
The Foot and Ankle Clinic of West Monroe LLC 

ADDITONAL PEDIATRIC/ADOLESCENT  PATIENT INFORMATION FORM 
(PLEASE PRINT CLEARLY)    

   
Pt name:___________________________  DOB:_____/______/___________

How old is the patient?____________________________________________

What Grade in school is the patient: ________________________________
    Were they ever held back or repeated a year in school? 

 No     Yes   If so, why & 
when:________________________________________________________________________

Immunizations up to date?  Yes   No If no, what & 
why:______________________________________________________________________

Were the immunizations given on time or were they delayed or spaced out?  On time   
Delayed/Spaced Out

Was the baby born at term?   Yes       Late_________________       
Early_____________________

How was the delivery?   Vaginal       Cesarean (C-section) (If so, 
why?:_________________________________________)

Did the baby need to stay at the hospital for an extended time?  No       Yes
(If yes, 

why?:_________________________________________)

During pregnancy, did mother:   Smoke       Drink       Recreational drugs 
(If so, 

what?:_________________________________________)

Did patient reach all their milestones appropriately?:   Yes       No  (If No, what and when did they?) 

_____________________________________________________________________________________

_________________________________________________

Family History Relating to Issue/Concern:
Brother/Sister            Age          Older/Younger             Full/Half        Do they have Feet or Ankle 
problems?
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
Any other Family members with a similar issue? (ie Mother, Father, cousins, Aunts, Uncles, 
grandparents)
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________



_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________

Current Concern
What issue brings you to the clinic today?   Ingrown Nail(s)    Flat feet    In toeing    High 
arches    Toe walking 
 Out toeing    In toeing    Pain    Injury 

Please provide some additional information about the issue:
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
_________________________________________________
_____________________________________________________________________________________
________________________________________________

The Foot and Ankle Clinic of West Monroe LLC 

WELCOME TO OUR OFFICE!!
NEW PATIENT INFORMATION FORM 
(PLEASE PRINT CLEARLY)       

Patient Name:                                                                                                            Preferred 
Name:                                        

                              Last            First                                      MI 

Sex:  M / F       Date of Birth: _____/_______ /______         SSN:                   -               -              
___      

Home Address:                                                                    City/State:                              /           
Zip:                                                                                                

Marital Status:                                                                                Home Phone #: (           )            
-                                    

Race:                                                                                                   Cell Phone #: (           )           
-                                

Ethnicity: ⎕ Not Hispanic or Latino ⎕ Hispanic/Latino      Work  Phone #: (           )              -       
   ⎕ Other                                                                                           E-mail:                     

Employer:                                           

Your preferred method of communication (Please check one):     ⎕Home   ⎕Cell    ⎕Work    ⎕E-



mail   ⎕ Mail

May we call and leave a message?:⎕Yes ⎕ No     May we send text messages to your cell 
phone: :  ⎕Yes    ⎕No 

Emergency Contact:                                                                      Relationship to Patient:               

Home Phone: (           )              -                        Cell Phone #: (           )              -                

Two People We May  Release Medical Records To: 

1. Name: ____________________Relationship to Patient: _________________ Contact Phone:(
)              -                         

2. Name: ____________________Relationship to Patient: _________________ Contact Phone:(
)              -                         

Who is responsible for payment? ⎕self ⎕other:                                     relationship to patient:        

address:                                                                                                phone #: (           )      
-                       

Does the patient have a legal guardian or health-care power of attorney? (please check one one): 
⎕Yes     ⎕No   

If yes, Name:                                            Relationship:                                            Phone #: (        
)              -                       

Primary Care Doctor:                                            Date last seen:                                  Phone #: (           ) 
-                       

Specialists:                                                                             ⎕ Cardiologist      ⎕ Nephrologist       
⎕Rheumatologist 

Pharmacy:                                                        Address:                                            Phone #: (        
)              -                       

Are you currently under a pain management contract or receiving narcotics of any kind from 
another physician?(please check one one):  ⎕Yes     ⎕No              If Yes, Who?                             

Are  you currently under the care of a hospice?:  ⎕Yes    ⎕No   If Yes, Who?                                 

Are you here today for an injury that occurred while at work or is this accident related?: ⎕Yes     
⎕No  

Do you Currently Receive Home Health?  ⎕Yes    ⎕No      If Yes, Who?                                  _    

To the best of my knowledge, I have answered the questions on this form and the following 
pages accurately.  I understand that providing incorrect information can be dangerous to my 
health. I understand that it is my responsibility to inform the doctor and office staff of any 
changes in my medical status. I have read the hipaa notice of privacy practices. I understand that 
I may obtain my own copy of it by requesting it. I have read and understand your “improving 
your office visit” statement. I have read, understand and agree to comply with your “patient 
financial policy”.  

