5415
Back Pain/& i Glaucoma & GHR
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skin Bz Bk
Rashes/ 7%

Lesions/ i A%

Ulcers/ {97

Genitourinary/# JR2EBE 2%
Flank pain/{ll B

Problems with urination/HEJR 7] f

Blood in urine/IflL &

Kidney Stone/ ¥ 4544

Ears/Nose/Mouth/Throat B &M R}

Hearing loss Z< ik

Hearing noises in ear W 3|45 4<%

Earaches and drainage BB E WA H

Nosebleeds ¥ & If.

Trouble swallowing/ % £ IR #fE

Bleeding gums/ 7 [Al ! IfiL

Sore throat/ MW i

Snoring/ & &F

Voice Changes/%5

Problems with thyroid/ F R fif ia) £

Cardiovascular L L

Chest pain/angina i T/ 0040

Palpitations {M%

Shortness of breath 44

Filled by 3H 5 A% A\ 2 44

Signature 2544
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Swelling of feet, ankles or hands T, IS0 R ik Ak

Murmur 2% 3%

Neurological #£2:%

Headaches =LJi#

Numbness/tingling sensation JFRJ5/3il] Ji 8K

Tremors Z &l

Head injury k#5215

Respiratory FRIR Ja] B

Cough % ik

Spitting up blood M- Ifl.

Shortness of breath <}

Wheezing i B,

Hematologic/Lymphatic LY /#k 2

Slow to heal after cuts #|{555 JR 1%

Tendency to bleed/bruise %% 5 H Ifil B#AT

Blood clots [L1R

Past blood transfusion 4 £ % Ifi.

Other Symptoms FHAREIR

Memory loss/confusion 1tZ V& ELEL SR Z

Nervousness/anxiety 'Zik /£ /&

Depression 1&Z& {1

Insomnia <M

Date H



7KF5H D.P.M
3838 California Street, Suite #514 ¢ San Francisco, California 94118

HLi% 5 Tel: 415-386-3338 (feet)

I E BRI P

SR IELR AR R — VI AT REJRD BT ORAE B A, AT DU J8E G A K R B R B o 9 T AESRATT SR R Y
TAREIA R LUF R EATHAT BRI 2.

AL TRZ I (]

FATRR T REHLT BRI AR 2. MM, JRATT RS 7T DAMERTE 2 . anSRARASRESR AT 24 /NI HUH TR,
PR OS50 k2 3 . BRIT IR AN DT R 22 .

FITA 2 PR T3 A 55 24 H ALK

A TARMRS L B, BRIERAITE S 228, XEH TR . RBATR A ZDLTONIRI RIS 5
A, PR EATS15 Fodh. PR AR ST SRS A A, skFBIEE AR, e, FANZEE, Visa fll
MasterCard. 1A AETIREE, WS UNs3s F4:9% .

AR

RGLE RPN AL T IRIA A B AR 2 H e RARAE B e, 1B AT 2D #8113k o Bl
(EESIEIEN

NSRBI AR T AT$25. th s A RETE NI ORI 2 7]

RPN

TN TN TN 2R LASN, HARBRRRAR 75 B AF$20 F2E3% . IRIMEST ORIEDRE A 1 S0 B
T . i) /AR

R AR SS T IR BE ), TEIR AR FATAK AT ZATRIFRR MBI ER, JFE 30 RAFREAIIP
AR

K/ R

PR AN e, WEBUBIRINZ Do BRATASREEGTRE AN B AT W N BiC . [Ek,  RRINZS ANBEAE Lk
I 1] #h 78 o
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KFE D.P.M
3838 California Street, Suite #514 ¢ San Francisco, California 94118
HLi% 5 Tel: 415-386-3338 (feet)
PRI

SR HELR A 2 R ST ORI R IR S (BRI N 5 B SR AT B PR B 2 R ASARSE AR 55 2 - 4B (HANER
TR ZE, SelA, AARBIIARSS . IR A B R RS R A% DR S0 PR IG 28 7] SO ATRSH B 28
LM [R] i B2t 7] 5 S A FITAT BT ORI AN AR SR R B

UM T AR

TANUWIASREETRL) TR RIRTAR, BifE T 48 /N RTEA, A2 BRIAS500 KA T TR KL K
ATRIE, R A FEAKE . ERARE EIZEAVNIRIE A S AT TR, R RE I &AT.

BEAN, BT N WG TR FF FR T2 2 e UL B O $500 k2 9. X B FORRS 28 FLREAS R BLATAS
AIHRIE .

FEAFR ST 5L

AN Fe VK 75 S A Al B AR A R T 10 5 ORI A 28 20 5 EE I ik . 6 RS, RIS 2w £ R
N FAAIEAH KT SR AR A

T A B TR E ST 9 4 BT RS A AR I o I RAAE (TR T ORISR, KRR TUERITK TS
OB . ERLEEILT, ORI A T FAEUCEIRIE G A BRI E ST A A o 3R 6 4 A 5K 75 S 12 2R 1) 2 7 K B
oA BIT A FHELSIAT

FERA 2% f51 3 R

WA N BT SR Q2 oy [ SR s 5 IR, BRATE BT BIBAAS W32 55, AR AhATT 17 A A~y A
KB, BUREL BT ORISR 5 DTEIRS . AR AT 4R BEIRATIm N, IR AR (IR 55 -

ErEH A RN SR AT BOGR . BT — D SVERRRE £ IR S A B0k

O I B IR, RV A%E TAERN, RFENE BT RS RPAER—MRA
W 55 DA

Signature of Patient/Legal Guardian % A4 /1540 A

Relationship 5 A% & Date H

Patient’s name (print) 7 A\ % % (#5F5)
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