Cupertino Podiatry, Inc.
Dr. Michael J. Cornelison, DPM | Dr. Adam S. Howard, DPM
10353 Torre Avenue, Suite C » Cupertino, CA 95014 « (408) 446-5811

PATIENT INFORMATION

DATE:_____ SOCIAL SECURITY: - - WHO REFERRED YQU?
NAME: DATE OF BIRTH: AGE: —_____ GENDER: M ORF
LAST FIRST MI MONTH DAY  YEAR
MINOR MARRIED
ADDRESS: MARITAL STATUS: SINGLE DIVORCED
NUMBER STREET CITY STATE ZIP WIDOWED
HOME PHONE: CELL PHONE: EMAIL:
STUDENT? YORN SCHOOL: EMPLOYER:
NAME ADDRESS
SPOUSE: DATE OF BIRTH: SOCIAL SECURITY: -~ -~
LAST FIRST MI MONTH DAY  YEAR
PHONE: SPOUSE EMPLOYER:
NAME ADDRESS
EMERGENCY CONTACT: PHONE:
NAME ADDRESS
IF PATIENT IS A MINOR, WHO IS RESPONSIBLE FOR THIS ACCOUNT?
INSURANCE INFORMATION
PRIMARY INSURANCE CARRIER:
NAME ADDRESS
NAME OF INSURED: DATE OF BIRTH:
FULL NAME RELATIONSHIP TO PATIENT MONTH DAY  YEAR
ID #: GROUP #: PHONE:
SECONDARY INSURANCE CARRIER:
NAME ADDRESS
NAME OF INSURED: DATE OF BIRTH:
FULL NAME RELATIONSHIP TO PATIENT MONTH DAY  YEAR
ID #: GROUP #: PHONE:

ADDITIONAL INFORMATION

IS TODAY'S VISIT RELATED TO AN ACCIDENT OR WORK RELATED INJURY? Y OR N

WHAT TYPE OF ACCIDENT?
DATE OF ACCIDENT: INSURANCE CARRIER:
NAME OF ADJUSTER: PHONE: CLAIM #:

ASSIGNMENT AND RELEASE OF INFORMATION

| AUTHORIZE THE RELEASE OF ANY INFORMATION CONCERNING MY HEALTHCARE, ADVICE AND TREATMENT PROVIDED FOR THE PURPOSE OF
EVALUATING AND ADMINISTERING FOR INSURANCE BENEFITS. | ALSO AUTHORIZE PAYMENT OF INSURANCE BENEFITS OTHERWISE PAYABLE TO
ME DIRECTLY TO CUPERTINO PODIATRY INC.

SIGNATURE: DATE:
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