Welcome

PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

Last Name

First Name

Address

Middle Initial

City

State Zip

E-mail

Sex [(JM [JF Age Birthdate

[] Married [] Widowed [] Single

[] Separated [] Divorced [] Partnered for

Patient Employer/School

[ Minor

years

Employer/School Address

Employer/School Phone (

Spouse’s Name

Birthdate

Spouse’s Employer

Whom may we thank for referring you?

PHONE NUMBERS

Home Phone (

Alt. Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name Relationship

Home Phone (

INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [ Yes

Subscriber's Name

Birthdate

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

Alt. Phone (

Date

What is the chief complaint for which you came
to be treated? (Include foot, ankle, knee, thigh,
and hip complaints.)

Have you ever been to a Podiatrist before?
[JYes [1No

If yes, please list.

Name

PODIATRIC HISTORY

Is there any personal or family history of
diabetes?
[JYes [ No

Your occupation

Cigarette/Tobacco use

Years smoked

Athletic activities in which you participate
(please list and indicate frequency)

Last visit

Rev. 3/2012

Relationship to Beneficiary

Please indicate which foot problems you now have
or have had in the past.

Ankle Pain
Athlete’s Foot

[JYes [No
[JYes [JNo
Bunions [JYes []No
Corns and Calluses [OYes []No
Cramps or Numbness in Feet or Legs []Yes []No
Flat Feet [OYes []No
Foot or Leg Cramps [(JYes [No
Heel Pain [OYes [JNo
Ingrown Toenails [JYes [JNo
Plantar Warts [JYes []No
Swelling in Ankles or Feet [JYes [JNo
Tired Feet [JYes []No

#20597 —~ ©Medical Arts Press 1-800-328-2179




MEDICAL HISTORY

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

AIDS/HIV [JYes [JNo Epilepsy [JYes [JNo Rash

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

If yes, please explain

MEDICATIONS ALLERGIES

; —_ Adhesive/Tape Local
Include prescriptions, over-the-counter medications and vitamins O par [ Anesthetics

[JAnticoagulant
Therapy O Sulta

[JAspirin [] Novocaine

[]Codeine ] Penicillin

Pharmacy Phone(s) ( )
Yy (s) Dl [] Seafoods

Pharmacy Name(s)

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

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia,
Didronel, Boniva. [JYes []No

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include
combinations of lonimin, Adipex, Fastin (brand names of phentermine), Pondimin (fenfluramine) and Redux

(dexfenfluramine.) [JYes []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

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




Long Island Foot & Ankle Group, PC
375 N. Central Avenue
Valley Stream, N'Y 11580
516-825-4070

The following questions are implemented by the Federal Government.

Name:

RACE

—_American Indian / Alaska Native ___Asian ___Native Hawaiian / Pacific Islander

__Black / African American ___ White

ETHNICITY

Hispanic Non Hispanic

PREFERRED LANGUAGE SPOKEN

___Russian ___English __Italian
___Spanish ___Dutch ___French
___ Other:

| PREFER NOT TO ANSWER THE ABOVE QUESTIONS.

SIGNATURE




ARE YOU DIABETIC: YES OR NO

IF YES, Dr. treating you for Diabetes

Date last seen

ARE YOU A SMOKER:

Current, Everyday Current, Some days Never
Former, Current Unknown Former

ITIS OK TO LEAVE TEST RESULTS WITH:

__Spouse __ Family __ Voicemail

Does the patient opt to be exempt from reporting functions? __ Yes _ No
You can view your health records online at www.viewmyhealthrecords.com

Please pr0v1de your email below to receive a password to access records. (optional)

E-MAIL ADDRESS:

SIGNATURE




Long Island Foot & Ankle Group, P.C.

Board Certified by the American Board of Podiatric Surgery
Fellows, American College of Foot & Ankle Surgeons
Members, American Association of Diabetes Educators

www.LIpods.com/wwwLIFootandAnkle.com

v

Patient Financial Policy

Your understanding of our financial policies is an essential element of your care and treatment. If you have any
questions, please discuss them with our front office or office manager.

0 As our patient, you are responsible for all authorizations/referrals needed to seek treatment in this office. '

o Unless other arrangements have been made in advance by you, or your health insurance carrier, payment for office
services are due at the time of service. We accept VISA, Mastercard, Discover, American Express, C_ash.or Check.
o Your insurance policy is a contract between you and your insurance company. As a courtesy, we will .flle your
insurance claim for you if you assign the benefits to the doctor. In other words, you agree to have your insurance
company pay the doctor directly. If your insurance company does not pay the practice within a reasonable period,
we will have to look to you for assistance. )

0 We have made prior arrangements with certain insurers and other health plans to accept assignment of benefits.
We will bill those plans with which we have an agreement and will only require you to pay the
co-pay/co-insurance/deductible at the time of service. .

o If you have insurance coverage with a plan with which we do not have a prior agreement, we will prepare and send
the claim for you on an unassigned basis. This means your insurer will send the payment directly to you. Therefore,
all charges for your care and treatment are due at the time of service. )

o All health plans are not the same and do not cover the same services. In the event your health plan determines a
service to be "not covered", or you do not have an authorization, you will be responsible for the'complete f:harge.
We will attempt to verify benefits for some specialized services or referrals; however, you remain respor.151ble? for
charges to any service rendered. Patients are encouraged to contact their plans for clarification of benefits prior to
services rendered. .
0 You must inform the office of all insurance changes and authorization/referral requirements. In the event the office
is not informed, you will be responsible for any charges denied. ‘ o

o For most services provided in the hospital, we will bill your health plan. Any balance due is your respon'smlhty.

o There are certain elective surgical procedures for which we require pre-payment. You will be informed in advance
if your procedure is one of those. In that event, payment will be due one week prior to the surgery. .

o Past due accounts are subject to collection proceedings. All costs incurred including, but not 1.1m1te.d to, collection
fees, attorney fees and court fees shall be your responsibility in addition to the balance due to this office.

o There is a service fee of $20.00 for all returned checks. Your insurance does not cover this fee. -

o If you need to cancel or reschedule an appointment, our office requires the courtesy of a 24 hour notification. If
you do not give us this courtesy call you will be charged a $25.00 fee. This excludes any non-emergent reasons.

o As of January 2, 2014, every patient must have verified insurance coverage prior to being seen by the'doctor.

. Please understand that we will do our best to help you in determining if you are covered at this time or 1f the doqtor
accepts your insurance. However, it is ultimately your responsibility to ensure that your insprance is active ?nd in
the event that your visit or procedure is not covered by your insurance, you will be respon51b1'e to pay out of pocket
for services that were rendered to you. This policy has been implemented in response to the incomplete and untested
healthcare reforms that have been passed into law by the government.

o A fee applies to the following: disability forms ($25.00+up), work excuse Ie'tters ($5.00), work return letters
($5.00), school/gym excuse letters ($5.00), school/gym return letters ($5.00), jury duty letters ($5 .00), any
miscellaneous letter requested ($5.00), and medical records ($0.75/page and $15.00 for xray discs).

I have read and understand the office policy of Long Island Foot and Ankle Group, P.C. It is my responsibility to
abide by the rules and regulations and agree to the above policies.

Signature of Pétient/Responsible Party: Date:
Printed Name of Patient/ Responsible Party: Date:
Signature of Witness: Date:
Printed Name of Witness: Date:

Patient Initials to indicate copy received. *Updated: 07/09/2015



HIPAA lnfor'ma;iion and Consent Form

The Health Iﬁsurance Portability and Accountability’Ac':t'_(HTPAA) provides safeguards-to protect your privacy.
Implementation of HIPAA requirements officially began‘on April 14, 2003. Many of the policies have been our
- practice for years. This form is a “friendly” version. A more complete text is posted in the office.

- What this is all about: Specifically, there are rules and restrictions on who may see or be notiﬁec} of your
Protected Health Information (PHI). These restrictions do not include the normal interchgnge of information
necessary to provide you with office services. HIPAA provides certain rights and protections tQ you as the
patient. We balance these needs with our goal of providing you with quality professional service and care.
Additional information is available from the U8, Department of Health and Human Services. www.hhs.gov

We have adopted the following policies: o

- 1. Patient information will be kept confidential except as is necessary to provide services or to ensure that allf
administrative matters related to your care are handled appropriately. This speciﬁcally includes the sharing o -
information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate

- for your care. Patient files may be stored in open file racks and will not contain any coding which 1dept1ﬁes_z :
patient’s condition or information which is not already a matter of public record. The normal course of pfr_ovx ing
‘care means that such records may be left, at least temporarily, in administrative areas such as the front of 1cel,1
examination room, etc. Those records will not be availablé to persons other than office staff . You agree to the :

~normal procedures utilized within the office for the handling of charts, patient records, PHI and other documents
or information. ' . i

2. Tt is the policy of this office to.remind patients of tﬁeir appointments. We may do this by telephone, e“mail,
U:S mail, or by an

Yy means convenient for the practice and/or as requested by you. We may send yzu Ogheg o
communications informing you of changes to office policy and new technology that you might find valua
informative, ot

w e b

1 AL

3. The practice utilizes a

number .of vendors in the conduct of business. These vendors may have access to PHI
but must agree.to abide

by the confidentiality rules pf HIPAA

4, You;uhdersmnd and agree to inspections of the office and review of documents which may include PHI by
govemment agencies or insurance payers in normal

performance of their duties.

. 3 . e ..‘ - . s t e
5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manger or th
doctor. . ™ o i

6. Your ¢onfidential informat

ion will not be used for the purposes of marketing or advertising of products, goods . .
"ror services., , R :

7. We agree to provide patients with access to their records in accordance with state and federal Jaws.

-8. We may change, add, delete or modify any of the
practice and the patient.

2 provisions to bétter serve the needs of the both the
ve tHeight it i i est change
9. You hdve theéiright to request restrictions in the use of your protected health information and to reques g

T i internal
in certain policies used within the office concerning your PHI. However? we are not obligated to alter in _
policies to conform to your reguest. - ;

“1 I
i : - My N hereby consent and
N X : ' : . date do dan
' ac’knowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM an y

subsequent changes in office policy. | upder:stand that this consent shall remain in force
from this time forward., ' '

o



