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Dr. Jill Hagen     Dr. Lauren Grossman 

PODIATRISTS 

363 GRAND AVENUE  •  ENGLEWOOD, NJ 07631 

(201)568-6977 

 
WELCOME TO OUR OFFICE

 
PATIENT INFORMATION: 

SEX:  MALE  [   ]  FEMALE [   ]   

  

BIRTH DATE  _____/______/______ 

 

SOCIAL SECURITY #_____-______-_______ 

 

LAST NAME: _________________________ 

 

FIRST NAME: __________________M.I.____ 

 

ADDRESS: _____________________________ 

 

CITY___________________________________ 

 

STATE__________________ ZIP____________ 

 

HOME PHONE: (____)_____________________ 

 

WORK PHONE: (____)_____________________ 

 

CELL PHONE:   (____)_____________________ 

 

EMAIL:;___________________________________

 

POLICYHOLDER’S INFORMATION: 

 

YOUR RELATIONSHIP TO POLICYHOLDER: 

 

SELF [    ]  SPOUSE [     ] CHILD [    ] OTHER [    ] 

 

 

LAST NAME: _________________________ 

 

FIRST NAME: __________________M.I.____ 

 

ADDRESS: _____________________________ 

 

CITY___________________________________ 

 

STATE__________________ ZIP____________ 

 

HOME PHONE: (____)_____________________ 

 

WORK PHONE: (____)_____________________ 

 

BIRTH DATE OF POLICYHOLDER  

_____/______/______ 

 

REFERRED BY____________________________

INSURANCE INFORMATION    --- DO YOU NEED A REFERRAL?  YES OR NO 
 

PRIMARY INSURANCE NAME:_________________________________________________________________ 

IDENTIFICATION #: ____________________________________________________Group #________________   

ADDRESS (if known)___________________________________________________________________________       

 

SECONDARY INSURANCE NAME:______________________________________________________________ 

IDENTIFICATION #:_____________________________________________________Group #_______________ 

ADDRESS (if known)___________________________________________________________________________ 

 

HOW WILL YOU BE PAYING TODAY? 

CHECK [ ] CASH [ ] VISA/MASTERCARD [ ]VENMO [ ]    COPAY AMOUNT________ 

 

 Credit Card #:______________________________________     

              Exp Date____________CSV_____________ 

 

SIGNATURE ON FILE:  ___________________________________ 

AUTHORIZATION TO FILE/APPEAL CLAIMS/ RELEASE INFORMATION/ AND CHARGE CC ON FILE FOR BALANCES DUE 

 



Dr. Jill Hagen, DPM
Dr. Lauren Grossman, DPM
363 Grand Avenue ● Englewood, NJ 07631

Phone (201)568‐6977

Patient History

Last Name: _______________________________________ First Name: _______________________________________

Blood Pressure: ______ / ______

No Yes Unknown No Yes Quit

No Yes

None
1 mg
2 mg
3 mg
4 mg
5 mg
6
7
8
9
10

Other: ___________________________________________ 11
Other: ___________________________________________ 12

Year None None
Heart Surgery 1
Vascular Surgery 2
Joint Replacement 3
Foot & Ankle 4
Other: __________________________ 5

Chief complaint is ___________________________________________________________________________________________

__________________________________________________________________________________________________________

_________________________________________________ ____ / ____ / ______________
Date

DOB: ____ / ____ / ____________

Date: ____ / ____ / ____________

Medications

Weight: _________

I hereby give permission to Dr. Jill Hagen, DPM / Dr. Lauren Grossman, DPM and/or associates for the examination and rendering care 

for my foot problem and/or related condition.

Height: ______ ' ______"

Diabetes Non‐Insulin
GI Ulcers
GI Reflux
Heart Attack / MI
Heart Disease
High Blood Pressure
Low Blood Pressure
High Cholesterol
Hyperthyroid

Surgery

Patient Signature (if minor, parents)

Social History
Smoking / Tobacco

Alcohol

Family History
Diabetes
Heart Disease
High Blood Pressure

Other:

Medical History
Anxiety
Arthritis
Asthma
Cancer
C H F
Diabetes Insulin

Drug Allergies

Hypothyroid
Kidney Disease
Liver Disease
Murmur
Vascular Disease
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