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PATIENT PERSONAL INFORMATION

The Responsible Parties whose signatures appear below agree as follows:

< The Doctor(s), Assaciate Doctor(s), and staff of the Medical Practice, named
on the reverse side of this form and hereafter referred to as DOCTOR, are author-
ized to medically freat the patient named on this form.
< DOCTOR is authorized to collect, use and exchange profected health
information (PHI) consisting of the patient's past, present, future medical
information and other personal information to treat the patient, communi-
cate with the patient’s other health care providers, seek payment, carry out
necessary business functions and mandated govermment reporting require-
ments. These situations and others, as well as your rights regarding this
information are explained in our separate HIPAA Notice of Privacy Practices
(NPP) provided to you.
< The Responsible Parties agree to pay for all fees and charges for supplies,
services and treatment that are incurred by the patient per the terms of this
agreement and authorize DOCTOR or agents thereof to make credit investiga-
tions, including employment verifications. All charges shown on billing statements
are agreed to be correct and reasonable unless disputed in writing within 30 days
of the billing date. The Responsible Parties remain, jointly and severally, finan-
cially responsible for the patient until the DOCTOR receives their notification in
writing to the contrary. i the patient is currently a minor, their quarantee is con-
tinuing even after the patient reaches the age of majority.
< Not all services and/or fees are covered or paid for by the Responsible
Parties’ health PLAN. Therefore, the Responsible Parties agree to pay for all
deductibles, co-payments, non-covered services, and any porticn of covered
semces not paid in full by the PLAN and understand that such pgmegg_a;e_dgg
ervi

< A[l proceeds from the PLAN are assugned to DOCT OR where applicable.
Payments to DOCTGR may not be withheld, delayed or excused for any reason;
including the outcome of medical treatment, liens, lawsuits, any coverage deter-
mination by the PLAN or their processing of claims, the financial insolvency of

the PLAN and/er their contracted infermediaries & medical groups. Responsible
Parties are strongly advised to monitor and communicate with the PLAN to
ensure that DOCTCR's claims are paid promptly, since they, as Responsible
Parties, are ultimately financially responsible for all amounts owed to DOCTOR.
< ([fany account balance is not pafd in full within 60 days, the entire account
balance will be subject to a MONTHLY FINANCE CHARGE and a MONTHLY COST
OF REBILLING / ACCOUNT MAINTENANCE CHARGE at the rates listed
previously in Section 3 on the reverse side of this form. These rates and charges
are subject to change upon written notice 30 days in advance of changes.

< [f any account balance should remain unpaid for 60 days and DOCTOR
refers the account to a caollection agency or attorney for collection, Respansible
Parties agree to pay the costs of collection and that such fees and costs may be
added to the account balance. In a legal action between the parties to this
agreement to collect an unpaid balance due for medical services rendered, the
prevailing party shall be entitled to recover reasonable attomey's fees and costs.
< The Responsible Parties acknowledge receipt of DOCTOR's Office Policy
that includes the terms of this Financial Agreement, Authorization for Treatment
& Information Release. This form together with DOCTOR's Office Policy and NPP
contain the entire and only agreements between the parties. There are no other
agreements, promises, representations or warranties, expressed or implied.
The provisions of these agreements shall not be changed or modified except for
an instrument in writing signed by the parties hereto.

Agreed to and accepted by the Responsible Parties:

Signed by First Responsible Party (Patient or, if patient Is under 18 years ofd,
Parent, or Guardian; Spouse or other Guarantor) on this DATE:
/

X

Signed by Second Responsible Party (i patient is under 18 years old, Second
Parent, or Guardian; Spouse or other Guarantor) on thisp ATE:

X I/
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- PATIENT IDENTIFICATION AND CONTACT INFORMATION

g
Hlstory lnformatlon Are Noted
l Patient

Acct #

Fimt Name: Mi: Last Name:

Your type of Job Activity / Occupation: D 1 profer to be addressad as:

(8] [#rs] [wiss] [#0s.] [ o | J

DA
2

. Sex Age Birth Date: | Shoe Welght: Helght: £3 1 preter to be eddressed by: O Rrst Hame

Socal Sec. M/F !/ Stzo: O Wick Name: E

Phone Numbers For Contacting You: In Case of Emergency, Please Calk: Please Provide Your Proferred Pharmacy: T

pay: ) - =

Evening: { ) - Day: ) - Streot / City: g

CallPager: ( ) - Evening: { ) - Day: ) - a

2 COMPREHENSIVE PATIENT MEDICAL HISTORY ROS/PFSH

Have you had/been treated for:[[] Warts (] Athlete’s Foot List relationship to you of family members who have had:

[J coms/Calluses [ Fungal Nails (] Ingrown nails Diabetes Foot Problems

OliegorFootUicers ~ [INeuroma  [J Foot Numbness | Arthritis Heart Attack O

] Broken foot bonefs) (] Broken Ankle [_] Ankle sprain Stroke High Blood Pressure c

