
SAN MARCOS FOOT & ANKLE CLINIC 
Diane M. Phalen, DPM, FACFAS 

 
 

Patient Name: ________________________________ Today’s Date: _____________________ 

Social Security Number: ________________________  Age: _______     DOB: ______________ 

Marital Status:  M   S    W    D                                           Sex:     Male      Female 

Home Address: ___________________________________________    Apt: ________________ 

City: ______________________________________      State ______    Zip _________________ 

Employer: __________________________________     Work Phone: _____________________ 

Home Telephone: ____________________________     Cell Phone: ______________________ 

Emergency Contact Number: ___________________     Name: __________________________ 

 

Are you the employer/policy holder for your insurance policy?   Yes    No 
If not, how are you related to the policy holder?   Spouse   Child 
 
Employee’s Name: ______________________________   DOB __________________ 
Social Security Number __________________________    Employer ______________ 
Work Number: _________________________________ 

Is this a Workman’s Compensation Injury?   No    Yes 
If yes, please answer the following.  If you were not injured on the job, please skip over this. 
Date of Injury: ___________________ 
Please describe your injury:  _____________________________________________________ 
______________________________________________________________________________ 
Your employer address: ______________________  City: ____________  State____  Zip _____ 
Your Supervisor: ____________________________  Their telephone: _____________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Who is your regular Physician?    ________________________________________________ 
 
 
 
 
 
 
 
 
 

How were you referred to our office? 
 
Dr. ______________________________/Office referred me. 
The Internet   Telephone Directory 
The Yellow Pages  Newspaper Advertisement 
My Insurance Company Other: __________________________________ 

 
My Email Address:  _____________________________________________________________ 
 
My Pharmacy of Choice: _________________________________________________________ 







 
 
 
 

San Marcos Foot & Ankle Clinic 
Diane M. Phalen, DPM 

 
 

HIPAA Privacy Practice Acknowledgement  
 

The law requires that patients be given the opportunity to read and review their privacy 
rights regarding personal information.  As the patient, you are not required to read the 
information.  However, you are required to acknowledge the fact that the office has given 
you the opportunity to ready your privacy rights under the law. 
 
Please be aware that in order for our office to be allowed to release any personal 
information to anyone other than yourself (this includes your spouse and adult children), 
you have to write their name(s) down on the spaces provided below.  By signing your 
name, you are instructing our office not to release any information to anyone other than 
yourself.  This does not apply to minor children.  Parents of minor children (this does 
not apply to children who are over the age of 18 years) are granted 100% access to their 
minor child’s personal information according to HIPAA guidelines. 
 
I acknowledge that I have been given the opportunity to read and review my privacy 
rights (black binder on glass table) under the law.  I am aware that if I request a 
copy of this, I have the right to be given one. 
 
I give my permission for San Marcos Foot & Ankle Clinic to release my personal 
information to the following individuals other than myself: 
 
1.  ____________________________________________________________________ 
 
2. _____________________________________________________________________ 
 
 
____________________________________     ________________________________ 
Signature of Patient        Date 
 
 
 
 
 
 
 
 
 
 
 

I do NOT wish for SMFAC to release any personal information of mine to anyone other 
than myself.  I am aware that this includes my spouse and/or adult children. 
 
_______________________________________    __________________________ 
Signature of Patient                                                                                 Date 

 
 
 
  

Workman’s Compensation Patients Only: 
I give my permission to release my personal information to my employer.  I understand that 
only information pertaining to my on-the-job injury will be released. 
Name of Supervisor: ________________________________________________________ 
 
______________________________________      ________________________________ 
Signature of Patient                                                                                  Date 




