






KAREN A. LANGONE, DPM, FAAPSM, FACFAOM 
Board Certified in Podiatric Sports Medicine, 

Orthopedics and Medicine 
Computerized Gait Analysis 

 
NAME______________________________________DATE OF BIRTH______________Soc Sec #_______________ 
 
MAILING ADDRESS_____________________________________________________________________________ 
____________________________________________________________________________________________ 
 
OCCUPATION_________________________________________________________________________________ 
 
HOME #________________________WORK #_________________________CELL #________________________ 
 
E‐MAIL ADDRESS______________________________________________________________________________ 
 
How did you hear of our office:__________________________________________________________________ 
 
Primary Care Physician:_________________________________________________________________________ 
 
 
 
Primary Insurance_________________________________________Policy ID__________________________ 
 
Are you the insured?  Yes  No    Subscriber Name____________________________________________________ 
 
Relationship to insured_________________ ________________  Insured DOB: ___________________________ 
 
Secondary Insurance_______________________________________Policy ID_________________________ 
 
Are you the insured?  Yes  No    Subscriber Name____________________________________________________ 
 
Relationship to insured__________________________________   Insured DOB: __________________________ 
 
 

 
ASSIGNMENT AND RELEASE 
I, the undersigned, certify that I (or my dependent) have insurance coverage with the company listed above and 
assign directly to Dr. Langone 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 the payment of benefits.  I authorize the use of this 
signature on all insurance submission. 
___________________________________________________________________________________________ 
Responsible Party Signature                                                                                                             Date 
 
I certify that the above information is true and correct to the best of my knowledge.  I give my permission to the 
doctor to administer and perform such procedures as may be deemed necessary in diagnosis and/or treatment of 
my feet. 
___________________________________________________________________________________________ 
Patient’s Signature                                                                                                                             Date 

 
 

 



 
 
Why are you seeing the doctor today?________________________________________________ 
 
____________________________________________________________________________________ 
(Circle all that apply)  
Location of the pain: Toe   Heel   Arch   Ball of Foot   Ankle   Leg   Knee   Hip   Back    Left  Right  

Both  Central  Inside  Outside  Top  Bottom           
Nature of the pain: Constant   Occasional   Sharp   Dull   Aching   Stabbing   Throbbing   Burning   

Shooting   Numbness  
What makes the pain better? Changed Shoes   Anti-inflammatory   Decreased Activities    Icing 
When is the pain the worst?  In the morning   At Night   When Active   When Resting  When Standing 
The onset of the pain:   Slow   Sudden   Traumatic 
When did the pain start?_______________________________________________________________ 
 
What have you tried to help the pain?____________________________________________________ 
 
____________________________________________________________________________________ 
 
Any previous injuries to your feet, ankles or legs?_________________________________________ 
 
 
 
 

MEDICAL HISTORY: INDICATE ANY CONDITIONS WHICH YOU HAVE OR HAVE EVER HAD. 
Anemia Alcohol Dependency Artificial Heart Valve Artificial Joint Arthritis 
Asthma Bleeding Disorder Chemical Dependency Circulatory Problem Cancer 
Diabetes Fibromyalgia Gout Heart Disease Heart Murmur 
Hepatitis High Cholesterol High Blood Pressure HIV+ Kidney Disease 
Liver Disease Mitral Valve Prolapse Neurological Problem Osteoporosis Other 
Pacemaker Phlebitis Psychiatric Care Respiratory Problem Stroke 
Thyroid Problem Tuberculosis Ulcers Varicose Veins Venereal Disease 

 
NONE OF THE ABOVE:_________________ 
 
IF YES OR OTHER, PLEASE SPECIFY:___________________________________________________ 
 
____________________________________________________________________________________ 
 
LIST ALL SURGERIES/ HOSPITALIZATIONS. If None, Please Write NONE:_____________________ 
 
____________________________________________________________________________________ 
 
Primary Care Physician:__________________________________________ Date Last Seen:_______ 
 
 
 
 
Do you drink? _____ How much? ______________________      Are you pregnant? _____________ 
Do you exercise? ______ How often? ________________ Which activities? ____________________ 
 
 
 
PRINT NAME____________________________SIGN____________________________DATE:_______  


