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Specializing in Medicine and Surgery of the Foot & Ankle

Thank you for choosing PA Foot & Ankle Associates!

Patient Information

First Name Last Name Ml DOB
Address City State Zip Code
Social Security Number: Gender: Marital Status: Preferred Language:

Home Phone:

Email:

Cell Phone:

Employer Name:

Work Phone:

Occupation:

Primary Care Physician Information

Name:

Phone Number:

Date Last Seen:

Endocrinologist Information

Name:

Phone Number:

Date Last Seen:

Emergency Contact Information

First Name: Last Name: Phone Number: Relationship:
Insurance

Name of Primary Insurance: Name of Secondary Insurance:

Subscriber Name: Subscriber Name:

Policy # Policy #

Group # Group #

Patient’s relationship to subscriber: Patient’s relationship to subscriber:

Q4 Self Q Child U Spouse O Other | O Self Q Child U Spouse U Other

| authorize PA foot & Ankle Associates to perform examination or treatment needed to diagnose and/ or treat my foot/ankle
condition. | also authorize the taking of and usage of clinical photographs. It is understood that these photos may be used to
further medical education and that my identity will be revealed. | further understand that these X-rays are the property of PA

Foot & Ankle Associates.

Signature of Patient /Responsible Party

Name of Patient/Responsible Party (please print)

Date

Relationship to Patient
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Patient Name:

Date of Birth:

What is your present foot or ankle problem?

PODIATRIC HISTORY

Where is the problem located? [IToe [IBall of foot [IMidfoot/Arch [C1Heel [JAnkle ClLeg

What is the level of pain? C1Mild CIModerate [1Severe

What type of pain are you experiencing? [JAching C0Throbbing [C1Burning C1Shooting [1Stabbing [CISharp

[CONumbness [IStiffness [1Cramping []Other:

What is the duration of the symptoms? [] Days [1Weeks [1Months [IYears

Does anything improve the symptoms?

Does anything worsen the symptoms?

Are symptoms worse at a time of the day?

What is the frequency of pain? Clintermittent C1Constant [JAfter Rest [1Other:

Did the symptoms occur as a result of an injury? [ Yes CINo

What treatment(s) have been rendered by yourself or a physician? (Shoe inserts, medication, injections,

etc.?)

Does your occupation require prolonged walking or standing? (dYes [CINo

What best describes your activity level? Clinactive [1 Moderate [Active [1Very Active

Did you have any foot or ankle problems as a child? CYes [ No

Have you experienced any of the following conditions?

Ankle Pain OYes OINo
Bunions OYes CINo
Cramps Foot/Leg(s) OYes [CINo
Numbness Foot/Leg(s) COYes [ONo

Ingrown Toenails OYes [CONo
Infectious Feet OYes [INo
Amputations [Yes [CONo

Other:

Athlete’s Foot OYes CINo
Corns and Calluses [Yes [ONo
Flat Feet OYes CONo
Heel Pain OYes CONo
Plantar Warts OYes [INo
Ulcerations Yes [ONo

Swelling Ankle/Feet [Yes [INo
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Patient Name:

Date of Birth:

Medical History: Please check if you have ever experienced any of the following conditions-

Cardiovascular-

Respiratory-

[Heart Attack [1Asthma
[IHeart Murmur LIEmphysema
[CIPacemaker [JChronic Cough
[IBypass Surgery Endocrine-
[JHigh Blood Pressure [(IDiabetes
[IChest Pain [IHypothyroid

[IHeart Failure

CIHyperthyroid

ClArtificial Valve

[JLow Blood Sugar

CISwelling in Ankles

Digestive-

Nervous- (I Hepatitis
[IStroke [1Jaundice
ClEpilepsy CIReflux
[JHeadaches [JUIcers
CINumbness/tingling Urinary-

[IFainting/Dizziness

[IKidney Disease

CIParalysis [ Dialysis
Musculoskeletal- [ Kidney Stones
U] Arthritis CJ Burning

L1 Artificial Joint Skin-

] Gout (] Rash/Hives

] Joint Infraction [] Open Wound/Blisters
] Weakness U] Dry/Scaly

[] Spasms [] Change in Color
[1 Back Pain Blood-

Psychiatric- L] Difficult Clotting
(] Depression (] Bruise Easily

L] Anxiety L] Anemia

[ Bipolar Other-

[ Schizophrenia [ Cancer

HEENT- O HIV

[] Hearing Impairment

] Smoke/ How much?

L] Visual Impairment

] Alcohol/ How much?

