Name: __  _.... DOB:

3 _.. Chart Number:
Sex: LIMFIF  Marital Status: [J Single [J Married (] Widowed 7] Divorced SS#:

E-mail: ___ Spouse/Partner Name: .

E-mail newsletters, reminders, statements, etc Emergency Name: ——‘l;;;r;*— -
Address: City: State: Zip: o
Home #: Cell #: Other #: -
Employer: -~ Phone: .~~~
Employer Address: City: __ State: Zip:

Primary Insurance: S —— . ___Areyoutheinsured’ [JYes [INo

Insured Information

Subscriber Name:

o Relationship to insured: [Spouse [ Child [ISelf I other

Phone #: Sex: LIMale (JFemale DOB: e
Address:
Policy 1D: Group ID: Employer:

Secondary Insurance: e Are you the insured? ClYes [INo

Insured Information

Subscriber Name: Relationship to insured: [ISpouse [J Chile [ISelf [ Other
Phone #: Sex: LIMale (JFemale DOB: i
Address: e
Policy ID: Group ID: Employer:
How did you find out about our practice? L] Physician [} Internet [] Telephone book [] Family member [ Friend
L] Other:

What is the reason for your visit today?

. - _. Result of accident or work injury? [IYes [INo
How long has this bothered you? | 2 3 4 5 ¢ 7 [Jdays [Jweeks [Jmonths L[] years

What treatments have you tried & have they been effective?

On a scale of 1-10 (I being no pain and 10 being the worst) what is your level of pain? __ /10

The pain quality is: [lburning [Oconstant Cldull Clsharp Clshooting [throbbing [tingling Othe~:

PLEASE READ AND SIGN

The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 6/5/2012




History and Physical | Name:! -~ pop, e Chart Number:

tledical History: [ Alcoholism [ Blood disorders [] Circulation problems [] Musculoskeletal "] Breathing issues |
L Liver [J Sleep apnea  [J Gout L1 Allergies LI Heart disease 7] Asthma ;
- U Heart murmur O Stomach/bowel [ Depression LT Anxiety disorder L Mental illness 7] Kidney disease
U Blood clot 0 High cholesterol L High blood pressure  [J Cancer [.] Hepatitis
Ul Neuropathy (specify) _ [0 Thyroid disease (specify) [ Diabetes (type |, type 2)
L] Arthritis (specify) —_ W other (speafy) o L] HIv (] CVA

[J Skin disorders  [7] Stroke

—

Are you pregnant? (J Yes [ No  Are you nursing? [] Yes [ No

Surgical History [INone [JAppendectom
Have you ever had any surgical procedures
If yes, please describe:

Do you have any artificial joints? [J Yes (where?

y L3 C-Section [JAngioplasty [Bypass (1Cataracts [ Cholecystectorny
on foot/ankle or anywhere else on your body? [ Yes [J No

) L3 No Do you have an artificial heart valve? [ Yes (] No

Social History
Do you smeke? (Yes [INo If yes how many packs per day? (11 (52 [J3 [14 {35 For how long?

Do you drink alcohol?  [JYes, everyday (5-7 days/week) [JYes, occasionally/socially LJNo/Rarely

Substance abuse: L1Yes, I have a current substance abuse problem. Please specify:
[JYes, I had a past substance abuse problem. Please specify:
LJ No, | have never had a substance abuse problem

What is your occupation?

Do you exercise regularly? [J No, | do not exercise regularly [ Yes, I dot

Does it involve mostly [ standing or [sitting
he following regular exercise:

Family History Is there any family history (blood relative) of: (Please indicate family member)

U Alzheimer’s O Depression

U Arthritis U Diabetes

(7 Bleeding disorders O] Emphysema

U Blood clot U Heart disease

O Cancer U High Blood Pressure -
O Cataracts L Neurological o

U Circulation problems ] Strokes

U Other (specify): e

Review of Systems (Please check the box if you currently have any of these symptoms or check “NONE”)

Cardiovascular Oleg pain when walking  [fever L chest pain/pressure Clleg swelling [Cleold hands/feet
Clfainting [1 palpitations [vascular disease Llvalve problems [INONE
Genitourinary [Iblood in urine Ulhesitancy [Jincontinence [Jincreased urgency
[ldecreased frequency  [lexcessive urination  [Jkidney disease (Jkidney stones [ INONE
Gastrointestinal [Jabdominal pain Ulheartburn [blood in stool  Uvomiting  [lulcers Uconstipation
Cdiarrhea [trouble swallowing  [Jdecrease appetite  [Jincrease appetite CINONE
Integumentary athletes foot {Inail abnormalities Okeloids  Clitchiness Oldry, scaly skin -~ ONONE
Hematologic Cllower leg ulcers [lsickle cell disease [Janemia  [blood thinners Oclotting disorders INONE
Neurological Utingling Hweakness [Jseizures CInumbness [(Oheadaches
Ltremors [lparalysis LINONE
Musculoskeletal Oback pain Lljoint swelling Dlmuscle weakness Cmuscle pain [Jneck pain
[sciatica Ljoint stiffness  [Jjoint pain Ujoint instability Oarthritis CINONE
Respiratory Clchest pain Hwheezing f1corPD [coughing Usnoring
Ushortness of breath Uembhysema LNONE

TS

PLEASE READ AND SIGN

The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

s———— v ——— r—

Patient Signature: Date:




., ' Today’s Date;:

