
Welcome to the office of: Affiliated Footcare Center 
Podiatric Medicine & Surgery 

PATIENT REGISTRATION INFORMATION 

Date __________ Soc. Sec. # ___________ Birthdate Sex: Cl M Cl F 

Last Name ______________ First Name ________ Middle Initial Mr ,_Mrs _Sng __ 

Address ~!ty State Zip -----------
Home Phone Cell Phone Email ---------------------------
In case of Emergency _________ --- RELATIONSHIP ____________ Phone ___ ________ _ 

Employer Business Phone ------------------
Business Add ress ___________________________ Occu pation __________ _ 

Whorererredyoutoouroffice? ________________________________________________________________________ ___ 

Primary Care Physician _______________________ Phone # _______________ _ 

Address ___________________________ Phone# ________ Fax# ________ _ 

May we contact your physician about your health? Yes_. _No __ Date you last saw your doctor _____ _ 

Pharmacy.Name Phone# _________________ _ 

Do you take Coumadin 0 Aspirin 0 other Cl 0 yes 0 No How Long ___________ _ 

PRIMARY INSURANCE (ALL FIELDS MUST BE FILLED IN) 

Pe~onR~pon~bkfurA«ou~~----------------------------,SOCSEC, _____________ _ 

RELATIONSHIP TO PA TIENT __________________________________ BIRTHDATE _______________________________ _ 

Address Home Phone ______________ _ 

City _______________________________ State. _______________ Zip Code ________ _ 

Employed By _______________________ Business Phone ____________ _ 

InsuranceCompany _______________________________________________________ _ 

ADDITIONAL INSURANCE (IF APPLICABLE) 

Insuredname __________________ ~_SOC.SEC.# __________ BIRTHDATE ___ ~ ____________ _ 

RELATIONSHIP TO P A TIENT _______________________________________ Home Phone # _______________ _ 

Address __________________ City ___________ State _______ Zip Code _____ _ 

InsuredEmployedby _______________________ Bu~nessPhone _________________ _ 

InsuranceCompany ________________________________________________________________________________ _ 

REASON FOR TODAY'S VISIT PLEASE INDICATE THE PROBLEM THAT BROUGHT YOU TO THE OFFICE 

What is your main foot problem today & are there others you would like to discuss? __________________ _ 

Explam: _______________________________________________________ _ 

When did your main problem begin? _____________ Location of problem area ____________________ _ 

Is the pain: 0 Burning 0 Throbbing 0 Sharp o Dull o Aching Cl Other? --------------
What causes the problem or makes it worse? _____________________________________________ _ 

Was it caused by an injury? Yes_No_(explain ifyes) __________________________________ _ 

Doesanythinge~ea~cttheproblem? Yes_No_(explain ifyes) ___________________________ _ 

Arethereanyassociatedsignsorsymptoms?Yes_No_(explainifye~ _________________________ ___ 

Shoe Size Current Weight Height Do you wear orthotics? _____________________ _ 





AFfiLIATED FOOT CARE CENTER, LLC 
Gordon E. Fosdid~, DPM 

Diplomate, American Board of Podiatric Surgery 
Board Certified in Foot Surgery 

Middlefield Office Wallingford Office 
470 Main St., P.O. Box 221 
Middlefield, CT 06455 
(860) 349.8500 

15 South Elm St. 
Wallingford, CT 06492 
(203) 294.49n 

(860) 349.3081 fax (203) 294.0045 fax 

SUMMARY OF NOTICE OF PRIVACY PRACTICES 

The following is a brief summary of your rights and our responsibilities. A copy of detailed Notice of Privacy 
Practices (the ({Notice ") is available for your convenience and is not a substitute for reading the entire Notice 
and does not modify the terms of the Notice. 

1. Uses and Disclosures of Your Health Information: We may use the information we develop and collect 
for treatment by our practice or disclose the information to others to whom we refer you for treatment, 
for payment for these services and for certain health care "operations" such as improving the 
competence and quality of our staff and business planning and management. We may disclose your 
information to our business associates such as medical transcription service, billing services and others 
who assist in the operations of our practice. We may call you to remind you of appointments and may 
leave a message on your answering machine if you have one. We may also disclose information to 
your family about your location, general condition or death. If you are available and able, we will ast:? 
your consent first. We may also use your information to recommend products or services related to 
your care but will not use or disclose your medical information for mari:?eting purposes without your 
written authorization. Your medical information may be disclosed without your authorization as 
required by law, for public health purposes, healthcare oversight. including audits and investigations, 
judicial and administrative proceedings, subject to the limits imposed by state and federal law, and 
certain other purposes. 

2. Other Uses and Disclosures: Except as described in the Notice, we will not use or disclose your medical 
information without your written authorization. You can revol?e an authorization at any time, except 
to the extent that we have already tal?en action in reliance on the authorization. 

3 . Your Health Information Rights: You have a number of rights under state and/or federal Jaw which 
are subject to the terms and conditions specified in the Notice: 

a. You may request restrictions on certain uses and disclosures of your information 
b. You may request that you receive your information from us in a certain way 
c. You may inspect and copy your medical records 
d. You may request an amendment to any record you believe is inaccurate 
e. You may request on accounting of disclosures made of your records 

4. Changes to the Notice: we reserve the right to change the Notice. If we do so, we will post it in our 
bffice and provide a copy upon request. 

5. Complaints: you may file a complaint to our Privacy Official whose name is above or with the federal 
government as detailed in the Notice. You will not be penalized for filling any complaint. 

Policy, has been made available to me for review. 

Signature: _ _ ________ _ _ _ _ ____ _ Soc. Sec.# ____________ _ 

Name: --- - - --------- --- ---- Date: - ------------------------
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