O Hammer/Mallet toes (] Bunions O] Flat feet Cancer Birth Defects ]

. . . [v]

£) Cramps in legsfest L] Archpain L] High archfest | 4 of childbirths ___ Are you currently pregnant? (] Yes [ No (B

(] Lower back pain (J Knee pain ] Heel pain A =

. re you slow to heal after cuts? [ Yes (O No

L] Gait Walking) problems L In-toeing L] Toe walking Any abnormal bruising, bleeding or scarring? [Jyes CINo |O

) Crildhood foot problems [ Rash O NONE of these | "™ 9[':] ‘9] 9 es 3

Did you previously or do you now wear: Do you smoke no:l‘; g :o 0 Yes gacgday _ :ears ;

Shoe inserts? [¥] [R]  Still using them? [¥] (8] Do or did they help? [¥] [f] | D'd you ever smoke o LlYes Packs/day _ Years _ |

if you quit, when did you do so? 1

Orthotics?  [¥] (]  Still using them? [Y] [N] Do or did they help? [¥] (8] — |

The orthoti obtained from: O Another Podiatrist O An Orthepedist Alcoholic beverages? (Circte one) None Rarely Moderately Daity Quit 3

O° orthotics were OI sk o m:r 2 pe Recreational Drugs? (Circe ons) None Rarely Moderately Dally Quit | < -

A Fhysical Therapist fopra ; er: - Please mark if you take vitamins or supplements that contain O gariic, i
Are your first steps out of bed painful? [¥] ] __ .. then subsides? (¥] (8] O Gingko biloba, O echinacea, O ginseng or O St. John's Wort E ;
Do you get leg cramps ...during the Day? [Y] [N] ...at Night? [¥] [§] . . i

; Are you currently taking any medications? List below! [] Yes [ No |2

Percent of waking hours spent on your feet? [20% ] [40% ] [60% | [60% ] 100%] | 5 you taking Insulin? If yes, list below. D Y&s O No

List the sports/type of dance your are active in: noting frequency: A = As needed, 3/ =timesper D = week,

I.lst: Medications Dose? How Often? For Treatment of?

Does foot pain limit your desired activities? [ Yes [JNo &, (oW,

Do you have any difficulty in walking? [ Yes [J No @, __ x[DW,

Any pain in calves or buttocks when walking? [ Yes [JNo @, __x/[ojw],

Is the pain relieved by stopping & standing stili?  [] Yes [ No @l,___ D™,

Do you have or have you ever been treated for: (&, __w[o)w, *
[Jstroke  [JHeart Attack [ High Blood Pressure Are you taking your medications as prescribed? [] Yes [[1 No 2
[ Phiebitis [ Vascutar Disease [] A Heart Condition Allergies: Is there a history of skin reaction or other outward reaction >
O Anemia [ Poor Circutation [ Eyes:Glaucoma/Manicular Deg. | OF sickness following an injection, oral or topical administration of: -
O Diabetes [ Kidney Disease [] Keloid/Thick Scar hack the answer bax thatapplles) [ No YesLl If yes, what happens? m
CJ Gout [ Osteoporosis  [] Alzheimer's Latex, Adheswe tape {cfmla} ......... OO Z
O sciatica [ Lyme’s Disease [] Rheumatic Fever Penicillin OO -
O anthritis  [J Headaches  [] Hearing/Ear Disorder Other antibiotics flist below) ......... O 0O T
(J epilepsy [] Nerve Disorder [C] Psychiatric Disorder Empirin, Tylenol (if yes, circle) ....... OO -
O Asthma [ Lung Disease ] Tuberculosis Aspirin, Advil, Aleve, or Motrin i) (] [ 7]
(] Hepatitis [ Liver Disease ] Thyroid Problem Celebrex 0 =
[ Dark Urine [ Chronic Light Stool [ Unexplained Weight Loss Other pain remedies fist below)... L] L g
O cancer [ Stomach Uicer [ NONE of these Morphine 0O O 2
[ other(s): Codeine O

Do you have vascular grafts? (f yes, explain betowy  [] Yes [} No Demerol O 5

Do you have joint implants? ¢fyes, expiainbetowy ] Yes [] No | Other narcotics flist below)............ 00

Do you have replacement ht_aart valves? Oves O No Novocaine OO0 O

Are you now under active chemotherapy? O Yes LI No | Other anesthetics fist below....... (] [ m

Have you had any other serious iliness? (Ust beow) [J Yes [J No | Sulfa drugs OO0

Have you had any surgery? ( yes, explain beiow) [ Yes L1 No | Shrimp, lodine, or Merthiolate ... (] O

Have you ever been hospitalized or been under [ vos [ ] No | Any other drugs or medications. (1 [(J N

medical care over 24 hrs? ¢f yes, explain below) Others: )

| Had Surgery for: on date of: w/ complications of: Anything else that you want to tell thedoctor? [ ] Yes [ No |\

fiinesses/Explanations:




