WE’RE GLAD TO HAVE YOU WITH US!

DR. DEANNA CHAPMAN

NAME: ___________________________________ AGE: ______ SEX:  F__ M__

DATE OF BIRTH: __________________ SOCIAL SECURITY#___________________
ADDRESS: ________________________________________________________​​​​​​____
CITY: ______________________STATE:______________ ZIP: _________________

HOME PHONE: ________________________ CELL PHONE: _______________
OCCUPATION: _________________________ EMPLOYER: __________________

WORK PHONE: ________________________ 

SINGLE___ MARRIED___ DIVORCED___ SEPARATED___ WIDOWED___

EMAIL ADDRESS: ______________________________________

PRIMARY LANG.:  __________ ETHNICITY: HISPANIC___ NOT HISPANIC__
WHAT IS YOUR FOOT CONCERN ______________________________________

DO YOU HAVE A LIVING WILL?   YES _____ NO _____
DO YOU HAVE A POWER OF ATTORNEY OR SURROGATE DECISION MAKER?   YES _____   NO _____   

PERSON’S NAME ____________________RELATIONSHIP TO YOU _________
PRIMARY CARE PHYSICIAN________________________PHONE_____________

WHO REFERRED YOU TO US_________________________________________

EMERGENCY CONTACT _________________________________________
RELATIONSHIP_________________________ PHONE #____________________

PHARMACY: _____________STREET/CITY: __________________ZIP________
PRIMARY INSURANCE

INSURANCE COMPANY________________________________________________

ID NUMBER_______________________________ GROUP NUMBER__________

PRIMARY CARD HOLDER FOR ACCT.  _______________________________

RELATIONSHIP__________________________ DATE OF BIRTH____________

ADDRESS___________________________________ PHONE #________________

SS# (if other than patient)_____________________________
SECONDARY INSURANCE

INSURANCE COMPANY________________________________________________

ID NUMBER_______________________________ GROUP NUMBER__________

I HAVE INSURANCE AND ASSIGN DIRECTLY TO DR. DEANNA CHAPMAN ALL INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE FOR SERVICES RENDERED. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY INSURANCE. I HEREBY AUTHORIZE DR. DEANNA CHAPMAN TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS. I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS. 

SIGNATURE________________________________________________________________DATE_________________________

WE ARE REQUIRED BY LAW TO MAINTAIN THE PRIVACY OF, AND PROVIDE INDIVIDUALS WITH THIS NOTICE OF OUR LEGAL DUTIES AND PRIVACY PRACTICES WITH RESPECT TO PROTECT HEALTH INFORMATION. I AM AWARE OF MY HIPAA PATIENT PRIVACY RIGHTS AND A COPY OF THE HIPAA NOTICE OF PRIVACY PRACTICES HAS BEEN OFFERED TO ME. 

SIGNATURE________________________________________________________________________DATE__________________
