PATIENT INFORMATION

Date

Patient Name

Patient Employer/School

Last Name

First Name Middle Initial
Address
City
State Zip
E-mail
Sex (JM [F Age Birthdate
[ Married [J Widowed [ Single [ Minor
[[] Separated [ Divorced [ Partnered for years

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate SS#

Spouse’s Employer

How did you find us? Google @ Referral O

Home Phone ( )

PHONE NUMBERS

Cell Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name

Relationship

Home Phone ( )

Work Phone ( )

INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes []No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

INSURANCE ASSIGNMENT AND RELEASE

| certify that | have insurance coverage with

Name of Insurance Company(ies)

and assign directly to Dr.
all insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by
insurance. | authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

MEDICARE/MEDIGAP AUTHORIZATION
| request that payment of authorized Medicare benefits and, if applicable, Medigap

benefits, be made either to me or on my behalf to

Name of

for any services furnished to me by that provider.

Doctor or Clinic

To the extent permitted by law, | authorize any holder of medical or other information
about me to release to the Centers for Medicare and Medicaid Services, my
Medigap insurer, and their agents any information needed to determine these
benefits or benefits for related services.

Signature of Beneficiary, Guardian or Personal Representative

Please print name of Beneficiary, Guardian or Personal Representative

Date Relationship to Beneficiary

What is the chief complaint for which you came

~ PODIATRC HSTORY

Is there any personal or family history of

Please indicate which foot problems you now have

to be treated? (Include foot, ankle, knee, thigh, diabetes? or have had in the past.
d hi mplaints. Yes No
i i compiairits.) - O Ankle Pain [JYes [JNo
Your occupation Athlete’s Foot [OYes [1No
" Bunions [OYes [JNo
b
Clgaratafiobaseguss Corns and Calluses [JYes [JNo
Years smoked Cramps or Numbness in Feet or Legs []Yes [ No
s Ye N
Have you ever been to a Podiatrist before? Athletic activities in which you participate i?;ti)erelfeg Cramps EY: g Ng
Yes No lease list and indicate frequenc

o - (P 9 y) Heel Pain [JYes [JNo
If yes, please list. Ingrown Toenails [JYes [No
Kiame Plantar Warts [OYes [JNo
Swelling in Ankles or Feet [JYes [JNo
Last visit Tired Feet [JYes [JNo

(8s07)
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MEDICAL HISTORY

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV Yes [INo Epilepsy [JYes [1No Rash [OYes [No
Allergies to Anesthetics [JYes [JNo Eye Problems [JYes [No Respiratory Disease [JYes [1No
Allergies to Medicine or Drugs []Yes []No Fainting [JYes [INo Rheumatic Fever [JYes [1No
Anemia OYes [ No Foot or Leg Cramps [OYes [ No Shortness of Breath [JYes [ No
Angina [OYes []No Gout [JYes [No Sinus Problems [JYes [JNo
Arthritis [OYes [ No Headaches [JYes [1No Special Diet [JYes [INo
Artificial Heart Valves or Joints []Yes [J No Heart Disease [JYes [1No Stroke [JYes [JNo
Asthma [JYes [1No Hemophilia [OYes [No Swelling in Ankles, Feet [JYes [No
Back Problems [OYes [No Hepatitis or Jaundice [OYes []No Swollen Neck Glands [IYes [1No
Bleeding Disorders [dYes [INo High Blood Pressure [JYes [No Tired Feet [JYes []No
Cancer [OYes [No Kidney Problems [Yes [ No Tuberculosis [OYes [JNo
Chemical Dependency [OYes [No Liver Disease [OYes [JNo Ulcers [JYes [JNo
Chest Pain [JYes [JNo Low Blood Pressure [JYes [ No Varicose Veins [JYes [INo
Chronic Diarrhea [JYes [JNo Neuropathy [JYes [1No Venereal Disease [JYes [INo
Circulatory Problems [JYes [JNo Phlebitis [JYes [1No Weight Loss, unexplained [JYes [No
Diabetes [JYes [INo Psychiatric Care [JYes [INo

Ear Problems [IYes [ No Radiation Treatment [JYes [No

Surgeries you have had

Hospitalization other than for the surgeries listed

Family physician Last visit date

Are you now, or have you been, under any other doctor’s care for any reason over the past two years? [JYes [JNo

If yes, please explain

MEDICATIONS :

Include prescriptions, over-the-counter medications and vitamins [J Adhesive/Tape [] Local Anesthetics
[ Anticoagulant Therapy [] Novocaine
[] Aspirin [J Penicillin
[] Codeine [] Seafoods
Pharmacy Name(s) [] Demerol [] Sulfa
Pharmacy Phone(s) ( ) L1 todine
Other

Do you take oral contraceptives? []Yes []No

TREATMENT CONSENT

| hereby consent and give my permission to the doctor (and the doctor’s assistants or designated replacement) to administer and per-
form such procedures upon me as the doctor deems necessary.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient




Bartlett Podiatry

Deductibles

If you have an annual deductible that has not been met, you will be responsible at the time of your visit
for any incurred charges up to that amount.

Minor Patients

The adult or the parent (custodial guardian) accompanying a minor is responsible for payment of
services. For unaccompanied minors, non-emergency treatment will be denied unless prior
authorization from the parent or guardian has been made for the charges and treatment. Young adults
(age 18 & over) are legally responsible for their accounts unless a parent accompanies then to the initial
appointment and signs this financial agreement, regardless of insurance coverage.

Missed Appointments

Please let us know by phone at least 24 hours in advance if you will be unable to keep your
appointment. By giving us early notification that you will be unable to make your appointment we will
be able to adjust the schedule accordingly as to not inconvenience other patients. If you habitually
cancel appointments we reserve the right to charge a fee associated with this.

Orthotics

Every attempt will be made by the office staff to determine insurance coverage for custom made
orthotic devices. If at the time of your visit, insurance coverage has not been determined, you will be
responsible for $225.00 which will be applied to the cost of your orthotic. The balance of the orthotic
will be paid at the time of pick up. An amount will be returned to you if your insurance company pays all
or a portion of the orthotic cost.

Supplies

Some office supplies that your Podiatric physician may be recommend and provide may not be covered
under your insurance plans. We are unable to bill for many of these items. We will be happy to provide
receipts for any items that are purchased in the office for your record keeping.

Please be prepared to pay your co-payment and any charges within your current deductible at the time
of your visit.

I have read and agree to the terms set forth in the above financial policy. | am financially responsible for

any balance due. | understand that if my account is forwarded to collections, | will be responsible for
any collection fees.

Signature Date



Bartlett Podiatry

HIPAA CONSENT FORM

| consent to the use or disclosure of my protected health information by Bartlett Podiatry  for the purpose of diagnosing
or providing treatment to me, obtaining payment for my health care bills or to conduct heaith care operations

| understand that diagnosis and treatment of me by | Bartlett Podiatry may be conditioned upon any
consent as evidenced by my signature on this document.

| understand | have the right to request restrictions as to how my protected health information is used or disclosed to carry
out treatment, payment or healthcare operations of the practice. Bartlett Podiatry is not required to agree to the
restrictions | may request. However, if, Bartlett Podiatry —agrees to a restriction that | request, the restriction is binding

on Bartlett Podiatry.

| have the right to revoke the consent, in writing, at any time, except to the extent of Bartlett Podiatry has taken action
in reliance on this consent.

My “protected health information” means health information including my demographic information, collected from me and
created or received by my physician, another healthcare provider, a health plan, my employer or a healthcare
clearinghouse. This protected health information related to my past, present or future physical or mental health condition
and identifies me, or there is a reasonable bais to believe the information may identify me.

I understand | have the right to review Bartlett Podiatry's Notice of Privacy Practices prior to signing this document and
this has been provided to me. The Notice of Privacy Practices describes the types of uses and disclosures of my
protected health information that will occur in my treatment, payment of my bills performance of health care operations of
Bartlett Podiatry. This Notice of Privacy Practices also describes my rights and duties with respect to my protected
neaitn Information.

Bartlett Podiatry  reserves the right to change the privacy practices that are described in the Notice of Privacy
Practices.

I acknowledge that | was provided a copy of the Notice of Privacy Practices and that | have read them or declined the
opportunity to read them and understand the Notice of Privacy Practices.

Patient Name ( Please print ) Date

Patient, Guardian or Patients legal representative

Signature



Bartlett Podiatry

CONSENT FORM FOR TEXT AND VOICE MESSAGING REMINDERS

| give permission consent to receive text and voice messages from Bartlett Podiatry, LLC or
others acting on the practice’s behalf. As part of this consent, You represent and warrant the
following:

(1) Bartlett Podiatry or others acting on their behalf may send text messages in various
formats and with various contents, including but not limited to, text messages about
appointment reminders.

(2) You are solely responsible for any message and data charges associated with such text
messages.

If you do not wish to receive text messages from Bartlett Podiatry or others acting on their
behalf, you should not sign this form.

Printed Name

Signature

Mobile Phone Number



