
Saddleback Valley Podiatry Group
23961 Calle de la Magdalena #143

Laguna Hills, CA 92653
949-768-9495 email: feetdr @pacbell.net

WELCOME TO OUR OFFICE

David Sabet, DPM
Jan McCann, DPM
Robin Andrews, DPM
James Preston, DPM

Ms. Mrs. Mr. Miss:
Last First lnitial

Home Phone:Home Address:

City: State. zip.

Cell number:

Social Security Number.

Age:

email address:

Date of Birth:

Driver's License:

Marital Status. Str Mtr Wtr Dtr

Employer: Occupation:

Business Phone:Business Address:

Spouse, Parent or Guardian's Name:

Employer. Business Phone:

Business Address:

Whom may we thank for referring you to this office?:

Family Doctor:

Former Podiatrist:

What problems are we seeing you for today?:

lnsurance Company:

Group Number:

Last Seen:

Last Seen:

I authorize
Group, and

Policy Number:

payment from my insurance company to go directly to Saddleback Valley Podiatry
the release of any medical or other information necessary to process this claim.

Subscriber's Name:

Saddleback Valley Podiatry Group to administer treatment and
may be deemed necessary in the diagnosis and/or treatment of

Patient Signature:

Signature:

I hereby give my permission to
to perform such procedures as
my foot or ankle condition.

Date:

Relationship:

parent or guardian if patient is a minor



Saddleback Valley Podiatry Group
Medical History

Do you have or have you ever had?
YES NO YES NO

Diabetes
Heart Disease
Kidney Disease
High Blood Pressure

Local anesthetics
Cortisone
Sulfa
lodine

lf female are your pregnant? Yes_ No

YES NO Medication

Lung Disease
Blood Condition
Vascular Disease
Phlebitis

Problems Healing Asthma
Any condition requiring pre-medication with antibiotics

Do you take any of the following medications?

lnsulin
Oral diabetic medication
Blood thinner
Water pills
Heart Medication
Birth control pills
Thyroid supplements
Estrogen
Other medications:

Are you allergic or sensitive to any medication or substance?
YES NO YES NO

Adhesive or tape
Penicillin
Codeine
Other:

Past hospitalizations :

Previous surgeries:

Serious illnesses and injuries:

Have you been treated for this condition before?

Have you ever had foot surgery?

Have you ever had foot x-rays?

Do you smoke? Yes No How much?

Do you drink alcohol? Yes_ No_ How much?

Patient or Parent Signature

Date:



NOTICE OF PRIVACY PRACTICES,  ACKNOWLEDGEMENT AND CONSENT 
 
The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) requires that all 
medical records and other individually identifiable health information used or disclosed by this 
organization be kept properly confidential. The patient has the right to understand and control 
how their health information is used or disclosed.  
 
We may use and disclose patient medical records only for the following purposes: 
P0 Treatment: providing, coordinating, or managing health care and related services by one or 
more health care providers. 
P0 Payment: activities related to obtaining reimbursement for services, confirming coverage, 
billing or collection activities, and utilization review. (e.g., billing insurance provider for patient 
visit) 
P0 Health care operations: conducting quality assessment and improvement activities, auditing 
functions, cost-management analysis, customer services and as required by law. 
P0 We may create and distribute non-identified health information by removing all references to 
individually identifiable information. 
P0 We may contact patients to provide appointment reminders, information about treatment 
alternatives or other health-related benefits and services. 
P0 Any other uses and disclosures may be made only with patient’s written authorization. 
P0 We have the right to change our Privacy Practices from time to time. Patients may request a 
current copy by writing to address indicated above. 
 
Patients have the following rights with respect to their protected health information. 
Patient may exercise these rights by submitting a written request to the address indicated 
above, attention Office Manager: 
P0 The right to request restriction on certain uses and disclosures of protected health information, 
including those related to family members, other relatives, close personal friends, or any other 
person identified by patient. 
P0 The right to reasonable requests to receive confidential communications of protects health 
information from this organization by alternative means or locations. 
P0 The right to inspect and copy 


