


FAMILY HISTORY (Immediate only)
( ) Diabetes ( ) Heart Disease ( ) Hypertension ( ) Flat Feet ( ) Arthritis

( ) Tuberculosis ( ) Cancer ( ) Bunions ( ) Hammertoes

EMERGENCY CONTACT INFORMATION

Name: Ph#: Relationship:

Address:

City, State, Zip:

ASSIGNMENT AND RELEASE

I, the undersigned certify that [ (or my dependent) have insurance coverage with and assigns to Dr.
Stran all insurance benefits, if any, otherwise payable to me for services rendered. I understand that 1 am financially responsible for
costs not covered or reimbursed by third party payers. 1 hereby authorize the doctor to release all information, including information
which may be considered a communicable or venereal disease, including hepatitis, syphilis, gonorrhea, HIV, AIDS, necessary to
secure the payment of benefits to any responsible party. Iauthorize the use of this signature on all insurance submissions certifying

that the information provided here is true and correct.

Patient’s Signature (or Legal Guardian)

CONSENT TO TREAT

[ request and authorize the physician and his staff to provide me with treatment, and to perform any procedures now contemplated or
such additional procedures as my doctor may deem reasonable and necessary. [ authorize the Social Security Administration to
disclose information regarding my Medicare coverage. The undersigned certifies that he/she has read the foregoing and is the patient,
or is duly authorized by that patient as patient’s general agent to execute the above and accept the terms. It is further understood that
this release remains in effect for as long as [ am a patient of Dr. Stran unless otherwise revoked.

Patient’s Signature (or Legal Guardian)

HIPPA STATEMENT

[ Acknowledge that T was provided a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if [ so
choose) and understood the Notice.

Patient’s Signature (or Legal Guardian)



