FIT FEET

311 E.Elhhml""!'i.l.rent Arpaklym, 8Y 11235

PODIATRY

Lender (Tlaa): D male D female

Insurance (Hassanwe crpasosen):

First name (Hma) Last name({®avunng) o
Date of birth (loa posaenns) / f Social security (SSN)# . - -

A feoms (apes) Serest - ity Semc Fip code
Phone (Tenedon) e E-mail: o

Cell phone &

Areyouemploved? [ ] Yes [] No
Mlarital stabs: D Married D Singium Mian Divorced E]Widuwﬁ

1D #

Primary holder's insurer

2.0.8.

Preferred Language: (Hisx) -
Race (circle/ofiseante) : White, American Indian, Asian, Blac

| In case of emergency sl'luli'. -

L .

k or African, Mative Hawalion, Hispanie, athers

l‘lhnm "le

PCP Physiclan{Bam Tepanent):

=

_ Phone & -

Pharmacy Name{Hws Antexn) :

Date Last Seen{lTocacannil pay koraa Bu nnges u_rtum{.-rn-"ﬂ.puuenm}

— ——

§ Phone{ Tt.lghnj -

Whi is referring vooT (Kag B o nac vaamT)
= =

* High cholesterol{ Xopecrepnn)

[:] Yies DH:I

— —
Cuarrent Medications{ Jexaperna kot Bt nprunsacie): Allergies ( Anaepram):
D No known medications | No known allergies
D I take the following medications: [ Mo known drug allergies
Peme: Drose: Mame: 3 Reaction: ==r
Mame: Duose: Mnme: o __ Reaction:
Name: Dase: Maime: Reaction:
Use the back of this form if more room is needed Use the back of this form if more room is needed
—= = = =
Medical History:
* Diabetes (lnaber) [] ves [ ] No Are you on insulin?{Mpuemmaere sscymus?) [] ves  [Jwo

®  Other (Buum y Bac onepannn? Hanwmure sasse
= —_—— e —— e e
Smaking Status (Kypenne): Vital Signs:
Mever smoker [:[ Former smoker Blood Pressure { Jlaraenne) !
Current Every day Smoker
Current Some day Smoker |:| Decline 1o answer Height (Poct) Weight! Bec)
e, e ——

Y SIGN; The information oo my fedake farmis) is comrea o the bod of ity
nexpansibd for notifying the physsoien andfor medical siff al mfy amd abl wpdaies to the informa)
il medical benefits 1o the pracilee named above ( Relame of fmjrrmationl | enlsarize the rel

(A Priveeyy | sckanwledge that | reocived my HITFAA Privacy
medicamnin history

Patient Signature:

knowledge, | understand that throughout my ireasmes, | e
v listed nbove, {Assgmmenr of Benefiean: | satbarize payment
cafe of @ny médical informaion necesany o process this claim

Praclices Rotive { Mrdicovion Miiey): | authorize the Doelor's office 1o FEATIE e T

Date;



FIT FEET PODIATRY

First name (Nombre) _ Last name{ Apellido) o
Date of birth (Fecha De Nacimiento) / f Social security (SSN)# - -
Address
(Direction)
Sareei Ciry Seate Zip ol
Phone (Telefono) E-mail:
Gender : male D female |:| Are you employed? (Empleo) Yes D No E]
Marital status: [] Married [ Single [7] Minor["] Divorced |:|Widum:d
Insurance (Seguro): s I
Primary holder's insurer _ D.O.B.
Preferred Language: =
Race (cirele) : White, American Indian, Aszian, Black or African, Native Hawaiian, Hispanic, other: B
In case of emergency ’E‘a.m de emn‘ien-:in]: Phone { ! elen;mu!

FCP Physician (Doctor): Phone # -
Date Last Seen(Ultima Visita)
Pharmacy Name (Farmacia) : __ Phone(Telefono) = ia
Who is referring you? (Quine Lo Recomendo?)
T —— ——— —— —
Current Medications (Medicina): Allergies (Alerjia): |
] Mo known medications [] No known allergies
[T] 1take the following medications: [ ] Mo known drug allergies
Mame: [koge: N!.I'I'I.l::_ = H.t‘-ﬂ'l..-‘l.i'l.'lﬂl_ =
MName: Dhase: Mame: Heaction:
Name: [ase: Mame: _ Remction:
Liss the back of this form if mom rocs: s nesded Use the back of this form if more room 15 needed
L= e r——

Medical History;
* Diabetes (Diabetico) Yes [ [ Mo [[]  Are you on insulin?{insulina?) Yes [INe [
*  High cholesterol ves [ | Mo [ ]

®  Surgeries? (Sirujia)

Smoking Status {Fuma): Vital Signs: (Presion)
Never smoker [ ] Former smoker Blood Pressure /
Current Every day Smoker
] Current Some day Smoker D Decline to answer Height Weight (Peso)
e e —— ——

ELEASE READ AND SIGN; The information on my intake formds) |s correct to the bess of my knowladge, | understand that throughout my ireaiment, | am
responsihle for nofifying the physician andior medical sinff of any and all updates to the information lsed above. [ Axigmmen af Bemefitak 1 suthorize paymeni
of medical benefits to the practice named above. | Refease of ffovmarion): | authorize the release of any medical informastbon necossary 1o process this claim
AIIPAA Privacy) | acknowledge that | received my HIPAA Privacy Praciices Motics. ( Medicarion Mistoryy: | auihoriee the Doctor’s office o reimieve my
imredscation history.

