hutt podiatry, inc.

Date: Referred By:

Patient Name: ) SSN#; Birthdate: Age:
Address: City/State/Zip:

'Phone Number: SexxM F MartialStatuss M S W D
Cell Phone: Email Addfess:

Patient Pharmacy: Pharmagcy Phone #:

Name: (Last, First, MI) DOB:
Telephone #: Relation to Patient:

Address(if different than patient); SSN#:

Name of Employer:; / ___Telephone #:

Street Address: City: State: Zip:

I hereby consent to Dr. Dennis M. Hutt, DPM or his qualified designee to administer podiatric
care and to perform minor operative procedures and/or other appropriate studies as may be
deemed necessary or advisable for diagnosis and treatment of this patient.

Signature of Patient: Date:

Signature of Parent or Gaurdian(if patient under 18);

wellington square, suite 101, 1226 south main street, greensburg, pennsylvanis, 16601
phone: 724-832-8000 fax:; 734-834-8333 email: huttpodiatry@gmail.com




hutt podiatry, inc.

"PATIENT QUESTIONNAIRE

_Name:. . _ NIRRT . oo 88 .__Age:: ___ Date:
Wha ¢ suogestadgthat»wu seo us? e : i Primary Care MD: '
Why are you here today?
ln]ury. Work .. Auto Other

PP

Describe yoiir paln {sharp, ache, biirn, tingling, tightness)

" . Does the paln keep your from your Datly Activities? y/n
What makes your paln worse? _
What makes your paln better? -
l-lavo you changed your shoe wear? . l-lavo you had? (swe!lfng. bruls!ng. numbness. tingling)
Haveiyou had Rhyslcal Therapy? y I n A .; & How may blgckg pan you walk? (0-1) (24) (4-8) (>7)
iDo you ha&e dlmculty with? ;{u,nsven surfaces, stairs, Incl!nes,-hdders)

j HPI; {fo JdD 16:filkotit)
, S :'ef:;,%u'&.‘;.'lsf-ffﬁ‘»‘e:g;ﬂ.&.:';.s-'a Please circle ail:that-apply AP S T

General - Gl ' ‘Rhoumatologic Skin ‘ List All Meds:

. Fever Ulcers: e Arthritis: Poor healing - ~
Chills Abdomlnal paln VR (osteoarthl_'lﬂslrhe‘umatold) Easy bruising :
- Nightsweats - ---." Nutritional-problems. - - 7Osteoporosis ! : Leg wounds

Welght loss . Acid reflux *Joint pain ‘Resplratory.
Welghtgaln.. . .. . . Liverdiseasse (l-lepaﬂﬂs,cittbosls)m&yeﬂlng . +  Asthma  ~ < =T —
Fatigue Gu . Stifiness Bronchitis —_—
HEENT Urinary tract.infections . infaction . .~ Emphysema e oo
Difficulty with vision Prostate difficulties . Regenteel!uliﬂs . - - Pneumonia
Hay fever - Kldney damaga - Pqne orjoint . ... Short of breath

Recent cold ood In ur!rge _ @.q“mloglw " .. Cough . I
~Dizziness. ~ —. e -—---Kldn yetenes~~— = -... NUPbRESE oL Bleeddet(in - - T - T— T
‘Tiotible" swallowlng . Dialysls "™ Tingling lungs)

Cardiovascular Pregnant Stroke Psychologlcal

High blood pressure ~ Menstrualproblems . spiqoke(TIA) . Stress

Heart faliure Last menstrual period - Tramors Anxiety

Chest-pain-ortightness - Endocrine « + + = Neuropathy " Depression

Iregular heart beat Dlabgtea e Hematologlc - .

Pace maker ™ } Thyrold disease - Bleeding disorder %
.Heart attack. T Hlstoryofeancer : -
Varicose veins ‘ o oy
Hardening of the arteries CTom e ' : o

List ALL surgerios: and hospltallzaﬁons- : — _ ———

Kl
Allergles:

Famlly:History: - B-Disbetes [} N'eun:&;.aatliy*\'"'7 OMelignant Hypeithermla - O Vascular Dissase ™ -0 Rhetiifiatold Artfiritis ™~
Social History: [0 Tobacco [0 Alcohol |, 0 Drugs
Occupation and Employer: :




hutt podiatry, inc.

INSURANCE AUTHORIZATION

SIGNATURE ON FILE

I authorize the doctor named above to use my name on any and all claims or
documents that relate to health insurance benefits due to me and my
dependents.

I authorize release of any information related to any claims to all my Insurance
Companies or other relevant parties.

I understand that I am responsible for my bill and agree to pay all charges for
services and items provided to me.

I authorize my doctor to act as my agent in helping me obtain payment from my
Insurance companies.

I authorize payment of health benefits otherwise payable to me, directly to my
doctor.

I permit a copy of this authorization to be used in place of the original.

The “Signature on File” is valid for one year from the date indicated below.

Signature of Beneficiary, Guardian, or Personal Representative Date

Pleasge print name of Beneficiary, Guardian, or Personal Representative Relationship to Beneficiary

wellington square, suite 101, 1225 south main street, greensburg, pennsylvania, 15601
phone: 724-838-8000 fax: 724-834-3333 email: huttpodiatry@gmail.com



hutt podiatry, inc.

ACKNOWLEDGMENT OF RECEIPT
OoF
NOTICE OF PRIVACY PRACTICES

I 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 I so chose) and understood the Notice.

Patient Name (please print) Date

Parent or Authorized Representative (if applicable)

Signature

wellington square, suite 101, 1228 south main street, greensburg, pennsylvania, 16601
phone: 724-832-8000 fax: 7R24-834-3333 email: huttpodiatry@gmail.com