___________________________________________________                                              
       Print name of patient, parent or guardian                      relationship to patient

     
                                                                                                                                                                      



Signature                                 Today's date
                

The Foot and Ankle Clinic of West Monroe                           

Current Foot Or Ankle Problem:

what specific problem brings you to our office today?                                                                 

where is the pain/problem located?  (Please mark on the pictures below):

     

 Bottom of Foot
Top of Foot
 Top of Foot
 Bottom of Foot

                           
Outside of Foot
Inside of foot
Outside of Foot
Inside of foot

Pain at worst (please circle one):   0   1   2   3   4   5   6   7   8   9   10

Type of pain (check all that apply):  ⎕sharp  ⎕dull  ⎕burning  ⎕tingling  ⎕numbness  ⎕aching  

⎕other                  

                                                                                                                                                            

Was this caused by an injury?  ⎕YES  ⎕NO    If yes, please specify:                                               

__________

Have you been treated for this condition in the past? ⎕YES  ⎕NO    If yes, please specify:            

                                                                                                         

____________________________________________________________

Allergies:  ⎕ None Known   ⎕ Medications                                                                                   



_______________________   

⎕ Sulfa  ⎕ Tape/Adhesives  ⎕ Latex  ⎕ Shellfish/Iodine ⎕ Foods                                                     

⎕ Bees  ⎕ Metal  ⎕ Other                                                                                                     

_______________________________

Please list all medications you take or provide us with a medication list (Including over the 
counter):
Medication Dose Medication

Dose
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
                                                                               __                                                 
__
The Foot and Ankle Clinic of West Monroe

Have you ever had any of the following?:
Abnorm
al 
Bleedin
g

Y N Gout Y N Pulmon
ary 
Embolis
m 

Y N

Anemia Y N Heart 
Attack

Y N Raynau
d's 
Disease

Y N

Asthma Y N Heart 
Disease
/Failure

Y N Rheuma
toid 
Arthriti
s

Y N

Back/
Neck 
Trouble

Y N Hepatiti
s

Y N Sickle 
Cell 
Disease

Y N



Back/
Neck 
Surgery

Y N HIV+/
AIDS

Y N Skin 
Disorde
r

Y N

Blood 
Clots/D
VT

Y N High 
Blood 
Pressur
e

Y N Sleep 
Apnea

Y N

Cancer Y N Kidney 
Disease

Y N Stented 
Arteries

Y N

CAD Y N Leg or 
Foot 
Ulcers

Y N Stomac
h Ulcers

Y N

Claustr
ophobia

Y N Liver 
Disease

Y N Stroke Y N

COPD Y N Lupus Y N Substan
ce 
Abuse

Y N

Diabete
s

Y N Lymphe
dema

Y N Thyroid
Disease

Y N

Dialysis Y N Neurop
athy

Y N Toenail 
Fungus

Y N

Edema/
Swellin
g

Y N Osteoar
thritis

Y N Varicos
e Veins

Y N

Epileps
y/
Seizure
s 

Y N Pacema
ker

Y N Warts Y N

Fibrom
yalgia

Y N PAD/
PVD

Y N Wounds Y N

Other: 

Social History
Use of Tobacco:    Yes     No :     Smoke /⎕ Dip            packs/day for ____   years    Quit 

– how long ago?   __    

Use of Alcohol:   Never/No longer use    Current Use - Type _______________ 

Frequency:  Rare    Occasional     Moderate    Daily   History of alcohol abuse   

Use of Recreational Drugs:   (Please notify doctor in room)

Do others depend upon you for their care?    Children–age(s) _______    Elderly or 

disabled family member 

 Pet(s)–what kind?                            _________________________________          Other 

___________________________________________

Family History:

Do you have a family history of:     Diabetes       Cancer       Heart Disease     High Blood

Pressure



 Stroke           Coronary Artery Disease             Thyroid Disease           Rheumatoid 

Arthritis    

 Other 

______________________________________________________________________________

_________________

Relationship to patient: 

______________________________________________________________________________

Surgical History                Date                    Surgical History                          

Date

________________________________________________________     

______________________________________________________                

________________________________________________________     

______________________________________________________

________________________________________________________     

______________________________________________________

Prior Hospitalizations (other than surgeries): Please include reason and date

                                                                                                                                                            

                                                                                                                                                            

If you are 65 years or older:     

do you feel as though you are unsteady on your feet while walking??        yes        no   

have you had a history of two or more falls in the past year?        yes        no    

The Foot and Ankle Clinic of West Monroe

 FINANCIAL POLICY
Effective: January 2019

Your understanding of our financial policies is an essential element of your care and treatment. If you 
have any questions, please discuss them with our front office staff prior to signing.