Name: Chart #: . Date of birth: )
Ethnicity: CHispanic or Latino  [INot Hispanic or Latino [Declined to specify
Race: U Asian [JAmerican Indian or Alaska Native LIBlack or Afr can American

CWhite

(INative Hawaiian or other Pacific Islander
Preferred Language:

[IDeclined to specify

— [1Declined to specify

Pharmacy Phone: —
Pharmacy Address: City, State, Zip: e —

Primary Care Physician: N U

Pharmacy Name:

Phone: Date Last Seen:
Address:
Referring Physician: e oo Phoner  Date Last Seen: o
Address: |

Privacy Information Preferences
Do you want to be exempt from public reporting?  [JYes [INo
Can we call the phone number on file? [(JYes [INo
Will you allow us to send internet based (e-mail)

If yes, please provide your e-mail address:

Can we send mail to the address on file? (JYes [INo

Can we leave voicemail on machine? UYes [INo
delivery of reminders and newsletters? UYes [ONo

Who can we leave messages with? UWife [JHusband UDaughter [Son [IOther: - -
Name(s): _—
Smoking Status | Vital Signs
LCurrent Every Day (JSmoker, Current Status Unknown Blood Pressure: /
LCurrent Some Day [JHeavy Tobacco [3Unknown If Ever i , A
. . | Heighe  Weight
LJFormer  CINever [Light Tobacco [l decline to answer
Current Medications Allergies
0 No Known Medications TJ | take the following medications: .7 No Known Allergies (I No Known Drug Allergies
Name: Dose: Name: Reaction:
Name; Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name: } Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name: Dose: Name: Reaction’
Name: Dose: Name: Reaction:
Use the back of this form if more room is needed
oo Se— :
Last Flu Shot Date: _ Did you get a pneumococcal vaccination? CYes N

Have you fallen in the last 12 months? OYes (INo Were you injured from the fall? ('ves JNo

Have you completed any Advanced Directives? [IYes [1No

N
PLEASE READ AND SIGN: The information on my intake form(s) is correct to the best of my knowledge. I understand that throughout my treatment. | am responsible
for notifying the physician and/or medical staff of any and all updates to the information listed above. (Assignment of Benefits): | authorize payment of medical benefits 1o the

practice named above. (Release of Information): | authorize the release of any medical information necessary to process this clam. (HIPAA Privacy). 1 acknowiedge thar |
received my MHIPAA Privacy Practices Notice. (Medication History): | authorize the Doctor's office to retrieve my medication history

Patient Signature: Date:




ACKNOWLEDGEMENT AND AUTHORIZATION

* I'have read and understand the HIPPA/Privacy Policy for Springfield Podiatry Associates

Signed Date:

* | Hereby assign my insurance benefits to be paid directly to the healthcare provider

Signed Date:

* lauthorize Springfield Podiatry to release medical information required to process my claim

Signed Date:

* I have read and understand the Financial Policy for Springfield Podiatry Associates

Signed Date:

* |l authorize Springfield Podiatry Associates to obtain/have access to my medical history

Signed Date;

* 1 authorize my provider's office to contact me by mobile phone

Signed Date:




Springficld Podiatry Associates
Benjamin (. Dickert, DPM
Patrick M. Jones. DPM
222 Carew Street st floor lefi
Springfield. MA 011071610

PATIENT FINANCIAL POLICY

Your understanding of our financial policies is an essent

al element of your care and treatment
discuss them with our office staff

It you have any questions please

*As our patient, you are responsible for all authorzationsirefertals needed to seek treatment i this office
treatment i this office

" Unless other arranements have been made in advance by you. of your health insurance carner payment for office: services
are due at the time or service. We will accept most major Credit Cards, cash and check

T Yourinsurance policy is a contract between you and your insurance company. As courtesy, we will file your insurance ciaim
for you if you assign the benefits to the doctor. In other words. you will agree to have your nsurance comapny pay the doctor
directly. If your insurance company does not pay the practice with a resonable period. we will have to look to your for payment

-

We have made prior arrangements with certain insurers and
bill those plans with which we have an agreement and wi
time: of service

other health plans to accept an assignment of benefits We will
fhonly require you to pay the Copay. co-msurance, deductible at the

»

If you have insurance coverage with a plan with which we do not have
for you on an inassigned basis  This means your insurer will send ¢
care and treatment are due at the time of service

a pnor agreement, we will prepare and send the claim
he payment directly to you  Therefore, all charges for your

»

All health plans are not the same and do not cover the same services  In the event your health plan determines a serivee to
be "not covered." or you do not have an authorization. you will be red

sponsible for the complete charge  We will aitemot to
verify benefits for some specialized services or referrals. however, you remain responsible for charges to any service

rendered  Patients are encouraged to contact their plans for clarification of benefits prior to services rendered

ClE

»

You must inform the office of allnsurance changes and authornzat

onreferral requiremeants In the event the office s not
informed. you will be responsible for any charges denied

{

-

For most services provided in the hospital, we will bill your realth plan Any balance due s your responsibility

-

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

Past due

scounts are subject to collection proceedings. Al costs incurred maciuding. but not imited to. collection fees
attorney fees and court fees shall be your responsibility in addition to the balance due this office

There is a service fee of $35.00 for all returned checks Your insurance company does not cover this fee

We reserve the right to charge a $50.00 fee for all missed visits if we do not receve a 24 hour notice

Signature of Patient/Responsible Party:

Printed Name of Patient/Responsible Party.

__Date

Witness Signature Date

Printed Name of Witness.






