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History & Physical 

Patient Name _____________ Date of Birth ________ Age ___ _ 

Past Medical Conditions {Please check all that apply) 

□ AIDS/HIV □ ARTHRITIS

□ DIABETES □ KIDNEY PROBLEMS

□ HEART DISEASE □ BLEEDING PROBLEMS

□ GOUT □ LUNG DISEASE

□ HYPERTENSION (HIGH BLOOD PRESSURE) □ LIVER DISASE

□ OTHER: □ ULCERS

Past Surgeries/ Hospitalizations: 

Family History (All Medical Conditions): 

Social History {Please check all that apply) 

□ Please check your current Tobacco status. __ Current __ Never __ Former
□ Do you use Alcohol?_ No_ Yes
0 Currently Pregnant

Current Medications: □ NONE Allergies: □NONE
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Authorizations and Consent 

ASSIGNMENT AND RELEASE: I hereby assign my insurance or other third-party carrier benefits to be paid directly to the 

Physician Practice, realizing I am responsible for any resulting balance. I also authorize the Physician to release any 

information required to process this claim to my insurance carrier and/or to my employer or prospective employer (for 
employer sponsored/paid for claims). I acknowledge that I am financially responsible for services rendered, and failure to 

pay any outstanding balances may result in collection procedures being taken. Further, I agree that if this account results in 

a credit balance, the credit amount will be applied to any outstanding accounts of mine, or to a family member whose 

account I am guarantor for. 

ELECTRONIC CHECK CONVERSION: When you provide a check as payment, you authorize us either to use information 

from your check to make a one-time electronic fund transfer from your account or to process the payment as a check 

transaction. When we use information from your check to make an electronic fund transfer, funds may be withdrawn from 

your account the same day. All returned checks will be subject to a $50 fee. 

CONSENT FOR TREATMENT: I hereby authorize the physicians, midlevel providers, nurses, medical assistants, and other 

Practice staff to conduct such examinations, and to administer treatment and medications as they deem necessary and 

advisable. 

NO SHOW POLICY: I understand if I fail to come for a scheduled appointment or cancel at least 24 hours prior to the 

appointment, I will be considered a "no show." Ongoing occurrences of no shows may result in dismissal from the Practice. 

***PLEASE INITIAL ALL OF THE FOLLOWING: 

____ I have read and understand the Financial and No-Show Policies, Authorizations and Consent for Treatment, and 

hereby agree to them. 

____ I am aware that benefits are determined by my insurance company and not by the provider and understand that 

verification of benefits is not a guarantee of coverage or payment. 

____ I understand the provider is not responsible for the misquotation of benefits from my insurance company and 

that insurance benefits are determined by my insurance company when the claim is received. 

____ I understand that I am responsible for all charges if it is determined that the insurance information I have 

provided to Cactus Foot and Ankle is incorrect. 

Patient or ParenUGuardian Signature Date 
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I hereby authorize Cactus Foot and Ankle to leave a detailed voice message on my answering 

machine regarding any medical information they may have. The number (s) acceptable to 

leave a voicemail are: 

Home Phone: 
-----------

Cell Phone: 
------------

Alternative Phone: 
----------

Please provide us with the names of any person or persons are allowed to share your 

medical information with, otherwise we may not do so even with a spouse or relative 

without this authorization. 

I hereby authorize: 

Name ___________ Relationship to Patient _______ _ 

Name Relationship to Patient 
----------- --------

to receive any information concerning my medical condition or treatment at Cactus Foot and Ankle. 

Patient Signature: ___________________ _ 

Date: ____ _ 

Patient's Printed Name: __________________ _ 
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