Certified Pedorthic Orthotics

1901 Blanding Street

Columbia, SC 29201



(803)779-0550


PATIENT REGISTRATION
LAST NAME:_____________________ FIRST NAME & INITIAL:_______________________

ADDRESS LINE 1:________________________________________________________

CITY:______________________________STATE:_________________________ZIP:__________

HOME PHONE:______________________    CELL PHONE:______________________ 

DATE  OF  BIRTH:___________________  SEX:_______       

MARITAL STATUS(M/S):_______     HT___________  WT___________

PRIMARY CARE PHYSICIAN:_________________ REFERRED BY:_________________________

DIABETIC?  YES/NO:_____________  IF YES, TREATING DOCTOR:_____________________

INSULIN DEPENDENT?  YES/NO:________________ HYPERTENSION? YES/NO:_____________

ARE YOU CURRENTLY IN A NURSING FACILITY? ________________________________________





IF SO, WHERE?

ARE YOU CURRENTLY RECIEVING HOME HEALTH? ______________________________________

PATIENT’S EMPLOYER:____________________________________________________________

EMPLOYER ADDRESS:_____________________________________________________________

CITY:_______________________________STATE:____________________ZIP:______________

EMPLOYER PHONE:_______________________________________EXT:____________________

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: I hereby authorize payment directly to the Physician of the Surgical and/or Medical Benefits, if any, payable to me for his/her services as described, realizing I am responsible to pay any non-covered services.

SIGNATURE:__________________________________________________________DATE:_____________________ 

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the Physician to release any information acquired in the course of my treatment necessary to process insurance claims.

SIGNATURE:_________________________________________________________DATE:_______________________
