
Stephen R Miller DPM 

Timothy J Whyatt DPM 

 

 

3301 SW 34th Cir. Ste 102 Ocala Fl. 34474 

 

NEW PATIENT INTAKE FORM 

 

Name: ______________________________________________Date of Birth _____________ 

Gender _______M, _______F   Age ________ 

Home Address: ______________________________________City______________ 

State__________ Zip code_______________. Home Phone #__________________________ 

Cell Number __________________________ (we will text reminders) 

Marital status: _______Single________Married_______Divorced_______Widowed 

Emergency Contact ________________________  Phone # __________________________ 

Email address: _______________________________________________________________ 

Health Ins.  : ______________________________ Member ID ________________________  

Name of primary insurance holder & date of Birth: ___________________________________ 

Primary Language ____________________________ 

Employment status _____ full-time ____ part-time ____ disabled____ Not Employed 

Student status _____ full-time _____part-time _____ not a student 

Race: ____White ____ Black or African American ____  American Indian or Alaska Native 

_____ Asian:  Ethnicity: ______ Hispanic or Latino ________ not Hispanic or Latino 

** Primary Care Physician Name: ______________________________________________ 

Cardiologist Name: ________________________________________________________ 

Endocrinologist Name: ______________________________________________________ 

Rheumatologist name: ______________________________________________________ 

Other Specialists: ___________________________________________________________ 

Please Explain the reason for your visit: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

How long has the problem been present? __________________________________________ 

Have you ever had any treatment or taken anything for it? ___________________________ 

Have you seen someone for this already? _______________  whom_____________________ 

Have you had any prior foot/ankle problems?______________________________________ 



 

                                                                                                              Name: ___________________________ 

 

Please list any allergies: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Pharmacy: 

Name of pharmacy _______________________________________________ 

Location _______________________________________________________ 

Current Medications: 

  

  

  

  

  

  

 

Personal medical history: Check those you currently have or had in the past: 

 Frequent Headaches / Migraines  Anemia   

 Liver Disorder  Blood Disorder 

 Kidney Disorder  Drug Abuse 

 Dialysis  Alcohol Abuse 

 Diabetes  Epilepsy 

 Asthma  Seizures 

 Emphysema  Prolonged bleeding time 

 Heart Trouble  Stomach issues 

 Stroke  Ulcers 

 Chest Pain on Mild Exertion  Thyroid issues 

 Gout  Parathyroid Disease 

 Blood Clots  High Blood Pressure 

 Tumors  Low Blood Pressure 

 Abnormal Growths  Arthritis 

 Cancer  Brittle Bones 

 Ear issues  Psychiatric Treatment 

 Nose Issues  Emotional Problems 

 Throat Issues  Asthma 

 Hepatitis  Shortness of breath 

 HIV  Allergies / hay fever 

 Sexually Transmitted disease  Prostate Disorder 

    

    

    

    

 

 



                                                                                   Name: _________________________ 

SURGICAL HISTORY: 

PROCEDURE DONE YEAR PHYSICIAN HOSPITAL 

    

    

    

    

    

    

    

    

    

 

FAMILY HISTORY: Has any family member had any of the following? (Circle & indicate relationship) 

Cancer: _____________________________________ Diabetes:___________________________________________ 

Heart Trouble: _______________________________ High Blood Pressure:_________________________________ 

Kidney Disease: _____________________________ Mental or emotional disease: ___________________________ 

Stroke: _____________________________________ Tuberculosis: ________________________________________ 

Arthritis: ___________________________________ Emphysema: _________________________________________ 

Blood Clots: ________________________________ Other: _______________________________________________ 

 

SOCIAL INFORMATION: 

Do you use nicotine products? ________ Yes ________No 

Do you use Marijuana or THC / CBD Products?  _________ Yes _______ No 

Number of Caffeinated Drinks per day _________ Amount of Alcohol consumed pre week ________   

For Woman only: Are you Pregnant? _________Yes _______ No    How many Months? __________ 

Current Height _________ Weight ___________ Shoe size: ____________ 

Occupation ___________________________________ 

Is there any other information you would like us to be aware of? _______Yes _________No  

Please describe: _________________________________________________________________________________ 

________________________________________________________________________________________________  

________________________________________________________________________________________________ 

Do you currently have a care plan? (please circle all that apply):  

None    DNR,     Living Will,   Power of Attorney,    Designated surrogate decision maker :  

Name of Surrogate: __________________________________________ 

 



                                                                    Name: ______________________________ 

 

 

** BELOW PLEASE CIRCLE ANY CONDITIONS YOU CURRENTLY HAVE*** 

 

 

Muscular/ Skeletal: 

• Back pain, joint pain, joint redness, joint swelling, leg cramps, morning stiffness, Muscle Tenderness, 

neck pain, stiffness, weakness of muscles, difficulty with walking 

Neurological: 

• Burning in feet, tingling in feet of toes, numbness, tremors 

Genitourinary: 

• Blood in urine, hesitancy, incontinence, increased urgency 

Psychiatric: 

• Additions, Attempted suicide, Depression,  Memory loss, Panic Attacks, Anxiety 

Respiratory: 

• Chest Pain, Wheezing, COPD, Coughing, Emphysema, Shortness of Breath  

Gastrointestinal:  

• Abdominal pain, Heartburn, Blood in stool, Vomiting, Stomach ulcers, Constipation 

Hematologic:  

• Lower Leg Ulcers, Sickle Cell Disease, Anemia, Blood Thinners, Clotting Disorders 

Integumentary:  

• Athletes foot, Nail abnormalities, Keloids, Itchiness, Dry scaly skin 

Cardiovascular:  

• Leg pain when walking, Fainting, Fever, Chest Pain/ Pressure, Leg swelling, Cold hands/ Feet, Valve 

Problems, Vascular Disease 

 

 

 

 

 

 



                                                                            Name ___________________________ 

 

 

PLEASE READ AND SIGN: 

   The information you have just filled out on this form(s) is correct to the best of my knowledge. I understand that through-out 
my treatment, I am responsible for notifying the physician and or medical staff of all updates to the information listed in these 
forms. (Assigned Benefits): I authorize payment of medical benefits to the practice named above. (release of Information): I 
authorize the release of any medical information necessary to process claims. (HIPPA Privacy): I acknowledge that I received 
my HIPPA Privacy Practices Notice. (Medication History): I authorize the doctor’s office to retrieve my medication history. 

