
WeCcome to ;M.attison <Podiatry qroup 
Please print and fill out completely 

First Name: ____________________ Mlddle: _______ Last: _______________ _ 

DOB: ______________ Age:. ____ Gender: _________ _ 

Home Phone:. _____________ Cell Phone: ___________ Work Phone: _____________ _ 

Address: ___________________ Clty/State/Zlp. _____________________ _ 

orthern Address: City/State/Zip. _____________________ _ 

Email: 

Circle one: 

'Marital Status: Married Single Divorced Widowed 

African American Native American Caucasian Asian Hispanic Other Decline 

Ethnicity: Hispanic or Latino Non Hispanic or Latino Other Decline 

Preferred language: English Spanish Other Decline 

Emergency Contact: Phone Number: Relationship to you: 

Employer:. ________________ Occupation:. _____________ Phone Number:. _________ _ 

Primary Care Physician:. ________________ Last Visit: _________ Phone Number:. __________ _ 

Endocrinologist:. ___________________ Last Visit: _________ Phone Number:. __________ _ 

Preferred Pharmacy:. ____________ Address:. _______________ Phone Number:. __________ _ 

Primary lnsurance:. __________________ Secondary Insurance: _____________________ _ 

**Medicare Patients•• What state is your Medicare coverage registered?: __________________________ _ 

How were you referred to our office: _______________________________________ _ 

Previous Podiatry Treatment: Y / N if yes when/why: _______________________________ _ 

Reason for today's visit:. __________________________________________ _

If you have health Insurance please have your card(s) along with your ID available for the receptionist to copy. If we are providers under your 
health Insurance please be aware that you are responsible for all copays,deductibles and any non-covered services today. If you do not have 
health Insurance payment will be due today unless other arrangements have been made. Please inquire prior to treatment if you have any 
questions. I hereby authorize Dr Mattison to assign benefits on my behalf, and authorize the release of any medical records necessary to obtain 
payment from my Insurance company. 

Slgnature:. _____________________________ _ ___ Date:. ___________ _

if minor, Signature of responsible party: ____________________ Relationshlp:. ______ ______ _






