
 

 
1671 W. Michigan Ave Ste C-1                                                                                                         211 Harley St.               
Clinton, MI 49236                                                                                                                    Jonesville, MI 49250               

Clinton Foot & Ankle Clinic, PC 

Dr. David Levitsky, DPM 

Name:________________________________________________________________________ 

           (first)                                                (middle)                                                        (last) 

Address:______________________________________City:__________________Zip:________ 

Home Phone:__________________ Work Phone:____________________Cell:______________ 

Social Security #:___________________Drivers License#________________________________ 

Employer:______________________________________________________________________ 

Date of Birth:____________Age:__________Gender:____________Marital Status:___________ 

Ethnicity:________________Prefered Language:__________________Race:________________ 

Emergency Contact and Phone:____________________________________________________ 

Primary Care Physician and Phone:_________________________________________________ 

Insurance Company:_____________________________________________________________ 

Policy Holder:______________________________________________DOB:________________ 

Spouse:______________________________Employer:_________________________________ 

How did you hear about our office? 

________________________________________________________________________ 

I authorize the release of any medical information necessary to process this claim and hereby 

assign to David R. Levitsky, DPM all payments for medical services rendered to me or my 

dependents. I understand if my insurance does not pay I am responsible. 

 

Patient Signature:_________________________________________Date:_________________ 

Guardian Signature:_____________________________________________________________ 

 

 

 



 
 

Clinton Foot & Ankle Clinic, PC 
Patient Medical History 

 
 

Name:________________________________________________Age:_________Sex:_______ 
 
IMPORTANT FOR WOMEN: If you think there is the slightest chance that you may be pregnant, please 
bring this to our attention. Any radiation exposure, such as X-rays can harm a fetus. 
 
Please complete the following questionnaire to the very best of your ability so that we can have an 
accurate understanding of your health care needs. 
 
Please circle any of the following that pertain to you and add anything that may not be listed: 
 

Recent cold/bronchitis/pneumonia Stroke/TIA Tuberculosis 
Chronic back pain Scoliosis High or Low blood pressure 
Heart attack Angina Phlebitis / Blood clots 
History of bleeding or bruising Blood transfusions Hiatal Hernia/ Acid reflux/GERD/ulcers 
Skin issues Decreased or blurred vision  TMJ disorder 
Liver disease Muscle weakness or paralysis Head injuries 
Shortness of breath @ rest Heart failure Anemia 
Thyroid disease Diabetes Aortic stenosis 
Kidney disease/renal failure Rheumatic fever Rheumatoid Arthritis 
Asthma / Wheezing Poor circulation to legs/feet Sleep Apnea 
Joint pain Multiple Sclerosis Polio 
Chronic cough/Lung pain Seizure disorders A-Fib 
Mitral valve prolapse Need for pre-dental antibiotics Excess bleeding from surgery 
Irregular heartbeat Decreased hearing High or Low Cholesterol 
Anxiety or Depression Cancer Gout 
Prostate Issues Ovarian Issues Other:___________________________ 
Covid-19 
 

  

Please circle any of the following that pertain to family members and note who, (mom, dad, brother, or 
sister): 
 

Heart disease Coronary artery disease Diabetes 

Stroke Lung disease Cancer 

Bleeding disorders Epilepsy Arthritis 

Osteoporosis/osteoarthritis Neurological disorders Psychiatric disorders 

Thyroid disease Foot or ankle issues Birth Defects 

 
 
List all allergies and reactions to environment, foods, drugs, fabrics, latex, etc.: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 

 



 
 
List all medications you are currently taking, include dosage and frequency. Also include non-
prescription meds, vitamins, and supplements: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
____________________________________ 
 
Do you use any Recreational drugs_____ or Consume alcohol, and if so how much weekly____? 
 
Do you or have you ever used tobacco products_______ and if you quit when________________? 
 
Have you been vaccinated for covid-19?_________ 
 
Please list any surgeries, the reason and which year: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Are there any personal or religious reasons that you will refuse to receive blood products in the case of 
an emergency or during surgery? ________________________________________________________ 
 
Is there anything else that we should know in order to properly treat you?  
Sensitivities  :_________________________________________________________________________                                            
UNCOMFORTABLE LEANING BACK OR SITTING UP IN ELEVATED CHAIR: ___________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
 
I, _________________________________________________, understand that the use of tobacco 
products in the past, present, or future and second hand smoke exposure may have considerable effects 
on the results of any medical or surgical treatment rendered to me by Dr. David R. Levitsky. 
 
Signature of Patient or Legal Guardian:  
 
______________________________________________Date:___________ 
 
 
 
 



 

PATIENT FINANCIAL AGREEMENT 

IF YOU DO NOT HAVE MEDICAL INSURANCE, FULL PAYMENT IS DUE BEFORE SERVICE. 

WE ACCEPT CASH OR CREDIT CARDS ONLY. 

Insurance: 

 It is the patient’s responsibility to understand and follow the guidelines of their insurance plans. Your insurance 
contract is between you or your employer and the insurance company. We are not, in any way, a party to that contract 
and therefore do not have any control over that contract. 

 We are a provider for most insurance companies, but not all of them. Please check with your insurance company 
to see if we are part of your network. If we are not, you will be charged, by us as advised by your insurance company, for 
out of network fees. 

 If your account becomes over 90 days past due and no arrangements have been made to make payments, you 
will be sent to collections and/or taken to small claims court. 

 Payments are expected monthly. If you cannot make a payment please let us know ASAP. Payments over 30 days 
are subject to interest charges of 2.5% per month. 

 We will fill our necessary insurance forms for reimbursement at no charge. However, other forms such as 
disability, letters of medical necessity and so forth carry a fee of $20 per packet. 

 We understand that emergencies happen. However, when a patient cancels an appointment without enough 
notice or does not show up this does not allow us enough time to accommodate our other patients. We ask that you 
please call 48 hours in advance to cancel your appointment. You may leave a message on the answering machine if you 
are unable to contact us during office hours. There is a $25 fee for all no call/no show visits. If you are a new patient or a 
patient who hasn’t been seen in over two years the no call/no show fee is $50.  This fee is required to be paid before 
rescheduling another appointment. Any surgery cancelled for any reason other than death or natural disaster will result 
in a $250.00 charge that must be paid before you will be rescheduled. This includes surgery booked with written or 
verbal consent. These fees will be charged to the patient because it is not covered by insurance. 

ANY RETURNED CHECKS WILL BE SUBJECT TO A $50 CHARGE 

You are responsible for your co-pay and deductible. We are obligated as your provider to collect these fees AT 
TIME OF SERVICE. If we do not, your insurance company will consider this a breach of contract and will drop us as a 
provider. 

The doctor is obligated to maintain complete and original records of each patient’s visit including charts and x-
rays. We are not permitted to release ANY of these files. However, copies of your chart may be obtained for a fee 
(depending on size), and x-ray copies are $10 per view. We appreciate a week’s notice to fulfill your needs. 

□ Please check the box before signing to assure that you have read and understand this agreement. If you have any 

questions, please do not hesitate to ask. 

 

Signature of patient or legal guardian      Date 

 
 



CLINTON FOOT & ANKLE CLINIC, P.C. 

DR. DAVID R. LEVITSKY, DPM 

I______________________________________  do understand the  

NOTICE OF PRIVACY PROTECTION  

FROM: CLINTON FOOT & ANKLE CLINIC, P.C. 

 

Patient Signature       Date 

 

If you are NOT the patient, you are signing as 

_____ Guardian 

_____ Parent of Minor Child 

_____ Health Care Power of Attorney 

_____ Next of Kin 

_____ Responsible party for nursing home resident 

_____ Other ________________________________ 

Name of person we can discuss your healthcare with_________________ 

PHONE #___________________________________                

RELATIONSHIP TO YOU: _____________________________________ 

 

NOTICE OF PRIVACY PRACTICES GIVEN UPON REQUEST 
 


