
Patient lJame: Date of Birth: Date:

What is vour fo

Have vou had foot treatments before? Bv Whom?

Dia betes Heart Murmur Migraines

Hieh Blood P

Mental lllness

i Xeart Disease

Pen icillin

fispirin
Codeina
Loca I Anesthetics

Contrast Dye
j Surgica Tape

Sulfa D,-u

Erythromycin

Other Allersies?
Please List:

*sMoKE YES / NO

PLEASE CIRCLE ALL THAT APPLY

ALCOHOL SOCIALLY OR DAILY

LIST MEDICATIONS:

*DRUG USE YEs / NO

EMERGENCY CONTACT:

RELATIONSHIP:

PHONE:

Address: Citv/State: Zip:

Home Phone: Cell phone:

YES NO

Blood Clots

HIV

I urt
U lcers

AEthnta Gout
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This is a receipt of notice
pnvacy practices and that we
or would like to review these H 'AA regulations.

regulations would be given to
understand they are in force un er HIPM guidelines.

Signature

Dr. Be ard G, IopFolelli, Dpt\,1
Bottonr Road . Coventry Rt 02g16
Phone: 401 -B2B- 1 B 1 1

we are in cornpliance with HlpAA regulations regarding
tve the HIPM regulations on file if you would like a copy

Date


