
Bozeman Foot and Ankle Clinic, P.C.
COMPREHENSIVE HEATTH REVIEW

Patient Name: Date of Birth:

which foot / ankle is involved? E Right E reit E gortr

First visit to a doctor for this problem? E)ves E ruo

Have you had a similar problem in the past? EV"rE ruo

How was the problem onset? E Sudden E Gradual

The problem is worst: E AM E pt't Elt eest Ewittr lctiuityThe problem is: ! tmproving ! worsening EUnchanged

What Bggravates the problem? What improves the problem?

ls the problem painful? Eves Eruo if so. rate your current pain: (none) 0 12 3 4 5 5 7 8 9 ,.0(worst)

Describe the Pain: E Sharp E outt fl nctring E Throbbing lcramping ! ttching E Popping

! eurning E TinglinS E clicking E shooting lstabbing f) otner

Describe previouS treatmentS

Have any tests been done? fl x-nays fJ cr Scan E MRI E Labs E None where

ls this from an injury? E Yes E No Ifso, ls it work related? E No E Yes lf so, how

MEDICATIONS (INCLUDE RX MEDS . OTC MEDS. AND VITAMINS)

Medicotion Doso9e Dosoqe

ALLERGIES & REACTIONS

! ttone

E Adhesives /Tape

E *pirin

E codeine

E cortisone

E toain"

EL"tu,
ELocal Anesthetics

EPenicillin

Eseafood / shellfish

Esuifa Drugs

flother

Preferred Pharmacy City

Prima.y Care Physician:

PAST MEDICAT HISTORY t yes, check box. I no, leove blonk.

E Diabetes Type 1 or 2 Du.ation: 

- 

Year5, Last Blood Slgar 

-m&/dl 

HbAlc: %

E Acid Reflur

E ane.ia

E Ane5thesia complications

E *thrittr 1 E osteo /ERheum)

E Asthma

E Back Problems / Sciatica

E Blood Clot / DW

E cettrtitis / stin trf"aion Euns*
E circulation Problems

E Dementia /Alzheimer's

E Excessive / Ea5y Bleedint

E ribromyalgia

E Foot / Leg Ulcer

f-l Gout

D Healing Problems / Keloid5

E Heart Diseaie / Heart Attack

E High Blood Pressure ELow BP?

E High cholesterol

! xormone Therapy

E lmmune Disorder / Hlv

E) (idney Disease ( E oialysis)

ELiver Disease (E Hepatitis)

ELeg Cramps / Le8 Pain at Rest

E Lung Condition: 

-

EMitralvalve Prolapse / Murmu.

E Multiple sclerosts

E Nervous Disorder / Depression

E Neuropathy

E Osteomyelitis / Bone lnfection

E Parkinson's Disease

E Previous Addiction to: 

-
E Pulmonary Embolism

E Rashes / skin condition

El Raynaud's oisease / Phenomenon

E Seizure Disorder / Epilepsy

E Sickle cell Disease /Trait

Esleep Apnea ( E on CPAP?)

E stomach Ulcers

E strote Enr Elt gear-1
E Thyroid condition (EHr Eto )

E]Varicose Veins

El Women- n.ve p,.idmo, t.ai
r..di.3?

Continued on Back

HISTORY OF PRESENT ILLNESS/ WHAT BRINGS YOU IN?

what is your specific foot/ankle problem? _

When did the problem be8in? 

--

E cancer: 

-



Patient Name: Date of Birth:

FAMII-Y HIStORY (Circle Relative)

Mother Father Sister Brother GrandParent

El cance. M F S B!P
! Diabetes

E Gout

E Heart Disease

D High Blood Pressure M F S B Gp

E l.thritit M F s I Gp

D Foot Problems M F 5 B Gp

Eothe.,- M F S B Gp

soctAt- HISTORY

E Open Heart/ Bypass Su.gery / Pacemaker Placement

E Stent Placement: Heart / Leg

E Cosmetic Surgery

E Appendix E)Gallbtadder E Tonsils

E Le8 Eypass D Open Fracture Repair

E Carotid Surge.y E Vein Surgery

E Hernia Repair El Thyroid EBack Surgery

E oth"r,

MFSBGP
MFSBGP
M F S B GP

Occupation lStand _% of my Day

E I Drink Alcoholic Beverages how much / often:

