
Prr.ctice: Steven S. Blanken. DPM Today's Datc:

Name: DOB: Chart Nurnbe r:

Ser EIM EtF Maritrl Sterus: O Sin8le E Harried fl Widowed I Divorced SSrt

E-mail: Spouse/Partner Name:

Eanoil ncwsl.ttc.1, ,a$inde6. rlotrm.rts, c!<. Emargency Namal Phone:

Addresrt ciq,: 

- 

state: 

- 

Zip:

Other l*Home #: Cell #:

Employer: Phone:

Employer Address: City: State: _ Zlp:

Primary lnsurence:

lnsurcd lnformotion

Are you the insuredf [fYes ENo

Subscriber Name Relationship to insured: ElSpouse El Child ElSelf Ct other

Sex: ElMale EFemale DOB: 

-/-/-
Phone #:

Address:

Policy lD: Group lD: _Employer:
Secondary lnlurance:

lnsured lnformotion

Subscriber Name

Are you the insuredl EYes ENo

Relacionship to insured: flSpo,rse O Child ESelf E Other

Phone #:

Address:

Policy lD:

Sex: EMale EFemalc DOB: ll

Group lD: Employer:

How did you find out about our practice? E Physician Cl lnternet E Telephone book E fumily member El Friend

O Other:

What treatments have you tried & have they b€€n etrective? _
LEgggE]How long has dris bothered you! B days

Result of accident or work inlury? flYes flNo
$ week fl monrhs f,! year:

PLEASE READ AND SIGN
The aboYe informauon is correct to (he best of m/ kmwledge. I undenand that throughout my treatmenl I rm responsible for
notifyinS the ph,6ician and/or medical staf of any and ell updites to the information listed above.

Fatienr sitneture: 

-_

Rev r/21/2015

Date:

On a scele of l-10 (l bcing no pein end l0 bcing thc worst) whet is your level of pain? , /10

Thc pein quelitT ir: Eburninq Elconstant Edull Elsharp Oshooting Cfthrobbinr Ednglinq Other:

VYhat is the reason for your visit todayl



Mcdical Hirtory ! Alcoholism E Bbod disorders ! Circulation problems E Mutculoikcleril E Brearhint isues
E Lirer ! Sleep apnea ! Gout p Allergies ! Hearc disease E futhma
LJ Heart murmur ! Stornech/boweQ Deprersion ! Anxiety disorder ! Mcntal illners E Kidne/ dBease
El &ood clot I High cholesterol E High blood presture ! Cancer E Hepatitis 7

E Neuropathy (spccff) Et Thyroid disease (spc.tft) 

- 

E Diabees (rype l. rype 2)th., lon r1:'-
E Arrlritis (sp.<rty) 

- 

[ other (spccif) E HIV E CVA ll cf,::-
Arc you prcgnent?@ YesQ No Arc you nuning?lfl Ye:f,1 No D Skin disorders ! Sroke

Surgical Hittorf ENone EAppendecromy E C-secrionEAnqioplasryD Bygass!Cataracts E Cholecystectomy
Have you ever had any surtical procedures on foot/ankle or an),where else on your body? B Yes ! No
lf yes, y'ease describe

Do 7ou have any anificiel joinrsl B Yes (wherel ) !No Do you hrve an ardficial heart valvel l!Yes QNo

PLEASE READ ANO SIGN
The above inlorrntion is correcr to rhe bex of my k.rowhdte. I under:tand that throughout my rreatmenq I rm responjible for
nori4/int rhe ph).sician and/or medicel l.fl of eny and rll upd:tes ro the informrtion li;t& above.

Patient Slgnaore: _
R.v 1/2rl2015

DOBI Chart Numbcn

Socid History
Do yoq smokelEYes[pNo lf ys5 how many eack eer davf E tE2EI3 El.t!5 For how lonsl
Do you drink alcohol! llYes, everyday (5-7 dayr/week) f,tYes, occasionally/socially f,tNo/Rarety
Subsance abusq [Yes, lhave a current subgtaoce abuse problem. Please specfi
flYes, I had r prst subsance abuse problem. Please speci[t
fl No, I have never had r rubsonce abuse problem
What is your occupationl Does it involve mostly p standing or Bsittiog
Do you exercise regularlyf ! No, I do not exercise regularly E Yes. I do the following regular exercise:

F.mily Hittory ls rhere rny femily histor/ (brood rc,otivc) ot (Phosc indicotc fom y mcmbc)
E Alzheimer's
fl Anhrttis
! Bleeding disorders

