
Jamie L. Matteo, DPM, Inc.                          Today's Date ___________ 

 

PATIENT NAME: ________________________________________________________________________        

Last     First      Initial  
 

*If Child/Dependent: Parent's Name:_________________________________Phone#_________________________ 

 

Street Address: ___________________________________________________________________________________ 

 

City: _______________________________ State: _________________________Zip: __________________________ 

 

Home Phone: ________________ Cell Phone: ___________________ Social Security #:_________________________ 

 

Marital Status: _______________________ Age: __________ Birthday: __________________     Sex: M / F  

 

Height: _____________________ Weight: ________________________ Shoe Size: ____________________ 

 

EMPLOYER: _______________________________ Occupation:_________________________________________ 

 

Business Address: _____________________________________ Business Phone: _____________________________ 

 

Would you like access to your personal health record online?   Y/N     E-mail address: _________________________ 

 

Would you like email appointment reminders?  Y/N          Would you like text reminders?  Y/N 

 

Would you like voicemail left from our office?  Y/N          Would you like automated voice messages?  Y/N 

 

PRIMARY INSURANCE: ______________________________ADD'L INSURANCE:_________________________  

     NAME: 

        SELF                     SPOUSE                 PARENT       (CIRCLE ONE)  

 

Insured's Employer:____________________________________________________________________________ 

 

If Spouse: Spouse's Name:_________________________Date of Birth:____________Soc Sec#__________________ 

 

If parent: Parent's Name:__________________________Date of Birth:____________Soc Sec#__________________ 

 

EMERGENCY CONTACT NAME: _________________________________________________________  

 

Relationship: __________________________ Phone number: ______________________________________  

 

May we talk to this person regarding your medical concerns if we cannot reach you? Y / N  

   

PRIMARY CARE DOCTOR: __________________________________ Date Last Seen: _______________  

 

Whom may we thank for referring you? ________________________________________________________  

 

AGREEMENT AND RELEASE:  

I, the undersigned, certify that I (or my dependent) have current insurance coverage with the above carriers and assign 

directly to Jamie L. Matteo, DPM, Inc. all insurance benefits, if any, otherwise payable to me for services rendered. I 

understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor 

to release all information necessary to secure payment of benefits. I authorize the use of this signature on all insurance 

submissions. I authorize Jamie L. Matteo DPM,  Inc. to administer such treatments and perform such procedures 

necessary or advisable in the diagnosis and treatment of the undersigned or designated patient. I have received my HIPAA 

Privacy Policy and understand my rights.  

_________________________________________________________________________________________________ 

Responsible Party Signature                                           Relationship                                                 Date  



   Revised 10/19/2021 

 

Dr. Jamie L. Matteo, DPM 
 

Personal Health Information 

 
Briefly describe your foot problem(s): _________________________________________________________ 

 

 

Please check all of the following that YOU currently have or have ever had (please complete all boxes): 

 

 Yes No 

Diabetes   

Heart Disease   

High Blood Pressure   

Stroke   

Vision Problems   

Kidney Disease   

Bleeding Problems   

  

Other: ___________________________________________________________________________________ 

 

List Current Medications & Dosage (If you have a list we will copy it for your records): ________________ 

 

_________________________________________________________________________________________ 

 

Pharmacy that you use:_________________________________Location:____________________________ 

 

Allergies to: Medications:____________________________________________________________________ 

                      Latex:     Y  /  N          Tape:     Y  /  N          Contrast Dye:  Y  /  N          Seafood:  Y  /  N 

 

What was your reaction? ___________________________________ (mild/moderate/severe) circle one 

 

Please check all of the following that apply:  

           Smoke?     Y  /  N     How many packs per day? _____     How many years? _____ 

 

           Alcohol?   Y  /  N     How many drinks per day? _____     How many years? _____ 

 

           Drug use?  Y  /  N    If yes, what type? ____________________________________________________ 

 

Past Surgeries and Hospitalizations: __________________________________________________________ 

 

_________________________________________________________________________________________ 
Family History: (Please indicate Father or Mother)  

Diabetes:____________     High Blood Pressure: ____________     Heart Disease: ____________ 

Circulation Problems: ____________     Cancer: ____________     Kidney Disease: ___________ 

 

Employment:  Sit at job?  Y  /  N     Stand at job?  Y  /  N     Stand and walk at job?  Y  /  N 

 Yes No 

Rheumatic Fever   

Rheumatoid Arthritis   

Gout   

Epilepsy   

Thyroid Problems   

Liver Disease   

Heart Murmur   

 Yes No 

Anemia   

Phlebitis   

Hepatitis   

Asthma/COPD   

HIV/AIDS   

GI Ulcer   

Cancer   



JAMIE L. MATTEO DPM INC
OFFICE POLICIES

● Two No call/No show appointments in a row result in no more appointments at our office.

● Repeat cancellation or rescheduling may result in no more appointments at our office.

● If you are 10 minutes late for your appointment, you will have to reschedule. It is unfair

to

patients that show up on time to have to wait on patients that are late.

● Bounced checks will be charged a fee.

● If you have a balance with our office and can 't pay in full, please talk to the Office

manager to make payment arrangements. If after three statements mailed and no

payments, the account will be turned over for collection.

● Doors are locked from 12:00 p.m. - 1:00 p.m. for lunch for the staff. If you are calling the

office during these hours, please leave a message and we will get back with you.

I ____________________________________________understand the above policies.

_______________________

Date










