
 
VICTORIA M. FOLEY, D.P.M 
 

 3840 WOODRUFF AVE SUITE 211 LONG BEACH CA 90808 
    3771 KATELLA AVE SUITE 110 LOS ALAMITOS CA 90720 

 
PATIENT INFORMATION (PLEASE PRINT) (IMPORTANT CONFIDENTIAL INFORMATION) 

~~~PLEASE USE BLACK INK ONLY~~~ 
(*NECESSARY FOR BILLING PURPOSES): 
SOCIAL SECURITY #_________________________ TODAY’S DATE _____________________  

PATIENT’S NAME _______________________________________________________ M.I. __________ 

IF PATIENT IS A MINOR, GIVE PARENT’S OR GUARDIAN’S NAME __________________RELATIONSHIP _______________  

D.O.B ____________________            (please circle) M / F  MARITAL STATUS _______________ 

EMAIL ADDRESS______________________________________________________________________ 
                              (If minor, parent’s email address)  

HOME ADDRESS ___________________________________________________ APT # ____________ 

CITY ___________________________________________________________ ZIP CODE ___________  

HOME PHONE #_______________________ CELL # ________________WORK PHONE # _________________ 

***NAME OF PRIMARY INSURANCE ______________________________________________________  

RELATIONSHIP TO PATIENT _________________ INSURED NAME ____________________________                       

INSURED SOCIAL SECURITY#_________________ INSURED DATE OF BIRTH ____________________ 

INSURED’S EMPLOYER ______________________________ EMPLOYER’S PHONE #_______________ 

***NAME OF SECONDARY INSURANCE (IF APPLICABLE)_________________________________________  

RELATIONSHIP TO PATIENT _________________ INSURED NAME ____________________________                               

INSURED SOCIAL SECURITY#_________________ INSURED DATE OF BIRTH ____________________ 

INSURED’S EMPLOYER ______________________________ EMPLOYER’S PHONE #_______________ 

PERSON TO CONTACT IN CASE OF EMERGENCY ___________________________________________ 

RELATIONSHIP ___________________________________ PHONE # ___________________________ 

WHOM CAN WE THANK FOR REFERRING YOU TO OUR OFFICE? _____________________________ 

ADDRESS ___________________________________________________________________________ 

MEDICAL HISTORY (PLEASE PRINT) (IMPORTANT CONFIDENTIAL INFORMATION) 

FAMILY PHYSICIAN ________________________________________ PHONE # _________________________ 

CITY ___________________________________________________________ ZIP CODE ___________  

FORMER PODIATRIST, (IF ANY) _________________________________________________________ 

WHAT PROBLEM(S) BRINGS YOU INTO OUR OFFICE?_______________________________________ 

IF YOU HAVE A LIST OF MEDICATION, PLEASE GIVE LIST TO RECEPTIONIST TO TAKE A COPY. 
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Patient ___________________________ D.O.B   _ /    /      DATE _____________ 
 
 
Constutional    YES/NO  HEENT          YES/NO  Neurological  YES/NO
Chills     ____/____ Blurred Vision           ____/____    Headaches            ____/____         
Fever    ____/____ Ear Aches          ____ /____     Motor Deficit                ____/____ 
Weakness  ____/____ Ear Discharge          ____ /____      Sensory Deficit           ____/____ 
Weight Loss  ____/____ Hearing Loss            ____ /____       Seizures                 ____/____ 
Fatigue  ____/____ Sinus Discharge       ____ /____     Syncope            ____/____ 
    Sore Throat          ____ /____     Vertigo            ____/____  
 
 
CVS       YES/NO Respiratory      YES/NO   GIT             YES/NO   
Chest Pain                   ____/____     Cough                      ____/____  Abdominal Pain     ____/____ 
Cold Feet             ____/____    Hemoptysis              ____/____ Anorexia      ____/____ 
Cold Hands                 ____/____    Shortness of Breath ____/____ Black/bloody Stools     ____/____ 
Edema   ____/____    Wheezing         ____/____ Constipation      ____/____ 
Fainting  ____/____    Pleuritic pain          ____/____ Diarrhea       ____/____ 
Irregular Heartbeat ____/____      Difficulty in swallowing ____/____ 
Palpitations  ____/____ Skin                    YES/NO Heartburn                 ____/____ 
Pedal Edema       ____/____ Skin Rash  ____/____ Hematemesis      ____/____ 
Dyspena At rest    ____/____ Lesion   ____/____ Malaise      ____/____ 
Dyspena On Exertion ____ /____    Moisture  ____/____ Nausea                  ____/____ 
Orthopnea  ____ /____    Color     _________ Vomiting       ____/____ 
PND   ____ /____    Other Skin Problems _________ Belching      ____/____ 
Claudication   ____ /____    
 
 
 
GU       YES/NO   Psychiatric   YES/NO
Enlarged Prostate   ____ /____    Agitation  ____ /____ 
Urinary Incontinence  ____ /____   Anxiety  ____ /____ 
       Memory Impairment____ /____ 
       Confusion  ____ /____ 
Endocrine  YES/NO   Delusions  ____ /____ 
Polydipsia          ____ /____   Hallucination ____ /____ 
Polyphasia          ____ /____   Increased Sleep ____ /____   Musculoskeletal YES/NO
Polyuria          ____ /____   Insomnia  ____ /____   Back Pain   ____/____ 
Heat Intolerance      ____ /____   Mood Swings ____ /____   Swelling   ____/____ 
Cold Intolerance      ____ /____   Nervousness  ____ /____    Weakness On Walking ____/____ 
Goiter           ____ /____   Nightmares  ____ /____   Chest Wall Pain  ____/____ 
Excessive Sweating  ____ /____   Obsessions  ____ /____   Joint Pain ______________ 
       Suicidal Ideations ____ /____    Neck Pain   ____/____ 
       Behavior   ____ /____   Spasm   ____/____ 
            Inflammation  ____/____ 
            Extremity Pain  ____/____ 
            Paresthesis   ____/____ 
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Patient ___________________________   Date _____________ 
 

VITAL SIGNS   (to be filled in by office)

Height ____ ft. ____in. Weight ____lbs. Temperature. ____F.  O2 Sat. ____% 

 
BP Systolic/Diastolic ____/____ Respiratory Rate ____  Pulse ____  
___________________________________________________________________________________________ 
  
Please check YES or NO  
 
HISTORY    Surgical/ Procedure    
Medical History YES/NO          History      YES/NO       Social History        YES/NO
Gout   ____/____ Surgical/ Procedure         Alcohol Use      ____/____ 
Depression  ____/____          History     ____/____       Alcohol Consumption__________ 
Neuropathy  ____/____ ENT Surgery    ____/____          Smoker       ____/____ 
Osteoarthritis  ____/____ Vascular Surgery   ____/____        Smoking (Pack/Day) ________ 
Arthritis  ____/____ Cardiac Surgery   ____/____       Illicit/IVDA User      ____/____ 
Systemic Lupus   Abdominal Surgery   ____/____       Occupation__________________ 
  Erythematosus ____/____ Gyn Surgery     ____/____ 
GERD   ____/____ Uriogenital Surgery   ____/____ 
PUD   ____/____ Musculoskeletal      
Bleeding Disorder ____/____         Surgery    ____/____       Food Allergy History
Endocrine Disease ____/____ Thyroid Surgery   ____/____       Food Allergens ____________ 
Stroke   ____/____ Parathyroidectomy   ____/____       ________________________ 
Circulatory System ____/____ Stent     ____/____       ________________________ 
Mental Illness  ____/____ Spinal Surgery    ____/____        Medication History
Kidney Disease ____/____ TURP     ____/____       Current Medications 
Thyroid  ____/____ Bariatric Surgery   ____/____        ________________________ 
Heart Disease  ____/____ Coronary Artery Bypass           ________________________ 
Valvular Heart    (CABG)   ____/____        ________________________ 
  Disease  ____/____ Other ____________ 
Epilepsy  ____/____             Drug Allergy History
Diabetes Mellitus ____/____            Allergy__________________ 
Lung Disease  ____/____            ________________________ 
GI Disease  ____/____ 
Liver Disease  ____/____ Family History          Ob/Gyn History        YES/NO
Vision Problems ____/____ Father____________         Pregnant       ____/____  
Neurological Disease ____/____ Mother____________        Pregnancy planning ____/____ 
Skin Disease  ____/____ Brother____________        Brest Feeding     ____/____ 
Vascular  ____/____ Sister____________ 
Childhood Illnesses ____/____            Psychiatric History       YES/NO      
Musculoskeletal              Anxiety Disorder        ____/____ 
   Disease  ____/____            Personality Disorder  ____/____ 
Cancer   ____/____            Psychotic Disorder    ____/____ 
Other ____________ 
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PATIENT’S INSURANCE AUTHORIZATION 
 

I hereby authorize the processing the medical insurance either by 
electronic or manual method by the listed provider (#7 below).  My 
signature (#2 below) authorizes payment of all major medical and/or 
surgical benefits to which I am entitled from the listed insurer (#4 below) 
to pay to the listed provider assignee (#7 below).  I further authorize 
assignee to release all medical and/or insurance claim information 
necessary to secure the payment(s).  I recognize my financial obligation of 
any co-insurance or deductible, and non-covered services that may be 
required.  This agreement will remain in effect until revoked by me in 
writing.  A photocopy of this document is to be considered as valid as an 
original. 
 
 
1. PATIENTS NAME (PLEASE PRINT) 
 
 ________________________________________ 
 
2. PATIENT / PARENT OR GUARDIAN’S SIGNATURE 
 
 ________________________________________ 
 
3. DATE _____________________ 
 
4. INSURANCE COMPANY NAME 
 
 ________________________________________ 
 
5.       PATIENTS I.D NUMBER 

 
_________________________________________ 
 

6.       PATIENTS GROUP/ POLICY NUMBER 
  
 ________________________________________ 
 
 
7. VICTORIA M. FOLEY, D.P.M. 
  
 3840 Woodruff Ave. #211 
 Long Beach, Ca 90808 
 
 3771 Katella Ave. #110 
 Los Alamitos, Ca 90720 
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                        Our Financial Policy 
 
We are committed to providing you with the best possible care. If you have a medical insurance, 
we are anxious to help you receive your maximum allowable benefits.  In order to achieve these 
goals, we need your assistance, and your understanding of our payment policy.  
 
We will accept assignment of insurance benefits.  As a courtesy to you, we will be happy to 
process your insurance claim form. 
 
We will gladly discuss your proposed treatment and answer any questions relating to your 
insurance. 
 
You must realize however, that: 
 

1. Your insurance is a contract between you, your employer and the insurance 
company.  We are not a party to that contact. 

 
2. Our fees are generally considered to fall within the acceptable range by most 

companies, and therefore are covered up to the maximum allowance determined 
by each carrier.  This applies only to those who pay a percentage (such as 50% or 
80%) of “U.C.R” is defined as usual, customary and reasonable fees for this 
region.  Thus, most companies consider our fees usual, customary and reasonable.  

 
This statement does not apply to companies who reimburse based on a arbitrary 
“schedule” of fees, which bears no relationship to the current standard and cost of 
care in this area 

 
3. Not all services are a covered benefit in all contracts.  Some insurance companies 

arbitrarily select certain services they will not cover. 
 
We must emphasize that as a health care providers, our relationship is with you, not your 
insurance company.  While the filing of insurance claims is a courtesy that we extend to our 
patients, all charges are your responsibility from the date the services are rendered.  We realize 
that temporary financial problems may affect timely payment of your account.  If such problems 
do arise, we encourage you to contact us promptly for assistance in the management of you 
account. 
 
This agreement will remain in effect until revoked by me in writing.  A photocopy of this 
document is to be considered as valid as an original. Thank you for understanding our Financial 
Policy.  Please let us know if you have any questions or concerns.   
 
Responsible Party Signature_______________________________________ Date ____________ 
 
Cash patients- Payments for services are due at the time services are rendered, unless Dr. 
Foley has approved payment arrangements.  We accept cash, checks or credit cards.  
 
Responsible Party Signature_______________________________________ Date ____________ 
 
 
Completion of Forms (other than these forms) 
 
I acknowledge that there will be a fee to complete any form(s) that I may bring in.  I understand 
the fee is $5.00 (per form).  This fee will be collected when form(s) are either dropped off or 
picked up.                           
_____________Please initial 
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PATIENT RECORD OF DISCLOSURES 
 

In general, the HIPPA privacy rule gives individuals the right to request restriction on 
uses and disclosures of their protected health information(PHI).  The individual is also 
provided the right to request confidential communications or that the communication 
of PHI be made by alternative means, such as sending correspondence to the 
individual’s office instead of the individual’s home. 

 
I wish to be contacted in the following manner: 

(PLEASE CHECK ALL THAT APPLY)  
 
Home # ______________________________ 

 O.k. to leave message with detailed information 
 Leave message with call-back number only 

 
Cell # ________________________________ 

 O.k. to leave message with detailed information 
 Leave message with call-back number only 

 
Work # _______________________________ 

 O.k. to leave message with detailed information 
 Leave message with call-back number only 

 
Other _________________________________ 

 O.k. to leave message with detailed information 
 Leave message with call-back number only 

 
Written Communication 

 O.k. to mail to my home address 
 O.k. to mail to my work/office address 

 
________________________________________________________ 

 Please print address 
 

 
______________________________   ____________________  
Print patients name      Date of Birth 
 
______________________________   ____________________  
Patient / Guardian Signature     Date 
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NOTICE OF PRIVACY PRACTICES (FOR PATIENT TO KEEP)  
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION PLEASE REVIEW IT CAREFULLY. 

 
The Health Insurance Portability & Accountability Act of 1996 (“HIPPA”) is a federal program that requires that all 
medical and other individually identifiable health information used or disclosed by us in any form, whether 
electronically, on paper, or orally, are kept properly confidential.  This Act gives you, the patient, significant new rights 
to understand and control how your health information is used.  “HIPPA” provides penalties for covered entities that 
misuse that personal health information.  
 
As required by ”HIPPA”, we have prepared this explanation of how we are required to maintain the privacy of your 
health information and how we may use and disclose your health information. 
 
We may use and disclose your medical record only for each of the following purposes: treatment, payment, and health 
care operations. 
 

• Treatment means providing, coordinating, or managing health care and related services by one or more health 
care providers. An example of this would include a physical examination. 

 
• Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or 

collection activities, and utilization review. An example of this would be sending a bill for your visit to your 
insurance company for payment. 

 
• Health care operations include the business aspects of running our practice, such as conducting quality 

assessment and improvement activities, auditing functions, cost-management analysis and customer service. An 
example of this would be an internal quality assessment review.    

 
We may also create and distribute de-identified health information by removing all references to individually 
identifiable information. 
 
We may contact you to provide appointment reminders or information about treatment alternatives or other health-
related benefits and services that may be of interest to you. 
 
Any other uses and disclosures will be made only with your written authorization. You may revoke such authorization 
in writing and we are required to honor and abide by that written request, except to the extent that we have already 
taken actions relying on your authorization. 
 
You have the following rights with respect to your protected health information, which you can exercise by presenting 
a written request to the Privacy Officer:  
 

• The right to request restrictions on certain uses and disclosures of protected health information, 
including those related to disclosures to family members, other relatives, close personal friends, or any 
other person identified by you. We are, however, not required to agree to a request to a requested 
restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.  

 
• The right to reasonable request to receive confidential communications of protected health 

information from us by alternative means or at alternative locations. 
 

• The right to inspect and copy your protected health information. 
 

• The right to amend your protected health information. 
 

• The right to receive an accounting of disclosures of protected health information. 
 

• The right to obtain a paper copy of this notice from us upon request 
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