
No. 
ALBUQUERQUE 

DATE: 
ASSOCIATED PODIATRISTS --------

-------

Welcome To Our Office 

(PLEASE PRINT) 

CONFIDENTIAL PATIENT INFORMATION 
AGE: ______ _ 

DOB:------

Patient------------------------------------------
(last name) (first name) (middle initial) (social security number) 

D Single D Married _________________________________ _ 
husband's or wife's name (if minor, parent or guardian's name) 

Address __________________ Primary Phone ________ Cell _______ _ 

City State ______ _ 

Height: Weight: Shoe Size: 

Employed By ___________________ _ Occupation 

Business Address _________________________ _ 
(street) (city) (zip code) 

Spouse Employed By _________________ _ Occupation 

Business Address ________________________ _ 
(street) (city) (zip code) 

Insurance Company Name(s) _______________ _ Policy No(s): 

Policy Holder's Name�-------------- DOB ______ _ 

In Case of Emergency Notify ____________________ _ 

Zipcode 

Email: 

Phone 

Phone 

SSN 

Phone 

Relationship May we release your medical information? □ Yes □ No

Pharmacy Name _________________________ Phone __________ _ 

Address 

Whom May We Thank For Referring You To This Office? Name ____________________ _ 

Address _______________________________________ _ 

Family Physician _____________________ _ Last Visit ___________ _ 

Former Podiatrist _____________________ _ Last Visit ___________ _ 

Last Physical Examination __________________________________ _ 

Any Known Drug Allergies? __________________________________ _ 

What medicines do you take? _________________________________ _ 

CIRCLE ONE:  American Indian or Alaska Native Asian Native Hawaiian or Pacific Islander 

Black/AfricanAmerican White Hispanic Other ______  Refuse

We are in the process of implementing ePrescribing in our practice. 

ePrescribing is a federally mandated initiative that requires all physicians prescribe in this matter by 2012. ePrescribing software 

sends prescriptions over the internet to your pharmacy in a safe, secure way. ePrescribing also lets your doctor see important 

information like drug interactions and medication history. 

The benefit to you: 

• Less confusion over handwritten prescriptions
or unclear phone calls.

• Reduced possibility of medical errors.

Patient Consent 

• Less chance of adverse drug reactions.

• Fewer trips to drop off at the pharmacy.

• A safer, faster, easier way to get your prescriptions filled.

I agree that Albuquerque Associates Podiatry may request and use my prescription medication history from other healthcare providers 
or third party pharmacy benefit payors for treatment purposes. 

Patient Signature Date 

THANK YOU I hereby give my permission to administer treatment, and to 
perform such minor operative procedures as may be deemed necessary in the 
diagnosis and/or treatment of my foot condition. Additional consents may be 
required.

SIGNATURE X -------------------



ASSIGNMENT AND RELEASE 

I, the undersigned certify that I (or my dependent) have insurance coverage with ________ _ 

_________________ and assign directly to Dr. Mark Haas/ Dr. Zachary M. Haas 

I Dr. Matthew D. Cobb / Dr. Haywan Chiu / Dr. Paul Whitehouse / Dr. Jose Hernandez Lingao all insurance 

benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible 

for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information 

necessary to secure the payment of benefits. I authorize the use of this signature on all insurance 

submission. 

X 
RESPONSIBLE PARTY SIGNATURE 

Relationship ___________________ _ Date ________ _ 

MEDICARE AUTHORIZATION 

I request that payment of authorized Medicare benefits be made either to me or on my behalf to 

Dr. Mark Haas/ Dr. Zachary M. Haas/ Dr. Matthew D. Cobb / Dr. Haywan Chiu / Dr. Paul Whitehouse / 

Dr. Jose Hernandez Lingao for any services furnished me by that physician. I authorize any holder of 

medical information about me to release to the Health Care Financing Administration and it's agents any 

information needed to determine these benefits or the benefits payable for related services. I understand 

my signature requests that payment be made and authorizes release of medical information necessary to 

pay the claim. If "other health insurance" is indicated in Item 9 of the HCFA-1500 form, or elsewhere on 

other approved claim forms or electronically submitted claims, my signature authorizes releasing of the 

information to the insurer or agency shown. In Medicare assigned cases, the physician or supplier agrees 

to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible 

only for the deductible, coinsurance, and noncovered services. Coinsurance and the deductible are based 

upon the charge determination of the Medicare carrier. 

Beneficiary Signature Date 
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