E Blood clot
E C:ncer
E c:ancr
E Circuhtion problems
E Other (specify):

f] Depression

I oiaberes

I Emphysema

E Heert disease

E Hith Blood Pressure

E Neurolotical
fl Srokes

Rcview of Systcms (Plcorc <hcct tlrc bor if you curtcot\ how dtl ol thcsc t4o.nt or <hect 'NONE'J

thletcr foor !nil eboormrlitres kelords rtchrners

I
I

fltrelnu,lm Iutooa

ln

!

le
rkrn

5

D
n8

nrl prrn

Rerpiratory

Ga.trointertinJ

Genitourinery

!con:tiprtion

Hernrtol

C.rdiovarcular lever d hrndr/feetp.in whcn wrlkint leg swelling
(ron3 NONE

onence sed orjency
urin.don flkrdneydiseese

alrhea rncrea5e NONE
NONE

ulcers blood thinners:ickle <ell direerfl rnctnir disorderINONE
knc:s !serzures

Er.e-o.s NONE

Imurcle prin flneck prin
ralrca strfiness rntubiliornl NONE

COPD flcoughing

l.lurculorkclctel lbackprio

in stool flvomrtrng f]ulcers

chest parn/pres:urc
vr:cular drseere

l-]blood rn urine l--lhcsrono
fJoe<rcercd frequency fiexccss,"c stones flNoNE

troublerwzllowing ldecreare

ntlint flnumbness Ehcid.chei

ioint twcllint Emurclc werkners

5noflnt
NONEs of bre:th Qc,rnphyrcmr

Date:

History and Physical Name:

Neurologicel



Name: Chrrt rt _ D.tc ol birth:
Ethnlclty: EHigtnic or L-rtino ENot Hirpenic or Letino

E!\merican lndirn or Alaske Native

DNativc Heweiian or other Frcific lslander

Dcclincd to rpccif
Dgl.ck or Afrir.n Amcric.n

Ebeclinad !o ipr<lfy
Bccltned ro rpccify

Racc; Efuirn
Elwtitc

Prafcrtcd Lrn3ur3c:
Ph.rmrcy N.rnG:

Phermrcy Address:

Phaim.cy Phonc:
Ciry, Sate, Zip:

Prtmery Crn Phyrlclrn:
Addrcss:

Phone: Date Larr Scen:

iclcrring Ptyrldrn;
Addrtrc:

Phone: Drre L:st Seen

Practice: Steven S. Blanken. DPM Today's Date:

Last Flu Shot Date: Did you get a pneumococcal vaccination! ffler f[,lo
Have you fallcn in the last l2 months! EYe: BJo Were you iniured from thc fall, EIYca Ello
Advrnced Olractlvcs: flLiving Will ElDNR ElDurable Power ot Attorney Esurrogate Appointed ElNone

PLlAltE IEAD ANO SIGH: ll. hb.rllrd (,, n, .rrr ,!rh{r) n (o...<t to rh. b.rt o, nV hiod.{. I rnd.rlt 
'd 

d|.r ftd{hax ny tror,n i{ I 6 rriF,t'at
Lo. nod)-y rtr P,F<- -ilq E-del t(, oa -r ri r! ,+d.r6 b tr. ,{rDuo.r br.{ $o<. r^r!t@.r o{ l@rrrr: I &rlEd. p.riF,r ol n dd t 6.{u lo dE
r.*xtrcr rrncd rtDr n.ro. dlitntd,r: I {tho.a. d!. r.L.r d ry hdkrl .h.n ttn i.<tlrrr ro Fo.6. rh.r cbrr l}{l?ll ,rai I -}io-bqrtur I
, !(...d nt H'AA t}d, Pr..rr(.r tlo.ll. t a.a(e.! l*.t rr: I r.dur. ah. Octo. r (fi<r ro r.r.!r m, nE&.rEo li'tdt

l{ yes, y'exe provldc your e-mail addrcs::

Who crn wc lavc mcss2tes wirhl Dyrite DlusUrnd EDrugh<er ESon Ebther:
Namc(s)

Smoking Sbtus
flpurrcnt Evcry Dey f[mokcr. Currcnt Satur Unknown

fturrcnt Sornc Dry flcrvy Tobecco fpnknown lf Evcr

fformcr f,tlcvcr flLtght Tob:cco ft dccltn! ro .nswcr
0\oo 5

Heithti _W
{r

Currcnt Hcdlcetionr
@No Knon t,lcdi:rtomEl t t:t. ttt totlo,ri"g mcdk .bnt:

Name / Dose:

Name / Do!e:

Name / Ooso:

Nsme / Dose:

Nam€ / Doso:

Name I Dos€:

Name / Dose'

Name / Dose:

Ut. tlE b.(t d rhir ,o.'n morc roaa I rcdcrl

NamE

Nams

Name

Name

Name

Nama

Nama

Name

Reaction:

Reaction:

Readion;
Reaction:

Readion:
Reaclion:

Readion:

Allergier
Q No Known Allcr3rcr @No fno-o Ona g.tjer

Roaction:

hdent Sign:turc: Date:

Privecy lnfiormadon Prcfcrcnces
Do you lvlnt to bc cxcmpt from public rrportintf EVo ElNo Cen we send mril ro rhe add.cs3 on lllcl Efes D,{o
C:n wc oll thc phcrc numbcr on filcf ElYer ENo Cen we lclvc vokemril on mrchincf Eles Blo
Will yoo rllow u; to tend lntlrnet bred (e-mri| dcllvery of remirdcr: and narslctrenf EIYcs Otlo

Vltrl Signs
Blood Prcssure _l _



Patient's Authorization

I authorize Steven S. Blanken, DPIWoT FACBMC to apply for benefits on
my behalf for services rendered by Steven S. Blanken, DPM/FACBMC. I
request payment from my insurance company to be made directly to Steven
S. Blanken, DPM/FACBMC. I certifr that the information I have reported
with regard to my insurance coverage is correct and further authorize the
release of any necessary information, including medical information for this
or any related claims. I permit a copy of this authorization to be used in
place of the original. This authorization may be revoked by me at any time
in writing. I understand that nothing herein relieves me of the primary
responsibility and obligation to pay for medical services provided, when a
statement is rendered.

Date

Print Name

Signature and Date

Signature of Subscriber or Beneficiary

Notice of Privacy Practices
I have received a NOTICE OF PRIVACY PRACTICES from Dr. Steven
Selby BlankerV Blanken Podiatry Group/ Foot and Ankle Center at The
Burkland Medical Center, Inc. I understand that it is my obligation to read
this notice thoroughly as this notice being effected starting April 14, 2003.
(Posted. on the wall or A copv can be orovided upon requesl)

Signature Date

Cancellation Policy
Kindly give w a24hr notice if unable to keep the appointment unless due to
illness or uncontrolled circumstances. There is a $50.00 fee for same-day
cancellation or a no-show. An increase of $25.00 will apply to repeated no-
shows.



We would like to welcome you and thank you for selecting us for your foot care. We are committed to
providing you with the best possible care. Ifyou have any medical insurance, we are anxious to help you

receive your maximum allowable benefits. In order to achieve these goals we need your assistance and

your understanding ofour payment policy.

Payment, copay or coinsurance for service is due at the time services are rendered unless payment

arrangements have been approved in advance by our staff. We accept cash, checks, and credit cards for
services rendered. We will file the claim on your behalf. Any such requests must be accompanied by a

c oll] leted insurance form at each visit. In special instances, we may accept assignment of insurance

benefits.

However, you must realize that I ) Your insurance is a contract between you and/or your service provider.

We are not a party to that contract. 2) Our fees are generally considered to fall within the acceptable range

by most companies and, therefore, are covered up to the maximum allowance determined by each carrier.

This applies only to a company whose percentage (such as 50oZ or 80%) of "U.C.R.." *U.C.R." is defined

as usual, customary and reasonable fees for this region. Thus our fees are considered usual, customary

and reasonable by most companies. This statement does not apply to companies who reimburse based on

an arbitrary "schedule" of fees, which bears no relationship to the current standard and/or the cost ofcare
in this area. 3) Not all services are a covered benefit in all contracts. Some insurance companies

arbitrarily select certain services that they will not cover.4) Medicare patients must realize that we will
participate with their insurance. However, you are responsible for your 20% co-insurance, deductible and

any non-covered services. Certain co-insurances are automatically forwarded by Medicare to your

supplemental insurance company. lfyour company, after Medicare has provided its reimbursement for
services rendered, does not respond within 30 days, you become responsible for the amount due.

We must emphasize that as medical care providers, our relationship is with you, not your insurance

company. We realize that temporary financial problems may affect timely payment ofyour account. If
such problems should arise, we encourage you to contact us promptly for assistance in the management of
your account. Ifa patient defaults on balances/payments, they may be subject to collections and fees

associated with collections, including reasonable attorney fees.

Patienl Signature L)atc

FINANCIAL ARRANGfMENTS AND MEDICAL INSURANCE

Balances older than 30 days may be subject to interest charges of l.5oZ per month. Retumed checks are

subject to an additional fee of$35 subject to change at Dr. Blanken's and stafls discretion. Additionally,
a charge ofS50 will be levied for broken or missed appointments without 24 hours advance notice. We

will gladly discuss your proposed treatment and answer any questions relating to your insurance.


