PACIFIC IK@I0IENTINE GROUP

Foot & Ankle Care | Surgical Disciplines

Patient Information:

First Name:

Middle Initial:

Last Name:

DOB: Sex: ™M CIF

Please indicate your race:

(JAmerican Indian or Alaskan Native
[JWhite/Caucasian

CAsian

[JBlack/African American

OPacific Islander

[Jother

CIDeclined

Please indicate your ethnicity:
CJHispanic or Latino

CJNot Hispanic or Latino

Please indicate your preferred language:

CJEnglish
[JSpanish
Korean
[JVietnamese

CJGerman

Social Security #:

Address:

City:

State: Zip:

Marital Status:
[Jsingle [JMarried [[]Divorced [ ]Widowed
Employment Status:
[JEmployed [Jretired []pisabled
[(Cunemployed [JStudent

Employer Name:

Occupation:

Patient Home Phone:

Patient Work Phone:

Patient Cell Phone:

Email Address:

Emergency Contact Information:

First Name:

Last Name:

Phone Number:

Relationship to Patient:

Primary Insurance:

Insurance Company:

Insurance Policy Holder:

Relationship:

Policy Holder DOB:

Secondary Insurance:

Insurance Company:

Insurance Policy Holder:

Relationship:

Policy Holder DOB:

Patient Name (Print)

DOB




Patient Associations:

Primary Care Physician:

Referring Doctor:

Preferred Pharmacy:

Location:

Guarantor Information (if other than patient):

Relation to Patient:

First Name:

Last Name:

DOB:

Sex: (M

SSN:

[

Family History
Has any relative (NOT YOURSELF) had the following:

(] Arthritis

|:| Cancer

Type:

D Heart Disease

E] Hypertension

(High BP)

D Diabetes (I or 1)

Are You Pregnant?

[J ves [] No

Address:

City:

State: Zip:

Home Phone:

Employer:

Medical History

List Hospitalizations or Previous Major Surgeries/Dates (Use
back of page for more space):

Social History

Alcohol: Y/N
Drinks per day

Drinks per week

In Recovery: Y/N

History of Drug Use? Y/N

# of Years Quit Date

Smoking: Circle: CURRENT / FORMER / NEVER
Packs per day

No. of Years

Year Stopped

] Pipe ] cigar

Patient Name (Print)

[] chew [] cigarette
Exercise: Y/N
Type
How Often?

DOB




Drug Allergies and Reactions:

Briefly describe your foot problems and concerns:

Latex Allergy? Y/N

Current Medications/Dosages (Include Vitamins and Herbal
Supplements)

Medication Name Dosage (mg/mcg) Used to Treat

List any additional on the back of form, or attach list.

Height/Weight/Shoe Size
Height: Weight:
Shoe Size:
FOR OFFICE USE ONLY:
BP PULSE
TEMPERATURE

Patient Name (Print)

DOB




(chills

DFever

[JEeasily Fatigued
[CJweakness
[Junusual Weight Gain
[Junusual Weight Loss
DDementia

[IBlurred Vision

DRecent Eye Exam

[Jralpitations

Check all symptoms you CURRENTLY have:

Djoint Stiffness

[(Ishortness of Breath [ _JLow Back Pain
[Jchest Pain [[]constipation

|:|Wheezing [:]Blood in Urine
[Jcough [IBlood In Stool

[JAnkle Sprains
[(Jsoint Pain
[Jioint Swelling

[CJBroken Bones

[Joiarrhea
[Imigraines
[pbizziness

[] Lightheadedness

[CJslow Healing
[Jelevated Blood Sugar
DAbnormaI Bruising
[JTaking Blood Thinner
Type:

Dlnsomnia

DSIeep Apnea

Circle: CPAP / BiPAP

[[Jperipheral Neuropathy
DTininng

[INumbness

l:|Dry Skin |:|Edema DFrequent Headaches
History of llinesses
[CJAIDS/HIV [IBronchitis [CJAnxiety [JAsthma [JAnemia

DBroken Bones: Orthopedic Hardware Location(s):

DCancer: Type

DGout

DDepression

[JFibromyalgia [_]Frequent Headaches

[JHigh Blood Pressure
[CJHigh Cholesterol
[]pvD/Poor Circulation
[JReduced Liver Function
DCongestive Heart Failure

[(JLung Problem

[Jcoprp

[JovT/Blood Clot

[JGErRD

DHeart Murmur[_|Hepatitis

[IMultiple Sclerosis
E]Stroke
L__|Rh eumatoid Arthritis

[JTuberculosis Exposure

]

DBIeeding Disorder Type:

DGastric Reflux

[Jepilepsy/Seizures
[] Heart Disease
DHypothyroid
DMuscu!ar Dystrophy
[Jstomach Ulcers
[CJMRSsA: Date

O

O]

History of Renal Failure: Y /N

Date Diagnosed:

Dialysis Y /N

Patient Name (Print)

Diabetes: Type 1/l

# of Years:

Date of last Alc:

Result:

DOB




Consents and Acknowledgements

. Consent to Treat
| hereby give my permission to be examined and initiate treatment of my feet and/or ankles.

Patient Signature Date

1. Financial Policy
1. You are responsible for payment of the services you receive in our office. Please understand that your medical
insurance is a contract between you and your insurance company and that you are ultimately responsible for any unpaid
balance.
2. We accept payment in cash, check, Visa and MasterCard. There is a $25 fee on returned checks.
3. If you have insurance coverage, please give your identification cards and necessary forms to the office assistant. We
will gladly bill your insurance company directly. If you have no insurance coverage or choose to bill your insurance
company yourself, payment is due at the time of service.
4. Co-payments are due at the time of service. There is a $10 billing fee for co-payments not paid on the date of service.
5. Late cancellations (less than 24 hours notice) or No-Shows will be charged a $25 fee. This is not billable to your
insurance and is your financial responsibility. Payment of this fee is required prior to the next office visit. After three (3)
No-Shows, you may be dismissed from the practice.

Our office sends out monthly statements. Even though you may have an insurance claim pending, you may receive a
monthly statement for the outstanding balance on your account. You are responsible for any balance due and
coordination of payment with your insurance company. There is a $10 rebilling fee for all unpaid balances over 60 days at
each statement date. You will be responsible for any attorney or court costs due to collections.

| have read and understand the above financial conditions and | agree to the requirements as stated.

Patient (or guardian) Signature Date

. Acknowledgement of Privacy Practices
My signature confirms that | have been informed of my medical provider’s Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my protected health information. | have been given the right to review
and receive a copy of such Notice of Privacy Practices. | understand that my medical provider has the right to change the
Notice of Privacy Practices and that | may contact this office to obtain a current copy of the Notice of Privacy Practices.

| understand that | may request, in writing, that you restrict how my private information is used or disclosed to carry out
treatment, payment, or health care operations and | understand that you are not required to agree to my restrictions, but

if you agree, then you are bound to abide by such restrictions.

Patient Name (Print) Date

Signature Relationship

Patient Name (Print) DOB




Release of Information

In order to remain compliant with HIPPA laws, unless you have provided your written consent, we will not release your
private health care information, nor will we acknowledge that you are a patient with our practice.

Please list the name, date of birth, and relationship of any individuals that you wish us to be able to have contact with
regarding your health care.

Patient Name

Name DOB Relationship to Patient

I hereby authorize Pacific Podiatry Group to use and/or disclose my health information which specifically identifies me or
which can reasonably be used to identify me to carry out my treatment, payment and other healthcare operations. My
protected information may be released to the above individuals. | realize that | may change this information at any given
time.

If this information is not completely filled out, Pacific Podiatry Group will not release information to anyone listed above.

Patient Signature Date

Patient Name (Print) DOB




