


NAHID BIRJANDI, O.P.M. 
Podlluy ... �' su,v.ry 

Welcome To Our Office 

Last Name First Middle Initial 

P.u.o·pnil.and�.,_IO 
� lor yout ca- -

i Today"s Date 

I 
Spou�·s Name, Parenrs or Guardian·s Name ii a MillOf Birth Dale 

Residence Address City 

Daytime Phone No. Social Security Number 

Name ol Employer Ocrupation 

'M"lom n'l.f we thank tor refemng you? 

Marital Status: 
. Single D 

Widowed 
Driver's License Number and St.ate Issued 

Business Phone 

uS1 any medical conditions you have (allergies. impairments. etc.) 

Name of your medical doctor 

U yes. for whal 

Have � Md previous 
treatment by • Podiatrist? 

My chiel 1001 complaint is: 

This condition(s) 
has existed for: 
(How Lo ) 

When 

Cily 

When did you last see your Dr.? 

Fo< what problem 

Are you pr!19nanl al lhis lime? 
Yes O No D 

Ale you currently under B
your physician·s care? 

May we contact your physician B Yes 
for yoor heaNh records? No 

For office use 
DNK D 

Yes 
No 

Wh&1 medicines do you take rogulat1y7 (Please list all). 

Oo .you ha,.. (>( l\avo you t..d any of ltM following: ("do not know) Are YO<J all..-gk: 1o 0< �- lo: 

FOOi 0(. L9Q "'"'""" ····•····••··• D 
foot o, L"9 �ry .••...••••••• 0 
foot O< Ll!Q C,ampi 

· 
...........•• 0 

Foo1 0< L.g Nvmi,n.,_. •..•...• 0 
� Pa,n ............................. D 
U,,.qu&f Le<] lMlQlh ......•...... 0 
w.� Anl<ln ......................... 0 
8u,,,o,\$ ................................. o 

Foo< Sl<in Prooi.m< ..... __ ,. 0 
To. Nair Prooi.nu ....... ,., ..•.. Q 
Low &cl< Pain .............••...... f;J 

... 

0 
0 
0 
0 

·o

0 
0 
0 
0 
0 
D 

�I( 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

No 'OtlK 

o..beles ............................ .... 0 D 0 
HH{t Trouble ........................ D D 0 
Epilep,y ___ .............. 0 D 0 
u-,., Disease ........................ D 0 ·O 
Kidney O<w.... . .................... 0 0 D 

�lie f.,..., .................. 0 D 0 
HiQh Blood p,__,,. ............ 0 D 0 
Polio ---·--- 0 0 0 
� ........... ·-·-·······-······· 0 0 0 
$lomach Uloer"I ·-............... 0 0 D 
Asthm.o ............................... ... 0 0 0 

, .. 

-.... ------0 
Gout -------0 
fainlinQ SptGa • D 
� 0 
8lood Dil,aaw ....................... 0 
CirOJlalion l'IObl.ma ............. 0 
Haroenino ol � ·······-0 
v�v .... ----0 
Mtv1til -----.. ·-··· D 
eanow ................................... 0 
Prone 10 Wedion -................ 0 

No 

0 
0 
0 
0 
0 
0 
0 
a 

0 
0 
0 

"t)OII( 

0 
D 
D 
0 
D 
0 
0 
0 
0 
0 
0 

v.. .... 

No,,oc;Aj,v -·························· 0 0 
P� ................................ Q 0 
�T� ...................... Q 0 
�le<Ws ............................... 0 0 

°"'O& .................................... D 0 
fOC>d;' .................. :·· .. ··•·••·· .. ··· 0 0 
00-- fd IO Oesenbe) ...•....... Q Q 

0 Is our office allowed to send you any advertisements Email: _______________ _ 

AUTHORIZATION FOR TREATMENT AND FINANCIAL ARRANGEMENT 

I hereby coo sent to and authorize all treatment that may be considered necessary 
or advisable by the physician. I undernand that no guarantee or a.uurancc bas been 
m:.tde as to the results that may be obtained. I undent.add that the chari:es will be m11de 
for the office ltDd 1-rays and laboratory examinations, etc..: and hereby agree tb11t I am 
finll.Dcially responsible for any such char£C5 not covered by my health care plan. 

Patient'�. Parent'.$ or Guan.liaa'$ Signature--_____________ _ 

Da,e--_______ _ 
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