WELCOME TO

The office of Dr. David Bowers, DPM

2100 N US Hwy 12, Suite 201 Spring Grove, IL 60081

Phone:  (815) 675-9090  Fax:  (815) 207-7808

PATIENT  INFORMATION

Name:__________________________________     Date:______________________

Name of Guardian if minor: (Mom)______________(Dad)______________(other)__________________

Address:________________________________City:__________________State:____Zip:____________

Email Address:__________________________________________
Birthdate:____________Age:_____Gender:______Marital Status:_____Social Security#_______________

Home Phone ( ____)___________Cell Phone(____)_____________Work Phone( _____)_______________

*Which number do you prefer we call?_______________________________________________________

Occupation:____________________________________________________________________________

Employer:_____________________Employer’s Address:________________________________________

Is this Workman’s comp? (   ) yes   (   ) no     If yes, date of injury:_________________________________

Primary Insurance Co.___________________________

Secondary Insurance Co._________________________

Are you in (   ) good health          (   ) Fair Health        (   ) Poor Health

Are you under the care of a doctor (   ) yes       (   ) No     If yes, please state the reason (s):______________

  ________________________________________________________________________.
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Please continue on next page ->

Physician’s Name & Address:_____________________________________________________________

Please list your medications:______________________________________________________________

 _____________________________________________________________________________________.

Please circle if you had or have any of the following:

	Diabetes
	Aids (HIV
	Leg Cramps
	Tumors

	Epilepsy
	Asthma
	Cancer
	Anemia

	Heart Problems
	Varicose Veins
	High BP
	

	Stomach Ulcers
	Bursitis
	Liver Problems
	

	Bleeding Tendencies
	Glaucoma
	Rheumatic fever
	

	Rheumatism/Arthritis
	Kidney Problems
	Migraine Headaches
	


Surgeries in the past 3 years?_____________________________________________________________

What is your current foot/ankle problem?_________________________________________________

 ____________________________________________________________________________________.

Home treatment & results?_______________________________________________________________

What medications are you allergic to? ______________________________________________________

Previous Podiatrist: _____________________________________________________________________

How were you referred to this office? ______________________________________________________

For Insurance Purposes  - Please Sign

I authorize the release of any medical information necessary to process this claim and request payment of benefits either to myself or the party who accepts assignment.  I understand that I am responsible for payment of all charges.  As a courtesy, I understand my insurance will be billed for me.  It is my responsibility to pay any deductible, co-pay, or any other balance not paid for by my insurance company.  I authorize insurance benefits to be paid directly to the provider.

______________________________________


Signature (Patient or Authorized Person)
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