E I Use or Have Used Tobacco products fype:

coNsTmJnot{at-

fl Recent Weight Change

Ecain E toss

E Fatigue

E Fever / chills

CAROIOVA'CULAR

D chest Pain

E Palpitations

EArrhythmia / lrre8ular Heart Beat

E [e8 Pain when Walking

!swellin8 of Hands / Feet

EARS/NOSE/MOUTH/THROAT

E Hearing Loss

E Ringing in Ears

E Nose Bleeds

E Sore Throat / Voice Changes

E Sinus Probtems

E Difficulty Swallowing

ENDOCRINE

EHormonalProblems

EExcessive Thirst

EExcessive Sweating

EToo Hot / Too Cold

EYES

E vision chanSes

E cata.acts

E Blurred or Double Vision

P Glaucoma

E Blindness

GA'TROINTESTI NAI

E lndigestion / Heanburn

E Diar.hea

E Nausea or Vomiting

E Stomach Pains

HEMATOI.OGICAI.

E Bruise Easily

E slow to Heal

D Anemia

! Past Transfusion

MUSCUI.OSI(ELETAL

E] Muscle Pain or Cramps

U Joint Pain

D Stiffness / Swellint ofloints

n Eack Pain

E Trouble WalkinS

D Gout

PSYCHIATRIC

Eenxiety
EDepression

E Confusion / Memory toss

Packi / Day_Years _ When Stopped?: _

I Exercise Each week: Eo daysEl-2 Days E3+Days

My foot/ankle problem limits my activities? !yes E No

tarrl:Esingte Hvar Eloiv Esep E widowed

E I Use or Have Used lllicit OruSs? Type

r live with: E No one Espouse f)Ctritdren flparents Eother

STATS

Age: _ Height:_weight: _Shoe Size: _
REVIEW OF SYSTEMS Symptoms you dre cunently experiencing

NEUROIOGICAI

EDiz2y Spells / Fainting

ENumbness

Eringiing

!seizures

flweakness

Q Paralysis / Tremors

RESPIRATORY

E)shortness of Ereath

E Chronic/ Frequent CouSh

0 wheezinS

TtE intqdoalon , r$re $di.rcd ls 
''|p 

ao thc tptt 4 ,fry k,rouLdgc. I e@gnl2a lhot thc intortnotion t h@a provid.d wi lot t m. receiea tqfier .orc.

x

Potien? / Guotdion Signotwe Dote

PAST SURGERIES

E Foot/lnkle Surgery: E nr7 E lr
E Joint Replacement: ERT/ E LT

List Sports/Activities: 

--

ITTTEGUMENTARY

E Ra5h or ttching

E ory stin

E Changes in Hair/ Nails

E Color Changes

E ulcers

E Lr.p,
E sor",



Bozeman Foot & Ankle Clinic, P.C.

Home Phone: Cell Phone:

Email May We Send lnformation Here? ! YES ! NO

Preferred Pharmacy City: State

Consent to Request Medicotion History From Your Phormocy2 E YEs tr NO

Your Employer: _Occupation: Years There:

Employer's Address, City, 5tate, Zip:

Work Phone: May We Contact You at work? D YES D NO

Name of Spouse/Partner
ssN: Their Employer:

Employe/s Address, City, 5tate, Zip
Employer's Telephone Years Employed There:

ln Case of an Emergency, Contact
Home Phone:

Relationship:

Cell Phone

1) Preferred Language: O English tr Spanish D Other

2) Race: D White E African American E Asian/Pacific lslander O Native American/Alaskan

O Latin American tr Decline to specify Other

3) Ethniciw: C Hispanic/ Latino tr NON Hispanic/ Latino D Declined to Specify

A COPY OF YOUR TNSURANCE CARD tS REQIIRED; PLEASE PRESENT THOSE CARDS TO fHE RECEPTIONTST

lnsurance Com pany:

G rou p Number:

Relationship to Patient: _Employer:
Do you have a secondary insurance? O YES tr NO

lnsurance Company:

Date of Birth /

Policy Number: Group Number

DOB: / /- SSN:

COMPLETE fHIS SECIION ONLY IF SOMEONE OTHER THAN THE PA|IENT IS FINANCIALLY RESPONSIBLE

Responsible Party: Relationship to Patient

Employers Address, City, State, Zip

How Did You Hear About OurPractice?

Cell Phone

Employer:

Work Phone:
Home Address, City, State, Zip:
Home Phone:
Email

LegalName:(Last,First,M.l.)Prev.LastName:-
Nickname: _Date of Birth: / / SSN: _ O MALE O FEMALE

Physical Address, City, State, Zip:

PO Box / Sec. Address, City, State, Zip:

Work Phone: _

Policy Number:
Subscribers Name: 

- 

DoB: I l- SSN:

Subscribers Name: 

- 

DoB: 
-J --J 

-SSN: 

-

Relationship to Patient: 

- 

Employer: 

-



Bozeman Foot and Ankle clinic, P.c.

FINANCIAI. POLICY

As a courtesy to you, we will file all insurance claims to your insurance carrier. A copy of your health insurance card is
required; if we do not receive a copy of your card, we will not file your claim. lt is your responsibility to ensure that the
information we have on file is current and accurate information. Failure to provide us with the information that we need
to process your claim will result in you being financially liable for the services provided.

We are participating providers with Medicare, Medicaid*, Blue Cross Blue Shield, Montana Health Co-Op, pacificSource
and Allegiance We also accept assignments forTricare and Worker's Compensation. i lf you have Medicaid, passport
authorization is required for ALL visits.

It is our olicv to collect cooavments and/o r deductible amo unts at the time of service . lf you do not know your
copayment or deductible amounts, we will collect in payment in full. lf you do not carry insurance or wish to file your
claim yourself, payment in full is expected at the time of service. Any balance over 45 days will be due from you.

We willfile worker's compensation claims as long as complete information is provided. lt is the patient,s responsibility
to make sure all appropriate forms are coordination with the employer and the worker's Compensation carrier.
Any balances oyer 45 days will be due from you.

lf you require surBery, we do require a S3OO.OO presurgical deposit. we encourage our patients to contact their
insurance company prior to surgery to verii/ eligibility, coverage, and preauthorization requirements.

Any returned checks will result in a NSF charge of g25.00.
We have a no show charge of 525.00 after 3 missed appointments with our office.

Radiographs taken in this office are the property of Bozeman Foot and Ankle Clinic, if you require copies, there is an
additionalcharge.
we accept cash, check, Visa, Discover, American Express, and Mastercard payments. We also offer financing through
CareCredit.

CONSENT
I hereby give my permission to Dr Wilshire or Dr storm to administer treatment and to perform such procedures as may
be deemed necessary in the diagnosis and/or treatment of my or my child's/dependents condition.

AUTHORIZATTON and RELEASE
I authori2e release of any information concerning my (or my child's) health care, advice and treatment provided for the
purpose of evaluating and administering claims for insurance benefits. I also hereby authorize payment of insurance
benefits otherwise payable to me, directly to the doctor. I understand that I am financially responsible for all charges
whether or not paid by insurance.

I also acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read or had the
opportunity to read, if lso chose, and understand the notice.

x
Signature of Patient, Responsible party, or parent, if the patient is a minor

Date:



Bozeman Foot and Ankle Clinic, p.C.

Verbal Communication Authorization Form

Patient Name:

Date of Birth:

By law, we cannot release any information regarding your care to anyone other than yourself without your
expressed, written consent.

Please list any family members or others individuals, who may be involved in coordinating your care, or
payment for care. Please indicate what types of information may be shared with each individual.

Relationship to Patient: Type of lnformation:

! Check here, if NO ONE is allowed to call about any of your information

Speciric instructions or limitations:

We will rely on the information on this form when communicating regarding your care unless you request
changes. Please notify our office if you wish to alter the above designations.

This authorization will be considered permanent unless revoked by you. To revoke this authorization, please
send a signed, wrinen request to: Bozeman Foot and Ankle clinic, p.c. 931 Highland Blvd, suite 3310,
Bozeman, Montana 59715

Signature of Patient/ Legal Representative: _

O All tr Scheduling ! Medical tr Billi
tr All E Scheduling n Medical I Billing
D All D Scheduling E Medical ! Billing
tr All D Scheduling ! Medical U Billing
n All E Scheduli ! Medical ! Billing
!4ll EScheduling ! Medical ! Billing

Date:

Name:

Relationship to Patient:


