PODIATRIC REGISTRATION AND HISTORY

PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

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

Patient Employer/School

Employer/School Address

Employer/School Phone ( )

Spouse’s Name

Birthdate SS#

Spouse's Employer

Whom may we thank for referring you?

PHONE NUMBERS

Home Phone ( )

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? [JYes [ 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

48 PODIATRIC HISTORY

What is the chief complaint for which you
came to be treated? (Include foot, ankle,

Is there any personal or family history of
diabetes?

Please indicate which foot problems you now have or

have had in the past.

knee, thigh, and hip complaints. Yes No
9 i P ) O = Ankle Pain [JYes [ No
Your occupation Athlete’s Foot [Yes []No
: Bunions [JYes []No
Cigarette/Tobacco use
9 Corns and Calluses [lYes []No
Years smoked Cramps or Numbness in Feetor Legs []Yes []No
Have you ever been to a Podiatrist before? Athletic activities in which you participate ElattFeei c g\tes U EO
[JYes [JNo (please list and indicate frequency) DOLOE - gl amps 6s= [[1No
Heel Pain [JYes []No
If yes, please list. Ingrown Toenails [JYes []No
N Plantar Warts [JYes []No
ame o
Swelling in Ankles or Feet [CYes []No
Last visit Tired Feet [JYes [JNo

(Vers.P255504)
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:2 g MEDICAL HISTORY

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

If yes, please explain

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

Ear Problems [JYes []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 []No

! ‘!‘ MEDICATIONS

Include prescriptions, over-the-counter medications and vitamins

Pharmacy Name(s)

Pharmacy Phone(s) ( )

Do you take oral contraceptives? []Yes [ No

:?ALLERGIES

[T] Adhesive/Tape

[[] Local Anesthetics

[] Anticoagulant Therapy [] Novocaine
[] Aspirin [] Penicillin
[] Codeine [] Seafoods
[] Demerol [] Sulfa

[] lodine

Other

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




FINANCIAL POLICY FOR VALLEY PODIATRY

-Office visit co-payments are due at the time of service (we are considered a specialist)

-For private pay patients, payment is due in full at time of service unless prior arrangements have been
made.

-We do not require a referral, but your insurance might. Office staff will be happy to assist you in
referral/pre-certification procedures, but final responsibility lies with patient to comply with their
specific insurance’s requirements.

-There is a $25 charge for all returned checks.

-If you need to reschedule your appointment, please do so within a minimum of 24 hours. If you miss a
scheduled appointment without notifying our office a $25 fee will be added to your account. *Note: We
do understand not all situations can be controlled. Please try to be courteous and let us know as soon as
you can.

-If your account must be forwarded to a collection service and/or attorney because of non-payment you
will be responsible for all collection fees associated.

ASSIGNMENT OF BENEFITS

I, the undersigned, certify that | (or my dependent) have coverage with
(ins carrier) and assign directly to Dr. Salem, Dr. Claytor or Dr. Wimbish of Salem foot and ankle
Specialists all insurance benefits payable to me for services rendered. | understand that | am responsible
for payment of deductibles, co-payments, and/or non-covered services. | hereby authorize the doctor to
release all information necessary to secure payment of benefits. | authorize RELEASE OF MEDICAL
INFORMATION to my insurance carrier or requested physician to provide continuity of care. | authorize
the use of this signature on all insurance submissions.

By my signature | acknowledge receipt of a copy of this policy and hereby agree to it’s terms.

Signature Date:

Printed:




Salem foot and ankle Specialists
NOTICE OF PRIVACY PRACTICES

This Notice desaribes how Healfth information about you may be used and discias=l and how you get acoess to this

"= The privacy of your heaith information is tmpor@nt to us.

Qur Legal Duty e
We are required by appiicable Federal and State law to maintin the grivacy of your health information. We are also required tc give

you tis Notice adout cur privacy graqices, our legal duties, and your rights concaming your health infarmation. We must follow the
Mmcsutmdmummmmmmmmsmmmmmmosmﬁu remaln in effece

until we replace it
Wemmmwmwmmmmmammnmumpmmmmmny

appicable law. We resarve the right to make the canges In 6ur piivacy polides and the new terms of our Notice effecthve for 3l
heafth information that we maintain. Inchuding health information we arested or recelved bafore we made the changes. Before we

mmmmwm‘mmmmmmmammmmm

You may requmst 3 Copy of cur Notce at any Sme. Far more infarmetian 2bout our privaty prectces or for 2dditionz coples of this
NoUee, plaase contace ys using the infornmation Bsted ot the end of this Notice.

Wemmmm hfmmaﬂonabmtwawteammr, paymamt and healthcare operations. For example:

Treatment We may use or discliase your hezith formstion to 8 physician or other healthcare provider providing
treatinent to you.

Payment: We may use and distiuse your health inforation to obtain payment for services we provide to you.

mmmts,—evahm
conducting Yreining programs, mmmmummwammm

Your ALNonzation. In addifon to our use of your health information for treatment, payment or healthcare
operations, you may give us written guthorization to use your heaith formation or to disciose It to anyone for any
papass, If you give us an autharization, you may revoke It in writing at any Ume. Your revoaaion will not affect
any use or ddiaases permitted by your authorizatian while It was in effect. Unless you give us a wiitten

;umﬁonmmnawewdbdwemmmmmrwmmmmmm
Not!ce.

-.;_'1; Wemmmmmmmmwmmmtm@rs
secumofﬂﬂsm We may distiose your health iformation to 3 famfly member, friend or other person to the
eent neessary t help with your heafthcare or with psyment for your eafthcare, but only if you agree that we
may do so.

Persuns Involved in Care: We may use or distluse hezlth information to notify or assist in the notification of
(incuding Wertifying or locating) a famiy member, your personal representative or another persan responsidle for
your care, your location, your general conditian-or death. If you are present, then prior to use or &sdasure of your
health information, we wil} grovide you with an ogpertunity o cbject to such uses or disciasures, -Inthe-event of
mmﬁywawwmmmwmmhmmmummmammmmg
mmmwmmwmlﬁmthmmeMMmmmm
best heatthcare decisions.




Salem Foot and Ankle Specialists
1934 Braeburn Drive Salem, VA
24153

NOTICE OF PRIVACY PRACTICES

Acknowledgement Form:

| have seen the Notice of Privacy Practices and have been provided an
opportunity to review it.

Name:

Birth Date:

Signature:

Today’s Date:






