Practice: Chapel Podiatry & Associates, PA Today’s Date:

Name: DOB: Chart Number:
Sex: OMEBIF Marital Status: [J Single [J Married 1 Widowed [ Divorced SS#:

E-mail: Spouse/Partner Name:

E-mail newsletters, reminders, statements, etc. Emergency Name: Phone:
Address: City: State: Zip:
Home #: Cell #: Other #:

Employer: Phone:

Employer Address: City: State: Zip:

Primary Insurance: Are you the insured? CIYes CINo

Insured Information

Subscriber Name: Relationship to insured: ElSpouse 1 Child E1Self 1 other
Phone #: Sex: C1Male OJFemale DOB: __ / /[
Address:
Policy ID: Group ID: Employer:
Secondary Insurance: Are you the insured? [Yes BINo

Insured Information

Subscriber Name: Relationship to insured: [1Spouse ] Child E1Self ] Other
Phone #: Sex: [IMale OFemale DOB: __ /_ [/

Address:

Policy ID: Group ID: Employer:

How did you find out about our practice? [J Physician [ Internet [ Telephone book [J Family member [ Friend
O Other:

What is the reason for your visit today?

Result of accident or work injury? []Yes[CJNo

How long has this bothered you? [T 2 [3NA[51 6] 7| [ldays ] weeks ] months [ years
What treatments have you tried & have they been effective?

On a scale of 1-10 (1 being no pain and 10 being the worst) what is your level of pain? ___/10

The pain quality is: Oburning Clconstant CJdull CIsharp Oshooting  Cthrobbing Oltingling Other: l

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 1/21/2015



Name: DOB: Chart Number:

History and Physical

Medical History: [ Alcoholism [] Blood disorders [] Circulation problems [] Musculoskeletal [[] Breathing issues

[ Liver [ Sleep apnea [] Gout [ Allergies O Heart disease  [] Asthma

CJ Heart murmur [ Stomach/bowel] Depression 1 Anxiety disorder [ Mental iliness  [] Kidney disease
[J Blocd clot [ High cholesterol [ High blood pressure [] Cancer ] Hepatitis

] Neuropathy (specify) ______ [[] Thyroid disease (specify) [ Diabetes (type |, type 2)

[ Arthritis (specify) [ other (specify) O HivV 0 cva

Are you nursing? [C] Yes[] No [ Skin disorders [] Stroke
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Are you pregnant?[C] Yesg No

Surgical History[JNone [JAppendectomy [] C-Section[J Angioplasty[ JBypass[JCataracts [ 1 Cholecystectomy
Have you ever had any surgical procedures on foot/ankle or anywhere else on your body? [ Yes [£] No
If yes, please describe:

Do you have any artificial joints? [J] Yes (where? )2l No Do you have an artificial heart valve? ] Yes ] No

Social History

Do you smoke!? [E]Yes[C)No If yes how many packs per day? [C]1 [£]2[C£]3 [E]4[E)5 For how long?
Do you drink alcohol?  []Yes, everyday (5-7 days/week) [ Yes, occasionally/socially [C]No/Rarely
Substance abuse: [Yes, | have a current substance abuse problem. Please specify:
[ElYes, | had a past substance abuse problem. Please specify:
1 No, | have never had a substance abuse problem

What is your occupation? Does it involve mostly [C] standing or [[]sitting
Do you exercise regularly? No, | do not exercise regularly L] Yes, | do the following regular exercise:
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Family History Is there any family history (blood relative) of: (Please indicate family member)

[ Alzheimer's Depression

1 Arthritis [ Diabetes

[ Bleeding disorders [J Emphysema

[ Blood clot [C] Heart disease

[ Cancer [] High Blood Pressure
O Cataracts ] Neurological

[ Strokes

O Circulation problems
3 Other (specify):

Review of Systems (Please check the box if you currently have any of these symptoms or check “NONE”)

Cardiovascular [lleg pain when walking ["Jfever [ chest pain/pressure [Clleg swelling [Jcold hands/feet ]
_lfainting | palpitations [ Jvascular disease [CJvalve problems [ INONE [
Genitourinary [CIblood in urine [CJhesitancy [Clincontinence [Clincreased urgency
[Cldecreased frequency [ Jexcessive urination [Jkidney disease [Ckidney stones [JNONE {
Gastrointestinal [ Jabdominal pain [[Jheartburn [Jblood in stool [“Jvomiting  [Julcers [CJconstipation i
[ldiarrhea [Jtrouble swallowing []decrease appetite [ Jincrease appetitel JNONE i
Integumentary [ Jathletes foot [lnail abnormalities  [Jkeloids Clitchiness Cldry, scaly skin [ JNONE {
Hematologic [Jlower leg ulcers [Isickle cell disease[_Janemia [_Iblood thinners Clclotting dnsorderij NONE %
Neurological [Ceingling [Cweakness [CJseizures Dnumbness Dheadaches E
[Cleremors |_:Iparalysis _ [CINONE i
Musculoskeletal  [Jback pain  Lljoint swelling Omuscle weakness CImuscle pain [CIneck pain
[Csciatica Ojoint stiffness [Jjoint pain  [Jjoint instability [Tarthritis _[INONE
Respiratory [Cchest pain [CIwheezing Ccorp [CJcoughing [CIsnoring
[CIshortness of breath  [Jemphysema CINONE !
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PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 1/21/2015



Practice: Chapel Podiatry & Associates, PA Today’s Date:

Name: Chart #: Date of birth:

Ethnicity: [IHispanic or Latino  [INot Hispanic or Latino [Declined to specify

Race: ClAsian [CJAmerican Indian or Alaska Native [IBlack or African American
CIwhite [CINative Hawaiian or other Pacific Isander  []Declined to specify

Preferred Language: ODeclined to specify

Pharmacy Name: Pharmacy Phone:

Pharmacy Address: City, State, Zip:

Primary Care Physician: Phone: Date Last Seen:

Address:

Referring Physician: Phone: Date Last Seen:

Address:

Privacy Information Preferences
Do you want to be exempt from public reporting? [JYes [[JNo Can we send mail to the address on file? CllYes CINo
Can we call the phone number on file? [OJYes [CINo Can we leave voicemail on machine? ElYes EINo
Will you allow us to send internet based (e-mail) delivery of reminders and newsletters? CllYes [INo

If yes, please provide your e-mail address:
Who can we leave messages with? [OWife CJHusband [IDaughter [(JSon [IOther:
Name(s):

Smoking Status Vital Signs

Current Every Day ClSmoker, Current Status Unknown { | Blood Pressure: /
[Current Some Day [IHeavy Tobacco [Unknown If Ever
EFormer [Never [Cllight Tobacco decline to answer [

Height: Weight:

Current Medications { | Allergies

OINo Known MedicationsZ] | take the following medications: No Known Allergies [JINo Known Drug Allergies
Name / Dose: | Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: | | Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: | | Name: Reaction:

Name / Dose: Name: Reaction:

Name / Dose: { | Name: Reaction:

Use the back of this form if more room is needed

Last Flu Shot Date: Did you get a pneumococcal vaccination? [JYes CJNo

Have you fallen in the last 12 months? [lYes ONo Were you injured from the fall? ClYes ElNo
Advanced Directives: CJLiving Will CJDNR [JDurable Power of Attorney [lSurrogate Appointed EJJNone |

PLEASE READ AND SIGN: The information on my intake form(s) is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible
for notifying the physician andfor medical staff of any and all updates to the information listed above. (Assignment of Benefits): | authorize payment of medical benefits to the
practice named above. (Release of Information): | authorize the release of any medical information necessary to process this claim. (HIPAA Privacy): | acknowledge that |
received my HIPAA Privacy Practices Notice. (Medication History): | authorize the Doctor’s office to retrieve my medication history.

Patient Signature: Date:
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__Boneloss —_Cold intolerance —Cuts take longer to heal —Dryhslr

— Diy skin — Extreme thirst — Heat Intolerance — Polyuria
—Welght change ___Hyperglycemia (high glucozselsvels) ___ Hypoglycemia (low glucose lavels)
Paychiatric:

- Aglitation ___ Anxious feelings __Depresslon ___ Libido decrease ___ Panic Attacks

— Suicidal thoughts ____Psychiatric or emotional difficuities —_ Imitahility

Shoe Size: NINIAIXWY

Do you have any of the following: __DNR ___LivingWill ___POA ____Heaith Care Surrogate

Due to the HIPAA rules and regulations the following is prohibited in the exam rcoms:
o Cell phone use of any kind to include but not limited to: photography, video
recording, voice recording
o No food and/or drinks

1. Please list the family members or other persan(s), If any, whom we may [nform about your general medical condition and your
diegnosis (including treatment, payment, and health care cperations):

Name: Phone Number:
Name: Phone Number:
Name: Phone Number:
2 wm&mmeMIﬁmmMMrmmm our office fo ba sent if

3. 1understand the Privacy Protection Act and have been cffered a copy of the Practice’s Notico of Privacy Practices.

To the best of my knowledgs, the information provided on these forms has been accurately answered. | understand that
providing incorrect information can be dangerous to my (or my child’s) health. it is my responsibility to inform the doctor's
offica of any changass in my (or my child’s) health. | afso authorize the heafthcare staff to perform the necessary health care

services | (or my child) may need. | have been Informed that i | am uncertain about any question on this form, | should ask the
doctor or a2 member of the office steff for assistance.

———— ———— - ———

PatisntiRepresentative Signature Patient Name (print)




Patient Financial Policy and ian Be

e As our patient, YOU are responsible for all authorizations/referrals needed to
seek treatment in this office.

o | understand that | am responsible for giving Chapel Podiatry & Associates, PA
the correct insurance information at the time services are rendered. In the event
that the office is not informed you will be responsible for any charges denied.

e Your insurance policy is a contract between YOU and YOUR insurance
company. As a courtesy, we will file your insurance claim including any
supplement insurance claims. You, the patient and/or guardian, accept re-
assignment of benefits for your services to be paid directly from your insurance
company to: Chapel Podiatry & Associates, PA. If your insurance company does
not remit payment within 60 days you will be billed for the remaining balance.

¢ You will be responsible for any copayments, deductibles, and co-insurance not
covered by your insurance at the time services are rendered.

o Our office DOES NOT accept checks! We accept all major credit cards and cash
for payment.

o Your insurance company may not cover all services needed for your care; these
are determined as “non-covered” services. You will be responsible for any non-
covered services at the time service is rendered.

o Past due accounts are subject to collection proceedings. All costs incurred, but
not limited to, collection fees, attorney fees, and court fees shall be your
responsibility in addition to the balance due to our office.

e | understand that there is a $25 charge applied to my account for a missed
appointment. This is NOT covered by your insurance.

o | understand that there is a $25 fee for returned checks.

« If you should be sent to collections, you will be considered discharged from our
practice and it will be your responsibility to locate another physician.

MY SIGNATURE BELOW INDICATES THAT | HAVE READ, UNDERSTAND, &
AGREE TO ABIDE TO THE CONDITIONS SET FORTH IN THIS FINANCIAL POLICY.

PATIENT (GUARDIAN) SIGNATURE/DATE PATIENT NAME (print)

EMPLOYEE/WITNESS SIGNATURE/DATE