   I hereby authorize direct payment of surgical and medical benefits on my behalf to the provider of these services that I 
would otherwise be payable to me if I did not make this assignment. I understand that I am personally responsible to the 
physician for charges not covered by my insurance agreement. I also understand that if my account becomes delinquent, I 
will be responsible for any cost of collection of my account, including collection fees and attorney cost. A $5.00 per month re-
invoicing fee my apply to all accounts 60 days past due. I permit a copy of this assignment to be used in place of the original 
for purposes of billing. 

   I acknowledge that if my insurance requires a referral, whether it be paper or electronic. That I am responsible for getting an 
up to date and valid referral. I understand that failure to do so may result in my charges being my responsibility and that 
payment will be due from me directly. 

  The information provided by me is true to the best of my knowledge. I authorize release of any previous medical records by 
fax, mail or by phone by either physician or hospital generated. Also, I herby authorize the doctor or his assistance to initiate 
the diagnosis and treatment of my condition, to use x-ray examination, or photographs as necessary. 

OFFICE POLICIES: 

   Appointments: We at Suncoast Podiatry Associates Will Not charge for missed appointments. We do ask that you give us 
12-24 hours advanced notice if you cannot make your appointment. This will help us to add to the schedule any unexpected 
emergencies needing treatment. We pride ourselves on seeing fractures, open wounds, ingrown toenails, infections, and 
many other time sensitive issues as soon as possible. We ask all our patients, help us achieve this by communicating when 
you can not make your scheduled appointments. Abusing this policy (3 Strike rule) will result in denying your future 
appointments, this is also true for consistently rescheduling appointments. Any scheduled procedure or surgery must be 

canceled within 72 hours. Not providing this will result in the procedure being canceled indefinitely. 

MINOR PATIENTS: 

   Patients under 18 MUST be accompanied by a parent or legal guardian or treatment will be denied. 

PAYMENT FOR SERVICES: 

  We accept cash, personal check, Master Card, Visa, Discover, American Express or Money Order. Returned personal checks 
will result in a $35.00 bounced check fee and you will no longer be able to pay with check for any future payments. Please be 
sure to write the patients name on any money orders so we may post the payment properly. 

RELEASE OF INFORMATION: 

    I, THE BELOW NAMES SUBSCRIBER, HEREBY AUTHORIZE Suncoast Podiatry Associates, Inc. to release any third party 
payer (such as an insurance company or government agency, example: Blue Cross of Florida or Medicare) any and all 
medical records related to treatment and or diagnosis. 

PHYSICIAN INSURANCE ASSIGNMENT: 

   I, THE BELOW NAMES SUBSCRIBER, HEREBY AUTHORIZE PAYMENT DIRECTLY TO Suncoast Podiatry Associates, Inc. for 
their services as described but not to exceed the reasonable and customary charge for these services. 

 

____________________________________________                                                       Date: ___________________ 

Signature of patient or legal guardian 

** if not the patient, relationship to the patient 

___ Parent ____Power of attorney ___ Legal Guardian ____ Other 



                                                                            Name __________________________ 

 

 

MEDICARE, MEDICAID & VA: 

We are Medicare, Medicaid and Va providers and will file your claim. We will file with MOST secondary 
insurances. 

   I, certify that the information given by me in applying for payment under title XVIIIXIX of the SSA is correct. I 
authorize any holder of medical or other information about me to release to the SSA Division of Family services 
or its intermediaries or carriers any information needed for this or a related Medicare, Medicaid or VA claim. I 
hereby certify all insurance pertaining to treatment shall be assigned to the physician treating me. 

 

I permit a copy of this authorization and assignment to be used and the assignment will remain until revoked by 
me in writing.  

COMMERCIAL INSURANCE: 

  Copayments and deductibles must be paid at time of service. If we miss collecting on day of service we reserve 
the right to bill you for those services.  We are under contract with most insurance companies and will file with 
your insurance company for diagnosis and treatments performed.  

 

FINANCIAL AGREEMENT: 

   We will gladly discuss the purpose of a proposed treatment and do our best to answer any questions relating to 
your insurance. You must realize that your insurance is a contact between you and your insurance company. We 
are not part of that contract. Note not all services are a covered benefit. If you have questions about your 
coverage, please call your insurance agent / company. 

 

ALL CHARGES ARE YOUR RESPONSIBILITY FROM THE DATE SERVICES ARE RENDERED, 

 

   Please remember that some insurance companies pay a fixed allowance for certain procedures, and others pay 
a percentage of the charge. I understand it is my responsibility to pay any deductible amount, co-insurance, co-
payment, or any other balance not paid for by my insurance within a reasonable period. I understand that any 
balances over 90 days, after all reasonable attempts to collect will be transferred to a collection agency and I may 
be charged additional fees. You may avoid these fees by setting up a payment arrangement which will require 
you to provide us a debit or credit card. 

 

 

Please Print Name _______________________________________ 

 

Please sign here _________________________________________         Date __________________ 

 

 

 

 