Patient Signature: Drate:




Please Read Carefully!
(Momaayiicra npouuTaiTe BENMaTEABHO!)

Dear Patient:

Having the correct insurance information at all times s very important to us. Some insurance
companies have a timely filing policy of 60 davs, 1T we bill the wrong Insurance Company it could take up io
Gl days 1o get the denial from them. So please, any time vou have & new information lel us know as soon as
possible.

l am aware that all insurance information given to Fit Feet Podiatry is to be true and up to date.
If for any reason my insurance information changes | will be responsible to let Fit Feet Podiatry know
immediately. 11 fail to let Fit Feet Podiatry know, 1 will be responsible for any unpaid hills.

Hoporoif natmesT:

lnR HBC OMEH BAXHO BCCTIA HMETE TIPERH AR VI HHGOPMALRK O Bamel crpavonxe. Hekoropume
CTPANORLEE KOMNAHHI HMEH0T NPRAKIID ki FOPOC AUIBOARCT NOLLBATL HA ONARTY A Tedyeund &0 auelt, Boaw smu
HOAAEM HE ONASTY B HERCPIYR) CTPANOBY MY KOMILHHIO, 3T0 MOMCT 1aM0Th oxono 60-u axell o0 moayarms

o iMx oTkas. Llosromy, nosanyiicTa, Kamani pay Koraa BRI HAGOPMAITHE MEHRETCH, cpazy #e coobumTe
HitM 06 TToM,

H cornacen uro sen nudopsauns o Mot crpaxonoil kovmamen damas v Fit Feet Podiatry
NEPRA B HIXOINTCR B AKTYLILHOM cocTomnnn. Ecan, no kakoit anbo npuanne son nidopMauny
noMeHReTed, # Gyay necrn oTeeTernennocrs wemenenso coobmure Fit Feet Podiatry. Ecan u me
coofimy Fit Feet Podiatry so spesa, # Gyay necrn orsercTBCHHOOTE 18 BOe HEOMIAMETHLIE CHETE,

D Lllaya):
Patient Signature (Pocmic):

PLEASE LET OUR STAFF

1. [id your addregs or phone number change sines Jast visit?
<. Are you here either because of a car accident or because vy got hurt at work?
3. Do you huve § new insurance |D card or #7

THANK YOL!




A PRIVACY F TIEM
Tus Ouir Vilued Patiznt:

The misuse of Personal Health Information (PHI) has been identified as a national problem causing patients
inconvenience, aggravation, and money. We want you to know that all of our employecs, managers, and doctors
continually undergo training so that they may understand and comply with government rules and regulations regarding
the health [nsurance Portability and Accountability Act (HIPAA) with paricular emphasis on the "Privecy Rule”, We
strive to achieve the very highest standards of ethics and integrity when performing services to our patients,

It is our policy 1o properly determine appropriate use of PHI in accordance with the governmental rules, laws
and regulations. We want to ensure that our practice never contributes in any way to the growing problem of improper
disclosure of PGL. As part of this pian, we have implemented 3 Compliance Program that we believe will help us
prevent any inappropriate use of PHI.

We also know that we are not perfect! Because of this fact, our policy i to listen to our employees and out
patients without any though of penalization if they feel that an event in any way compromises our pelicy of privacy
and integnity. More so, we welcome your input regarding any service problem so that we may remedy the situation
promptly,

NOTICE OF VACY

The Department of Health and Human Services has established u “Privacy Rule” 1o help insure that personul
health care information is protected for privacy. The Privacy Rule provides standards for health care providers to
follow when disclosing health information about the Ppatieni that 15 needed to carry out treatment, payment or health
CEre operations.

As our patient, we want you to know that we respect the privacy of your personal medical recards and will do
all we can 1o secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy.
When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in
need of your health care information. We want to provide health care that s in your best inrerest,

We also want you 10 know that we SUppont yous full access to your personal medical records. You may request
Tesinctions pertaining 10 parties you do not want PHI released t0. You will be asked to authorize release of PHI
any party that is not directly connecied to Your treatment, payment or health care operations.

If you have any questions, comments or objections to the privacy policies on this form, please ask to speak
with our HIPA Complisnce Officer. You have the night to review our entire notice or privacy policies upon request,

Please sign this form 1o acknowledge that you have read this notice of our privacy policies.

Patient Mame:

Signature: Data:

If minor, Signature of Parent or Guardian

Thank you for being one of our highly valued patienis

iltil#ti--;;iit:tiimnu
For Office Lise

A "good faith effor™ was made to Eet o signanwe from patient, Signature was not obtained due to the following:




