Bellevue Podiatric Physicians

[ ]Dr. Doug Ichikawa      [ ]Dr. Suzanne Wilson
Patient information                                                                  Date ____________

Name ______________________________ [ ]male [ ]female    Nickname_________  Age ____  Birthdate_____/_____/_____    Social Security_____-____-_____

Mailing address____________________________________________apt. #________

City ___________________ Zip ______________

Phone #  (home) (      ) _____-______ Cell # (      ) ____-______       Phone #  (work) (      )_____-_______

Employer ____________________________              Occupation________________

Marital status:  [ ]single  [ ]married   [ ] divorced  [ ]widowed             spouse name  ________________
Preferred Pharmacy: __________________________________  phone #___________________________
Insurance information    please provide receptionist with your cards
Primary Insurance Co. ________________________ subscriber relationship to patient:[ ]spouse [ ]parent [ ]other 

Subscriber name___________________birthdate___/___/____ 

Policy#____________________________ Group # ________  

Secondary Insurance Co. ______________________ subscriber relationship to patient:[ ]spouse [ ]parent [ ]other 

Subscriber name___________________birthdate___/___/____ 

Policy#____________________________ Group # ________  
Is this visit injury related? [ ] yes   [ ] no   Date of injury__________  work/auto/other _______________

Employer at time of injury________________________________________________________________

Claim manager __________________________________   phone # _____________________________

Claim # _____________________________
Emergency contact information  Please list someone outside your household

Name________________________​​​_____ relationship to patient___________  

Daytime ph#(     ) ____ -_______   Home/eve ph#(      ) ____-_________

How did you find out about our office? _______________ Referred by:________________
I hereby give my permission for Dr. Ichikawa or Wilson to examine, photograph, administer treatment and perform minor procedures as may by deemed necessary for my foot or  ankle condition.  I authorize the exchange of my medical record with other treating physicians or with insurance companies as may be necessary. I authorize payment of insurance benefits, including Medicare, directly to my physician.  I acknowledge financial responsibility for all services and supplies not covered by my insurance.

Signature ______________________________ Relationship ( if a minor) _____________ date __________

