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Practice: 

 

 

  

 

PLEASE READ AND SIGN 
The above information is correct to the best of my knowledge. I understand that throughout my treatment, I am responsible for 
notifying the physician and/or medical staff of any and all updates to the information listed above.  

Patient Signature: _______________________________________ Date:  ________________________ 

Name: _______________________________________DOB: _____________ 8SHE]´W�(EXI� _____________  
Sex:      Marital Status: ingle Married Widowed Divorced    SS#: _______________________  

E-mail: ______________________________________ Spouse/Partner Name: ___________________________�
E-mail newsletters, reminders, statements, etc.        Emergency Name:  ______________________ Phone: ________________� 
Address: _____________________________________ City: _______________ State: _______ Zip: __________�
Home #: ________________________ Cell #: ________________________Other #: ______________________� 
Employer:  _____________________________________ Phone:  ________________________

 Employer Address:  ___________________________  City: _______________ State: _______ Zip: __________

How did you find out about our practice? Physician Internet Telephone book Family member Friend 

Other:  ________________________________________________ 

What is the reason for your visit today? _______________________________________________________________ 

__________________________________________________________ Result of accident or work injury?  

How long has this bothered you?   1   2   3   4   5   6   7   days   weeks   months   years 

What treatments have you tried & have they been effective? ____________________________________ 

_____________________________________________________________________________________________ 

On a scale of 1-10 (1 being no pain and 10 being the worst) what is your level of pain?  ___/10 

The pain quality is:         ther:___________ 

Primary Insurance:  ___________________________________________________Are you the insured? 

Insured Information 

Subscriber Name: __________________________  Relationship to insured: 

Phone #: ________________________________ Sex:   DOB:  ___/___/___ 

Address:  ________________________________________________________________________ 

Policy ID: ___________________  Group ID: ____________________Employer:  _____________________ 

Secondary Insurance: _________________________________________________ Are you the insured? 

Insured Information 

Subscriber Name: __________________________  Relationship to insured: 

Phone #: ________________________________ Sex:   DOB:  ___/___/___ 

Address:  ________________________________________________________________________  

Policy ID: ___________________  Group ID: ____________________Employer:  _____________________ 
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History and Physical       

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PLEASE READ AND SIGN 
The above information is correct to the best of my knowledge. I understand that throughout my treatment, I am responsible for 
notifying the physician and/or medical staff of any and all updates to the information listed above.  
 
Patient Signature: _______________________________________  Date:  ________________________ 

Medical History: Alcoholism Blood disorders Circulation problems  Breathing issues 
Liver  Sleep apnea Gout  Allergies  Heart disease Asthma               
Heart murmur  Stomach/bowel Depression nxiety disorder ental illness Kidney disease 
Blood clot  High cholesterol High blood pressure   Hepatitis 
Neuropathy (specify) ___________ Thyroid disease (specify) ____________   Diabetes (type 1, type 2)    
Arthritis (specify)  _____________ ther (specify) ____________   HIV  CVA 

Are you pregnant? Yes No  Are you nursing? Yes No Skin disorders Stroke  
 
Surgical History None - s Cholecystectomy 
Have you ever had any surgical procedures on foot/ankle or anywhere else on your body?  Yes  No 
If yes, please describe: _________________________________________________________________________________ 
Do you have any artificial joints? Yes (where? __________) No  Do you have an artificial heart valve? Yes No 

Social History   
 

Do you drink alcohol?  Yes, everyday (5-7 days/week) Yes, occasionally/socially No/Rarely 
Substance abuse:  Yes, I have a current substance abuse problem. Please specify: __________________________ 

Yes, I had a past substance abuse problem. Please specify: ________________________________________________ 
 No, I have never had a substance abuse problem 

What is your occupation? _____________________________________ Does it involve mostly  standing or sitting 
Do you exercise regularly?    No, I do not exercise regularly   Yes, I do the following regular exercise:  _____________ 
____________________________________________________________________________________________
_ 
 Family History   Is there any family history (blood relative) of: (Please indicate family member) 

Alzheimer’s  _____________________  Depression  _____________________ 
Arthritis  _____________________  Diabetes  _____________________ 
Bleeding disorders _____________________  Emphysema  _____________________ 
Blood clot  _____________________  Heart disease  _____________________ 
Cancer  _____________________  High Blood Pressure _____________________ 
Cataracts  _____________________  Neurological  _____________________ 
Circulation problems_____________________  Strokes    _____________________ 
Other (specify): _____________________ 

 

Review of Systems (Please check the box if you currently have any of these symptoms or check “NONE”) 
Cardiovascular  leg pain when walking   fever   chest pain/pressure leg swelling  cold hands/feet 

fainting    palpitations vascular disease  valve problems NONE  
Genitourinary       increased urgency  
  excessive urination kidney disease kidney stones  NONE 
Gastrointestinal abdominal pain  heartburn  blood in stool  vomiting   ulcers   constipation 
 diarrhea   trouble swallowing decrease appetite increase appetite NONE 
Integumentary   athletes foot  nail abnormalities   keloids  itchiness  dry, scaly skin NONE 
Hematologic   lower leg ulcers  sickle cell disease anemia blood thinners  clotting disorders NONE 
Neurological   tingling   weakness   seizures  numbness   headaches   

tremors  paralysis        NONE 
Musculoskeletal   back pain  joint swelling   muscle weakness  muscle pain    neck pain 

sciatica  joint stiffness joint pain  joint instability  arthritis  NONE 
Respiratory   chest pain   wheezing    COPD  coughing    snoring 
 shortness of breath emphysema        NONE 

Name: _______________________  DOB: _________ Chart Number: ________ 





IMPORTANT: MISSED APPOINTMENT POLICY 
Effective February 28, 2022 

 
 

Despite our best efforts to call ahead and confirm every appointment – we have 
been experiencing a very high number of missed appointments (no shows).  This 
hinders our ability to provide the highest level of care as we adequately space out 
our appointments to ensure patients are safe and each doctor is able to allocate 

the time needed to provide the highest level of care.   
 

When you forget to cancel your appointment, we lose the opportunity to care for 
another patient.  For this reason, we need to implement a fee for  

MISSED APPOINTMENTS (no shows). 
 

FEE SCHEDULE 
1st Time 2nd Time 3rd Time 

It’s on us! We all get 
busy and forget 

sometimes! 

 
$35  

 

 
$85 

 
 

Thank you for understanding. 
Drs. Kotkin, Ostroff, Morris, DPM 

North Shore Foot Specialists  
 
 
 
 
 
 
 
 
 

Patient Signature:  _________________________  Date: ___________ 
 



Drs Michael Kotkin, Lawence Ostroff and Alan Morris, D.P.M.,PC 
70 Glen Street, Suite 300 

Glen Cove, NY 11542 
Tel: 516-676-1116/0557  Fax: 516-676-2710 

HIPAA WAIVER 

I, _________________________________________ acknowledge that I 
have been provided with a copy of the privacy notice from the office of: 

Drs Kotkin, Ostroff and Morris, D.P.M., PC 

Signature: ___________________________     Date:___/___/___ 

List of names that the group may discuss your care with:  

_________________________________________	

_________________________________________ 

_________________________________________ 

_________________________________________ 

www.northshorefootspecialists.com



Drs Michael Kotkin, Lawrence Ostroff and Alan Morris, D.P.M.,PC 
70 Glen Street, Suite 300 

Glen Cove, NY 11542 
Tel: 516-676-1116/0557  Fax: 516-676-2710 

AUTHORIZATION FORM 

Dear Patient: 

Please take a few minutes to read the following information.  With today’s constantly changing 
insurance regulations, this may apply to you. 

You may need written authorization from your Primary Care Physician to be examined. 

You may need written authorization from your Primary Care Physician for all follow-up visits. 

• IT IS YOUR RESPONSIBILITY TO OBTAIN THIS AUTHORIZATION 
• YOU MUST BE AWARE OF THE NUMBER OF VISITS ALLOWED AND THE DATE OF 

EXPIRATION.  

You may need authorization from your Primary Care Physician, this office or directly from your 
insurance company for any of the following procedures ordered by our physicians: 

• Physical Therapy, MRI, CT Scan, Blood Tests, Bone Scan, etc.,  

Most insurance companies DO NOT PAY FOR durable goods for example: Splints, Aircasts, 
Orthotics & Braces along with Routine Foot Care and other non-covered services.  Payment of 
these is the responsibility of the PATIENT. 

We will do our best to try and help you comply with all the new regulations.  Please do not 
hesitate to ask which of these applies to you. 

I have read and understand the above information.  

Signature:  ___________________________     Date: ___/___/___ 

www.northshorefootspecialists.com




