PAUL S. PEICOTT, DPM 3 PEABDDY POD'ATRY

* FELLOW, ACFAS
il G Podiatrists - Foot Surgeons

MATTHEW V. CAPOZZI, DPM

e L e NEW PATIENT FORM
JUSTIN P. KAMINSKI, DPM
* ASSOCIATE, ACFAS
DANIEL E. BROWN,DPM  PATIENT NAME:
« DIPLOMATE, ABPM
DATE OF BIRTH: PHONE:
ADDRESS:
CITY/STATE/ZIP:
EMERGENCY CONTACT NAME:
RELATIONSHIP: PHONE:

PRIMARY CARE PHYSICIAN:

PHARMACY NAME & LOCATION:

*WHAT PROBLEM ARE YOU HAVING THAT BRINGS YOU TO THE OFFICE TODAY? *

HAVE YOU BEEN TO THIS PRACTICE OR HAVE SEEN ONE OF OUR PROVIDERS IN THE PAST?
PLEASE CIRCLE: YES NO

IS YOUR PRIMARY CARE AFFILIATED WITH PARTNERS/ NORTH SHORE PHYSICIANS GROUP?
PLEASE CIRCLE: YES NO

(IF YES, ONLY COMPLETE THIS FRONT PAGE AND RETURN TO FRONT DESK)

(IF NO, PLEASE MAKE SURE YOU SIGN MASS HIGHWAY CONSENT FOR OUTSIDE RECORDS)

“| REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE OR ANY OTHER INSURANCE BENEFITS TO
BE MADE ON MY BEHALF TO DR. PAUL PEICOTT, DR. MATTHEW CAPOZZI, DR. DANIEL BROWN, OR
DR. JUSTIN KAMINSKI FOR ANY SERVICES FURNISHED TO ME BY THE PROVIDER. | AUTHORIZE ANY
HOLDER OF MEDICAL INFORMATION ABOUT MYSELF TO BE RELEASED TO THE HEALTH CARE
FINANCE ADMINISTRATION, OR ITS AGENTS, ANY INFORMATION NEEDED TO DETERMINE BENEFITS

FOR RELATED SERVICES.”

HMO PATIENTS: “I AM AWARE THAT | WILL BE RESPONSIBLE FOR PAYMENT OF SERVICES IF I DID
NOT OBTAIN A REFERRAL FOR TODAY’S VISIT. “

SIGNATURE: DATE:

B Essex Center Drive, Suite 208, Peabody, MA 01960 ¢ tel: 978-531-9969 e fax: 978-531-3745
www.peabodypodiatry.com
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* ASSOCIATE, ACFAS

DANIEL E. BROWN, DPM
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PLEASE LIST THE NAMES & DOSES OF ANY MEDICATIONS/VITAMINS YOU ARE CURRENTLY TAKING

PLEASE LIST ANY ALLERGIES YOU HAVE TO ANY MEDICATIONS (METAL, LATEX, ADHESIVE, ETC.)

TYPE OF REACTION

SMOKING STATUS (CHECK ONE BOX)

CURRENT SMOKER FORMER SMOKER NEVER SMOKED

SURGICAL HISTORY:

PLEASE LIST ANY SURGICIAL PROCEDURES DONE ON YOUR FEET:

PLEASE CIRCLE ALL OF YOUR MEDICAL PROBLEMS AND ADD ANY NOT LISTED BELOW:

AFIB GOUT PHELBITIS

ANEMIA HEART DISEASE POOR CIRCULATION
ANXIETY HEART MURMUR SEIZURES

ARTHRITIS HEPATITIS C SKIN CANCER

ASTHMA HIGH BLOOD PRESSURE STROKE

BLOOD CLOTS HIGH CHOLESTEROL THYROID DISORDER
CANCER KIDNEY DISEASE TUBERCULOSIS

COUMADIN THERAPY LUNG DISEASE ULCERS (SKIN OR STOMACH)
DEPRESSION MIGRAINES VARICOSE VEINS

DIABETES NEUROPATHY OTHER

B Essex Center Drive, Suite 208, Peabody, MA 01960 ¢ tel: 978-531-3868 « fax: 878-531-3745
www.peabodypodiatry.com



