
PATIENT REGISTRATION FORM 
 

PATIENTS NAME:___________________________________________        DATE OF BIRTH___________ 
                                LAST                                                 FIRST                                                     M.I. 
 

HOME PHONE: (    )____________    WORK PHONE: (    )______________     SOC SEC #______________ 
 
HOME ADDRESS:_________________________________________________________________________ 
                                                    STREET                                                       CITY                                                     STATE                                                            ZIP  
 

SEX: M     F        MARITAL STATUS______________   DRIVER’S LICENSE #_______________________          
 
 
MINOR PATIENT: PARENT OR LEGAL  GUARDIAN NAME:___________________________________ 
 
MAILING ADDRESS:______________________________________________________________________ 
       STREET                CITY         STATE          ZIP 
 

PARENT/LEGAL GUARDIAN SOC SEC #_____________________________________________________ 
 
 

REFERRAL SOURCE (YELLOW PAGES, FRIEND, MD…)______________________________________ 
                                                                                                                          
 
                     

HOW DO YOU GET TO THE OFFICE (SELF, BUS, FRIEND, PARATRANSIT)_________________ 
 
CURRENT PHYSICIAN:______________________________     LAST VISIT:MO:                     YEAR:________ 
 
 
 

PRIMARY INSURANCE 
  
PLEASES PROVIDE US WITH YOUR CARD(S) SO WE CAN COPY FOR OUR RECORDS 
 
  
 
ASSIGNMENT AND RELEASE:   I hereby authorize my insurance benefits be paid directly to the physician.  I understand 
that I am financially responsible for all services.  I also authorize the physician to release any information required to process an 
insurance claim.  I authorize this signature on all insurance submissions. 
 
RESPONSIBLE PARTY SIGNATURE:_________________________________      DATE:______________ 
 
MEDICARE AUTHORIZATION: I request that payment of authorized Medicare benefits be made on my behalf to Dr. David 
Kahan for any services furnished me by that Physician. I authorize any holder of medical information about me to release to the 
healthcare financing administration and its agents any information needed to determine these benefits or benefits payable for 
related services. If other health insurance is indicated in item 9 of the HCFA-1500 form or elsewhere on other approved claim 
forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agencies shown.  
In Medicare assigned cases the Physician agrees to accept the charge determination of the Medicare carrier as the full charge, 
and the Patient is responsible only for the deductible coinsurance and non-covered services. Coinsurance and the deductible are 
based upon the charge determination of the Medicare carrier. 
RESPONSIBLE PARTY SIGNATURE:________________________________       DATE:_______________ 
 
 
 
 
 



DAVID L. KAHAN, DPM                                                  
                                                                              Podiatric Foot Specialist 
                                                                                                                                                                                                6130 Fair Oaks Blvd., Suite C 
                                                                                                                                                                                          Carmichael, CA  95608 
                                                                                                                                                                                                      (916) 487-2383 

 
FINANCIAL POLICY 

 
WE BILL YOUR INSURANCE AS A COURTESY.  PLEASE REMEMBER THAT YOU 
ARE FINANCIALLY RESPONSIBLE FOR ALL SERVICES. WHILE WE MAKE EVERY 
EFFORT TO VERIFY YOUR INSURANCE COVERAGE, IT IS THE RESPONSIBILITY 
OF OUR PATIENTS TO KNOW IN ADVANCE ABOUT THEIR INSURANCE PLANS.   
WE UNDERSTAND THERE IS A LOT OF CONFUSION WITH ALL OF THE CHANGES 
IN HEALTH CARE AND INSURANCE’S; HOWEVER, ANY DENIED SERVICES, 
EXPIRED PLANS OR  OTHER CHARGES THAT RESULT IN NON-COVERAGE BY 
THE STATED PLAN WILL BECOME THE RESPONSIBILITY OF THE PATIENT.  
DELINQUENT ACCOUNTS WILL BE SUBJECT TO MONTHLY SERVICE CHARGES. 
 
RETURNED CHECK POLICY:   All returned checks due to insufficient funds will be subject 
to a 10% service charge or $25 (whichever is greater) per check.  All accounts may be turned over 
to collections at our discretion.                                                                 
 
MEDICARE ONLY: You will be responsible for your Medicare yearly deductible ($100) plus the co-
insurance (20%).  If your deductible has been met, you will be responsible for your 20% of the Medicare 
allowed charges. We will bill Medicare, and upon receipt of payment or notification from Medicare you 
will receive a statement showing the balance due. Occasionally, though rarely, Medicare will declare a 
service as non-covered. In this case the patient will be responsible for these charges..  IN ORDER TO 
HELP REDUCE OUR RISING COSTS, MEDICARE CO-INSURANCE PAYMENTS WILL BE 
DUE AT THE TIME OF SERVICE (BASED ON THE MEDICARE APPROVED FEE 
SCHEDULE).  WE APOLOGIZE FOR ANY INCONVENIENCE THIS MAY CAUSE. 
 
MEDICARE WITH SECONDARY INSURANCE: We will bill both of these carriers as necessary. You 
will be responsible for any deductibles or other charges not covered by these insurance carriers. You may 
receive a statement at the beginning of each  month.  This statement will tell you of all account activity and 
the status of your account. 
 
PRIVATE INSURANCE ONLY: We will bill this carrier.  If it is through an HMO or Managed Care 
System we require a referral from a primary care physician.  The patient is responsible for any co-pay or 
patient portion designated by the insurance carrier.  If you have a deductible, you are responsible for these 
charges until the deductible is met.  You will be required to pay these charges at the time of service. A 
monthly statement may be sent out at the beginning of each month showing the balance due. 
 
PRIVATE PAY:  Non-insured patients must pay the fee at the time of service.  
 
MEDI-CAL ONLY:  If you are covered under Medi-Cal or a Geographic Managed Medi-Cal Plan (Blue 
Cross, Molina)  you must bring your eligibility card with you every visit.  You must have a written referral 
from a primary care physician, insurance company, emergency room or diabetes clinic.  Share of cost 
recipients will be required to pay at the time of service.     
 

MISSED APPOINTMENTS:  All missed appointments will be subject to a $45.00 missed appointment fee.  The ONLY  
exception is that you have called the office prior to your appointment to notify us.  You will receive a statement within 48 hours of your 
missed appointment. (Revised 01/10/07) 
INITIALS_____________ 

 
 



Health History 
History of present illness: 
Nature: How can the doctor help you today? _____________________________________________________________________ 
Location: Where is the pain/problem? ___________________________________________________________________________ 
Duration: How long have you had this pain/problem? ________________________________________________________ 
Onset: Did the pain/problem increase     gradually?  suddenly? 
Course: Has the pain/problem       stayed the same?  gotten worse?      gotten better? 
Activity:  What makes the pain/problem hurt? ______________________________________________________________ 
Treatment: Have you or anyone else treated the problem? ____________________________________________________ 

 
ALLERGIES:   None    Adhesive Tape    Local anesthetic    Aspirin    Codeine    Demerol    Iodine    PENICILLIN    
                             Sulfa   Seafood    OTHER _________________________________________________ 
 
MEDICATIONS: (non-prescription and prescription)________________________________________________________________ 
______________________________________________________________________________ 
 
Oral contraceptives?   YES    NO    PHARMACY NAME:______________________________________________________ 
 
PAST MEDICAL HOSTORY: 
 
AIDS/HIV                    Yes   No   Diabetes           Yes    No                Psychiatric Care          Yes    No 
Anemia                         Yes   No   Ear Problems           Yes    No                Radiation Treatment   Yes    No 
Angina           Yes   No   Epilepsy           Yes    No   Respiratory Disease    Yes    No 
Arthritis           Yes   No   Eye Problems           Yes    No   Rheumataic Fever     Yes    No 
Artificial Heart valves    Fainting           Yes    No   Shortness of Breath     Yes    No 
Or Joints          Yes   No   Foot/leg cramps           Yes    No   Sinus Problems          Yes    No 
Asthma           Yes   No   Gout            Yes    No   Special Diet          Yes    No 
Back Problem          Yes   No   Headaches           Yes    No   Stroke           Yes    No 
Bleeding Disorder         Yes   No   Heart Disease           Yes    No   Swelling/feet/ankles    Yes    No 
Cancer            Yes   No   Hemophilia           Yes    No   Tired Feet          Yes    No 
Chemical Dependency  Yes   No   Hepatitis/Jaundice          Yes    No                Tuberculosis          Yes    No 
Chest Pain           Yes   No   High Blood Pressure          Yes    No   Ulcers           Yes    No 
Chronic Diarrhea           Yes   No   Kidney Disease           Yes    No   Varicose Veins          Yes    No 
Circulatory Problems    Yes   No   Liver Disease           Yes    No   Venereal Disease         Yes    No 
Phlebitis            Yes  No   Polio            Yes    No   Work Injuries          Yes    No 
Other_____________________________________________________________________________________________________ 
 
SURGERIES YOU HAVE HAD:_________________________________________________________________________________ 
____________________________________________________________________ 
 
 
HOSPITALIZATION OTHER THAN SURGERIES LISTED: _______________________________________________________ 
______________________________________________________________________________ 
 
LIST RELATIONSHIP TO YOU OF FAMILY MEMBERS WHO HAVE HAD: 
Diabetes_________________ Foot Problems________________    OCCUPATION: ____________________________ 
Arthritis_________________ Heart Attack_________________   
Stroke___________________ High Blood Pressure___________     HOBBIES:_________________________________ 
Cancer__________________ Birth Defects_________________ 
 
# of Childbirths____  Are you currently pregnant?  Yes    No 
Are you slow to heal after cuts?                   Yes    No 
Any abnormal bruising, bleeding or scarring?          Yes    No 
 
Do you smoke now?   Yes    No   Packs/day____ Years____        Patients Name:____________________________ 
Did you ever smoke?  Yes    No   Packs/day____ Years____ 
If you quit smoking,when did you do so?________________        Date:____________________________________ 
Alcoholic beverages? (circle one) None   Rarely  Moderately  Quit 
Recreational Drugs?   (circle one) None   Rarely  Moderately  Quit      (2/2004) 



 
 
 

ACKNOWLEDGEMENT OF RECEIPT OF  
 

NOTICE OF PRIVACY PRACTICES 
 

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have 
read (or had the opportunity to read if I chose) and understand the notice. 
 
 
 
 
____________________________________    _______________ 
Patient Name (print please)        Date 
 
 
 
_____________________________________ 
Patient or Authorized Representative (if applicable) 
 
 
 
_____________________________________ 
Signature 


