[bookmark: _GoBack]Dr. Micaela Dartson
Podiatrist
4101 McEwen Rd. Suite 625
Dallas, Texas 75244
(214) 219-1116 p
(214) 216-1120 f
(Print legibly)

PATIENT INFORMATION
Date: ___________						
Name: First _______________________________ Middle Initial _______ Last __________________________
Birthdate: ____________________
Sex: Male _____ Female _____
Social Security #: _________________________________		
Parent/Legal Guardian if a minor: Name: ____________________________ DOB _________________
Race: African American/Black___ American Indian___ Asian____ White___ Other _____________                           
Address: __________________________________________________________________________________
Street: ____________________________________________________________________________________
State: _________________
Zip Code: _____________
Phone: Home____________________ Cell ___________________ Work ___________________
Email: ________________________________
Occupation: _______________________________________________________________
Employer: __________________________________________________________________
Best Contact: Home ______ Cell _____ Work _____
Emergency Contact:
Name: ____________________________________
Phone: ____________________________________
Relationship to Patient: __________________
Primary Language:
English _____ Spanish _____ Vietnamese _____ Other _____

Reason for Visit:
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________



FINACIALLY RESPONSIBLE PARTY
S   Same as Patient information (If not, please complete section below)
Name: First _________________ Middle _____ Last ___________________
Relationship: Spouse  Parent  Guardian  Other (specify) ____________________	
Address: _________________________________________________________________________

COMMERCIAL INSURANCE INFORMATION
Primary Insurance ________________________ ID ___________________________ Group# ________________
Policy Holder Name _________________________ Relationship: Self  Spouse Parent  Other __________
Policy Holder’s SS# _________________________ Policy Holder’s DOB _______________

Secondary Insurance ________________________ ID ___________________________ Group# ________________
Policy Holder Name _________________________ Relationship: Self  Spouse Parent  Other __________
Policy Holder’s SS# _________________________ Policy Holder’s DOB _______________

Or
Medicare ID ____________________________
Medicare Supplement _____________________________ ID# _________________________________
Medicare Advantage _______________________________ ID# ________________________________
Medicaid ID # ________________________________

PRIMARY CARE PHYSICAN
Name: __________________________      Phone Number: _____________________________

PHARMACY
Name: ___________________________     Phone Number: _____________________________

FEDERAL WORK COMP
Date of Injury: _______________________
Case # (If applicable) ____________________









MEDICAL HISTORY
List all diseases/disorders you are currently being treated for:
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_____________________________________________________________

MEDICATIONS
List all current medications:
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________

ALLERGIES
Drug:
__________________________________________________________________________
__________________________________________________________________________

Food:
__________________________________________________________________________
__________________________________________________________________________
Other:
___________________________________________________________________________
___________________________________________________________________________

Surgical History
________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________





PATIENT CONSENT FORM



Patient’s Name

______________________________________________________________________
(last name)                                    (first name)                                            (middle initial)

I hereby consent to the provision of diagnosis, care, and/or treatment by Dr. Micaela Dartson, and I hereby acknowledge that such consent will remain in effect unless and until I cancel such consent in writing.

I hereby acknowledge and confirm that I am mentally capable of giving informed consent to the provision of the diagnosis, care and/or treatment rendered by Dr. Micaela Dartson, and I am not subject to duress or undue influence.

I HEREBY ACKNOWLEDGE AND UNDERSTAND THAT, BY SIGNING THIS VOLUNTARY CARE PATIENT CONSENT FORM, I AM GIVING INFORMED CONSENT TO THE PROVISION OF DIAGNOSIS, CARE, AND/OR TREATMENT BY DR. MICAELA DARTSON

If Dr. Micaela Dartson has determined that some form of further treatment is needed, I understand that the follow-up care, consultation or other treatment may not be available through Dr. Micaela Dartson, and a proper referral shall be rendered. I also understand that Dr. Micaela Dartson will assist patients to the best of her ability, but must function within her scope of practice and its limitations.


__________________________________ _____________________________
Signature of Patient or Person                     Date
Authorized to Consent*

__________________________________
Relationship (if not Patient)

__________________________________
Witness (Health Partners representative)

*If this Consent for Treatment is signed by someone other than the patient, it must be signed in the patient’s presence.