· As our patient, you are responsible for all Triwest, VA Choice, motor vehicle accidents, 
conditions with active lawsuit referrals needed to seek treatment in this office. The only 
plans that have come across are some of the Compass plans purchased on the 
Healthcare.Gov website (Obamacare). Most other insurances usually don't need referrals.

· Unless other arrangements have been made in advance by YOU, YOUR health insurance carrier, 
workman's comp or an attorney, payment for all estimated services are due at the time of 
service. We will accept VISA, MasterCard, Discover, cash or check. 

· Your insurance policy is a contract between you and your insurance company. As a courtesy, we 
will file your insurance claim for you if you assign the benefits to the doctor. In other 
words, you agree to have your insurance company pay the doctor directly.  If your 
insurance company does not pay the practice within a reasonable period, we will have to 
look to you for payment. The first file is free, but if you give us an expired or wrong 



insurance policy that causes significant extra administrative work, there is a $20 refiling 
fee.

· We have made prior arrangements with certain insurers and other health plans to accept an 
assignment of benefits. We will bill those plans with which we have an agreement and 
will only require you to pay the estimated co-pay/co-insurance/deductible at the time of 
service.

· If you have insurance coverage with a plan with which we do not have a prior agreement, we will 
prepare and send the claim for you on an unassigned basis. This means your insurer will 
send the payment directly to you. Therefore, all charges for your care and treatment are 
due at the time of service.

· All health plans are not the same and do not cover the same services.    In the event your health
plan determines a service to be "not covered," or you do not have an authorization, you 
will be responsible for the complete charge. We will attempt to verify benefits for some 
services, durable medical equipment (DME) or referrals; however, you remain 
responsible for charges to any service rendered. Patients are encouraged to contact their 
plans for clarification of benefits prior to their appointments.

·
· You must inform the office of all insurance changes   and authorization/referral requirements. In

the event the office is not informed, you will be responsible for any charges denied.

· For most services provided in the hospital, we will bill your health plan. Any balance due is your 
responsibility.

· There are certain elective surgical procedures for which we require pre-payment. You will be 
informed in advance if your procedure is one of those. In that event, payment will be due 
one week prior to the surgery.

· Past due accounts are subject to collection proceedings. We offer payment plans for all costs 
incurred including, but not limited to, administrative fees, collection fees, attorney fees 
and court costs shall be your responsibility in addition to the balance due this office. A 
$200.00 collection fee will be added to your statement balance when your account is 
transferred to collections. 

FEES:
· -There is a service fee of $35.00 for all returned checks. Your insurance company does not cover 

this fee.
· -There is a $5 late payment fee monthly for past due accounts. After 3 months accounts are past 

due. Fee is applied retroactively and for each month afterwards.
· -The first 3 statements are sent free of charge. Any additional copies requested have a $3 postage 

fee .
· -For the third missed appointments not canceled within 48 hours there is an administrative fee of 

$50 to be paid prior to being put on the schedule for any other appointments.

                                                                                                                                                                      
Signature                                 Today's date
  

The Foot and Ankle Clinic of West Monroe
                        
Release to Obtain Health Information 
(including paper, oral and electronic information) 

Name: Date:



Address: Date of Birth:

City/State/Zip Social Security #:

I authorize:

Name: The Foot And Ankle Clinic Of West Monroe   Provider: Dr. Luke Hunter/ Dr. Gentry 
Haughton                   

Mailing Address:  2269 Arkansas Rd. West Monroe LA, 71291    Ph:   318-397-1574       Fax: 318-
397-1672  

To obtain medical records from: 

Facility:                                                                                                                                                         

Ph:                                                          Fax:                                                                                                
                                                                                                                                                          

FOR OFFICE USE ONLY:

The Purpose of this Authorization is indicated in the box(es) below. (Place an “X” in the 
box(es) that apply.)
  
 Further Medical Care   Personal   Legal Investigation or Action   Changing Physicians  

 Research related treatment   Creating health information for disclosure to a third party

  Other (please 

specify)___________________________________________________________________ 

I authorize the release of the following protected health information. (Place an “X”in the 
box(es) that apply to the information you want released or you want to obtain.) 

 Entire Record    Medical History, Examination, Reports    Surgical Reports   

Prescriptions  Consults

  Hospital Records including Reports    Laboratory Reports      X-ray Reports   MRI 

results  CT results    NCV EMG results     Other: 

____________________________________________________

I understand that if I do not specify an expiration date, this authorization will expire six (6) 
months from the date on which it was signed.

                                                                                                                                                                
       Print name of patient, parent or guardian                      relationship to patient

 __                                                                                                                                                                      



Signature                                 Today's date
  


