
WWes t  CCoa s t  FFoo t  &  AAnk l e  
AA s s o c i a t e s  I n c  

Troy R. Leaming, DPM  Kazuto H. Augustus, DPM 

 
Date ________________________ 
Patient Name _____________________   ____________________  ___________ 
        Last                                                       First                         Middle 

Street Address ______________________________________________________ 
City ____________________________  State ____________ Zip _____________ 
Daytime Phone (_____) ______________                        Sex  ______ F     _____M 
*May We Leave Any Medical Info On Your Answering Machine __Yes   __No 
Birth Date ____ / ____ / ____             Age ____ Marital Status __________ 
Social Security Number _______ - _____ - _______ 
Patient Employed By_________________________________________________ 
Business Address____________________________________________________ 
Business Phone Number (_____) _________________________ Ext. __________ 
 
Whom may we thank for referring you?__________________________________ 

              
             Primary Insurance ___________________________________________________ 

Address ___________________________________________________________ 
Policy # ___________________________  Group # ________________________ 
Subscriber Name: ___________________________________________________ 
(if Applicable) 
Secondary Insurance _________________________________________________ 
Address ___________________________________________________________ 
Policy # ___________________________  Group # ________________________ 
 

             Emergency Contact ___________________________ Relationship ____________ 
Phone (_____) _________________________ 
 
 
 
I hereby give Drs. Augustus/Leaming permission to examine and treat my feet/ankles via medical, 
surgical and or orthopedic means. I also authorize payment of insurance benefits directly to West 
Coast Foot and Ankle Associates, Inc. I understand I am also responsible for any balance not paid by 
my insurance company. All unpaid balances over 45 days will accrue l % monthly interest. 
 
Signature of Patient/Responsible Party _____________________________ Date_____________ 

 
 

 
6552 BOLSA AVE., STE H                                                                1760 TERMINO AVE. #309                                  
HUNTINGTON BEACH, CA 92647                                                    LONG BEACH, CA 90804 
OFFICE 714.897.9551                                                                                 OFFICE 562.986.6886 
FAX 714.893.6519                                                                                            FAX 562.986.6885 

 



New Patient Medical History 
Patient Name _____________________   ____________________  ___________ Date ________________ 
 Last First  Initial 

What is/are the main reason(s) for your visit to us today? 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
If any pain on scale what is your pain level? 

 
General Health: 
Age _______ Height _________ Weight __________ Shoe Size _____________ 
 

Medical History __P = Person History  F = Family History______________________________________              
P F   Anemia’s 
P F   Arrhythmias 
P F   Arthritis What type______________ 
P F   Asthma 
P F   Cancer What Type ______________ 
P F   Cerebral Palsy / Polio / MS / MD 
P F   Cholesterol 
P F   Diabetes  How Many Years_______ 
P F   Emphysema 
P F   Glaucoma 
P F   Gout 

P F   Heart Disease 
P F   Hepatitis/Liver Disease 
P F    High Blood Pressure 
P F    HIV / Aids 
P F    Kidney/Renal Disease 
P F    PVD / poor circulation 
P F    Rheumatic Fever 
P F   Scarlet Fever 
P F   Sexually Tr. Dis.(STD’s) 
P F   Sickle Cell Trait/Disease 
P F   Strokes/TIA’s 

P F   Thyroid _hyper _hypo 
P F   Tuberculosis  
P F   Ulcers Stomach / Duodenal / GERD 
P F   Other – Please specify ___________ 
__________________________________ 
P F   Other – Please specify ___________ 
__________________________________ 
 

Medications: Please list all medications you are currently taking including: aspirin, over the counter medications and vitamins 
______________________________ 
______________________________ 
______________________________ 

______________________________ 
______________________________ 
______________________________ 

_______________________________ 
_______________________________ 
_______________________________ 

Allergies (check all that apply) Reaction (write the reaction to the medication for example – rash, hives, itching, difficulty breathing etc.) 
___ Adhesive Tape _______________ 
___ Aspirin _____________________ 
___ Caffeine ____________________ 
___ Codeine ____________________ 
___ Cortisone ___________________ 
___ Iodine______________________ 

___ Latex ______________________ 
___ Local Anesthetics ____________ 
       ___________________________ 
___ Penicillin ___________________ 
       ___________________________ 
___ Sulfa Drugs _________________ 

___ Foods ______________________ 
___ Other Medications ____________ 
_______________________________ 
__________________________ 

Surgical or Hospitalizations: 
 
 
 

Woman: Are you pregnant: _______Yes  _______No                     If yes, your due date: ____________________ 
Tobacco Use: 
Do you smoke now?  ___Yes ___No                        How Long have you been smoking? _________________ 
How long does a pack of cigarette last you?__________________  Have you ever smoked?  ___Yes ___No   
How many years? ___________________  
When did you quit? __________________                                        How long does a pack of cigarette last you?_______________ 
Alcohol Use: 
Do you drink alcohol? ___Yes  ___No                                     Do you drink some form of alcohol every day? ___Yes  ___No 
How many drinks will you consume in an average wee?  _____1-3  _____4-8   ______over 10 
Drug use: 
Do you use drugs? ____Yes  ___No  Which ones? ___________________________________________ 
Have you ever used drugs intravenously?  ___Yes  ___No 
CONSENT OR TREATMENT 
I certify that the information above is true and correct to the best of my knowledge.  I give permission to Drs. Leaming and Augustus 
to administer and perform such procedures as may be deemed necessary in the diagnosis and/or treatment of my feet and ankles. 
 
Patient: ________________________________________  Date: __________________ 
Podiatrist: ______________________________________  Date: __________________ 



West Coast Foot & Ankle Associates, Inc. 
 

ACKNOWLEDGMENT OF RECEIPT 
OF 

NOTICE OF PRIVACY PRACTICES 
(Effective Date: April 14, 2003) 

 
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have 

read and understood the Notice. 
 

___________________________________________________________________________________ 
  Patient Name (please print)    Date 
 
 
___________________________________________________________________________________ 
  Parent or Authorized Representative (if Applicable) 
 
 
 
 
  Signature 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


