PODIATRIC REGISTRATION AND HISTORY

ﬂ PATIENT INFORMATION

Date
Patient
Address
City State Zip
Sexx(JM [JF Age Birthdate,

[Jsingle [JMarried [JWidowed []Separated []Divorced
Patient SS#

Occupation

Employer

Employer Address

Employer Phone

Spouse’s Name

Binthdate SS#

Occupation

Spouse's Employer.

Whom may we thank for referring you?

PHONE NUMBERS

Home Work Ext

Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT

Name Relationship
Work Phone

Home Phone

INSURANCE

Who is responsible for this account?
Relationship to Patient
insurance Co.

Group #
Is patient covered by additional insurance? []Yes [JNo
Subscriber Name
Birthdate SS#
Relationship to Patient
Insurance Co.
Group #
ASSIGNMENT AND RELEASE

|, the undersigned certify that | (or my depandent) have insurance coverage
with and assign directly to

Dr. all insurance benefits, if any.
otherwise payable to me for services rendared. | understand that | am financially
responsible for all charges whether or not paid by insurance. | hereby authorize
the doctor to release all information necessary to secure the payment of
benefits. | authorize the use of this signature on all insurance submissions.

Rasponsible Party Signature

Relationship Date
MEDICARE AUTHORIZATION

| request that payment of authorized Medicare benefits be made either (o me or
on my behalf to Dr. for any services tumished
me by that physician. | authorize any halder of medical information about me 1o
release to the Health Care Financing Administration and its agenis any
informaticn needsd to determine these benefits or the benefits payable for
related services. | understand my signature requests that payment be made
and authorizes release of medical information necessary to pay the claim. If
*other health insurance” is indicated in item 9 of the HCFA-1500 form, or
eisewhere on other approved claim forms or electronically submitted claims, my
signature authorizes releasing of the information to the insurer or agency
shown. In Medicare assigned cases, the physician or supplier agraes to acceplt
the charge dstermination of the Medicare carrier as the full charge, and the
patient is responsible only for the deductible, coinsurance, and noncoversd
services. Coinsurance and the deductible are based upon the charge
determination of the Medicare carrier.

Beneficiary Signature Date

4 8 PODIATRIC HISTORY

What is the chief comptlaint for which you
cams to be treated? (Include foot, ankle,
knes, thigh, and hip complaints.)

diabetes?

Is there any personal or family history of

Please indicate which foot problems you

Your occupation

Years smoked

[OYes (ONo  now have or have had in the past.
Ankle Pain OYes [INo
Athlete’s Foot [JYes [dNo
Bunions [dYes [INo

Cigarette/Tobacco use

Coms and Callouses OvYes [No
Cramps or Numbnessin []Yes [JNo

Feet or Legs

: Athletic activities in which you participate Flat Feet O Yes [ONo

:ea'\g?ey?ou everbeentoa Pg‘%‘;‘:t [Jno  (Pease list and indicate frequency) Foot or Leg Cramps OvYes [ONo
) Heel Pain [CYes [1No

If yes, please list. ingrown Toenails CJYes [ONo
. Plantar's Warts OvYes [JNo
Swelling in Ankles or Feet [[] Yes ([JNo

Last visit Tired Feet [JYes [JNo

~=0OVIER®=




MEDICAL HISTORY

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

AIDS/HIV OvYes [JNo Diabetes JYes [JNo Psychiatric Care (JYes [ No
Allergies to Anesthetics [ Yes [J No Ear Problems [JYes [JNo Radiation Treatment CYes [ONo
Allergies to Medicine or Epilepsy OYes [OJNo Rash OYes [JNo

Drugs OYes [JNo Eye Problems [JYes [JNo Respiratory Disease OYes [JNo
Anemia [JYes [JNo Fainting OYes [JNo Rheumatic Fever OvYes [JNo
Angina OYes [JNo Foot or Leg Cramps (OYes [JNo Shortness of Breath [Jyes [JNo
Arthritis Oyes [OJNo Gout OYes [INo Sinus Problems OvYes [JNo
Artificial Heart Valves Headaches OvYes ONo Special Diet OYes [JNo

or Joints CJYes [JNo Heart Disease OYes [INo Stroke [DYes [JNo
Asthma O Yes [ No Hemophilia OvYes [ONo Swelling in Ankles, Feet []Yes [JNo
Back Problems ClYes [INo Hepatitis or Jaundice JYes [ No Swollen Neck Glands [(JYes []No
Bleeding Disorders OYes [No High Blood Pressure (Yes [JNo Tired Feet OYes [JNo
Cancer OYes [JNo Kidney Problems Ovyes [JNo Tuberculosis OvYes [JNo
Chemical Dependency [ Yes [JNo Liver Disease CYes [JNo Ulcers [OYes [JNo
Chest Pain JYes []No Low Blood Pressure CYes CJNo Varicose Veins ClYes [ No
Chronic Diarrhea OYes [JNo Nervous Problems JYes [JNo Venereal Disease [OYes [JNo
Circulatory Problems OvYyes [JNo Phiebitis O Yes [JNo Weight Loss, unexplained [ ] Yes [] 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? []Yes []No

If yes, please explain

[ ] MEDICATIONS ALLERGIES

Include prescriptions, over-the-counter medications and vitamins (0 Adhesive/Tape [ Local

[ Anticoagulant Anesthetics

Therapy [[J Novacaine

7] Aspirin (O Penicillin
Pharmacy Name(s) D Codeine D Seafoods
Pharmacy Phone(s) g ltc);?erol 0 Sulta

ine

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

CONSENT

I certify that the above information is true and correct to the best of my knowledge. | give my permission to the doctor to administer and
perform such procedures as may be deemed necessary in the diagnosis and/or treatment of my feet.

Patient's Signature Date
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ICohen & Garcha Podiatry, LLP|

Patient Consent for Use and Disclosure
of Protected Health Information

I hereby give my consent for Cohen & Garcha Podiatry, LLP to use and disclose protected
health information (PHI) about me to carry out treatment, payment and health care operations
(TPO). (The Notice of Privacy Practices provided by Cohen & Garcha Podiatry, LLP
describes such uses and disclosures more completely.)

I have the right to review the Notice of Privacy Practices prior to signing this consent.
Cohen & Garcha Podiatry, LLP reserves the right to revise its Notice of Privacy Practices at
any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request.

With this consent, Cohen & Garcha Podiatry, LLP may call my home or other alternative
location and leave a message on voice mail or in person in reference to any items that assist the
practice in carrying out TPO, such as appointment reminders, insurance items and any calls
pertaining to my clinical care, including laboratory test results, among others.

With this consent, Cohen & Garcha Podiatry, LLP may mail to my home or other alternative
location any items that assist the practice in carrying out TPO, such as appointment reminder
cards and patient staterments.

With this consent, Cohen & Garcha Podiatry, LLP may e-mail to my home or other alternative
location any items that assist the practice in carrying out TPO, such as appointment reminder
cards and patient statements. I have the right to request that Cohen & Garcha Podiatry, LLP
restrict how it uses or discloses my PHI to carry out TPO. The practice is not required to agree to
my requested restrictions, but if it does, it is bound by this agreement,

By signing this form, I am consenting to allow Cohen & Garcha Podiatry, LLP to use and
disclose my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made
disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it,
Cohen & Garcha Podiatry, LLP may decline to provide treatment to me.

Signature of Patient or Legal Guardian

Print Patient’s Name Date

Print Name of Patient or Legal Guardian, if applicable




Cohen & Garcha Podiatry, LLP
949 East Tremont Avenue
Bronx, NY 10460
(718) 617-3668
Fax (718) 617-3824

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient's rights section describing your rights under the law. You ascertain that by your signature
that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or
healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The
HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for
treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a
revocation will not be retroactive.

By signing this form, I understand that:
* Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
« The practice reserves the right to change the privacy policy as allowed by law.
« The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.
* The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
* The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text for online surveys or to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

*Email Address

This consent was signed by:

(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:




