Dr. William Mirchoff, B.Sc., DPM
Podiatric Medicine, Biomechanics, & Surgery

First Name: __________________________Last Name:________________________________
Address:  _____________________________________________________________________
City: ________________________________Postal Code: ______________________________
Home Phone: ____________________Cell: ____________________Work: ________________
Date of Birth: (MM/DD/YY) ________________________________Gender:       F        M       O
 (
9
)Patient Personal Health # (PHN)
Email: _______________________________________________________________________
Extended Benefits?           Yes           No  If Yes, Name of Insurance Company: ______________
Occupation: _______________________________ Sports / Recreation: __________________
Family Doctor: _____________________________Referred?           Yes            No
Other Person Who Referred You: _________________________________________________
Have You Been Here Before?            Yes            No   If yes, when? ________________________
Present Medications:		        Check box if we have a copy of medication list.



Are You Allergic To Any Of The Following? If Yes, Circle.
Penicillin	Iodine	Adhesive Tape	Other: ___________________________________
Do You Have Any Of The Following Medical Conditions? Check box if yes.
Diabetes     Insulin  or  Oral Control    How Long Have You Had Diabetes: __________
Prolong Bleeding / Blood Thinners		Epilepsy			Liver Disease
Heart Trouble					Arthritis			Kidney Disease
Thrombitis / Phlebitis				Rheumatic Fever		Vascular Disease
High Blood Pressure				
Other: ______________________________
SIGNATURE: ________________________________________________________________________________________
FULL NAME ON BC SERVICES CARD: 