] Throat Conditions

[ Ringing in the ear(s)

] Balance Disturbance

L] Sinus/Allergies
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Patient Name:

Date of Birth:

FAMILY HISTORY: (Blood relatives only, not family members related by marriage) Indicate the disease
in the disease column and place a check mark in the family member’s column who had the disease.

Disease

Mother

Father

Grandmother

Grandfather

Other

Asthma/Respiratory Disease

Cancer

Diabetes

Gout

Heart Disease

Severe Arthritis

Strokes

Other

Prior Surgeries: List all surgeries & dates

LINO Previous Surgeries

Allergies: List all know allergies (medications, food, animals, etc.)

Medications: List all medications and dosage (Including prescriptions, over the counter medications,

vitamins and herbal medicines)

Medication Name Dosage
Pharmacy Information:
Name: Address:

Phone:
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Communication Consent Form

Patient Name: Date of Birth:

| agree to allow PA Foot & Ankle associates to contact me using the following methods regarding my
personal health information, evaluation and treatment. | authorize/do not authorize PA Foot & Ankle
associates to leave messages for me when | am unavailable as indicated below.

INITIAL TO CONFIRM METHOD NUMBER/ADDRESS MESSAGES (YES OR NO)
APPROVAL OF METHOD
Home Phone ( ) - OYes 1 No
Cell Phone ( ) - OYes 1 No
Text Messaging ( ) - OYes 1 No
Work Phone ( ) - OYes 1 No
Email CIYes 1 No

| authorize PA Foot & Ankle associates and medical staff to discuss my personal health information with
the individuals listed below. | understand that by leaving spaces blank, | am indicating my choice that |
do not want my information shared with or released to anyone else not otherwise authorized under the
Health Insurance Portability and Accountability Act (HIPAA) and the Health Information Technology for
Economic and Clinical Health Act (HITECH).

Name Relationship to Patient Contact Information

By my signature below, | hereby acknowledge that | have read and understand the information
provided on this Consent Form. | understand the risk associated with different methods of
communication, especially email, and consent to the communications outlined in this Consent Form.

Signature of Patient /Responsible Party Date

Name of Patient/Responsible Party (please print) Relationship to Patient
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Release of Billing Information

(initial)l hereby authorize PA foot & Ankle Associates to; (1) release any information necessary to
insurance carriers regarding my illness and treatments; (2) process insurance claims generated in the
course of examination or treatment; and (3) allow a photocopy of my signature to be used to process

insurance claims for the period of lifetime. This order will remain in effect until revoked by me in writing.

| have requested medical services from PA Foot & Ankle Associates on behalf of myself and/or my
dependents, and understand that by making this request, | become fully financially responsible for any
and all charges incurred in the course of the treatment authorized.

| further understand that fees are due and payable on the date that services are rendered and agree to
pay all such charges incurred in full immediately upon presentation of the appropriate statement.

Assignment of Benefits

______(initial)l hereby assign all medical benefits to include major medical benefits to which | am
entitled. | hereby authorize and direct insurance carrier(s), include Medicare, Medicaid, private
insurance and any other health/medical plan, to issue payment check(s) directly to PA Foot & Ankle
associates for medical services rendered to myself and/or my dependents regardless of my insurance
benefits, if any. | understand that | am responsible for any amount not covered by insurance.

Acknowledgement of Receipt of Notice of Privacy Practices

(initial)l acknowledge that | have received a copy of PA Foot & Ankle Associates Notice of Privacy
Practices. This notice describes how PA Foot & Ankle Associates may use and disclose my protected
health information, certain restrictions on the use and disclosure of my health information, and the

rights | may have regarding my protected health information.

I, or my legal representative, certify that | have read this document, that it has been fully explained to
me and that | understand its contents, and hereby agree to all terms and conditions set forth above and
acknowledge the receipt of a copy if requested.

Signature of Patient /Responsible Party Date

Name of Patient/Responsible Party (please print) Relationship to Patient
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Financial Policy

Thank you for choosing PA Foot & Ankle Associates. We realize you have a choice in selecting healthcare
and we are honored you have chosen us. Our staff is committed to providing our patients with the
highest quality of care possible. In doing so, we would like to provide you with information regarding our
office policies. Please feel free to contact or office anytime Monday — Friday during routine business
hours if you have questions, concerns, or suggestions.

o Verification of Benefits- We will attempt to verify coverage and benefits prior to your visit. If we
are unable to obtain a verification of coverage, you may be asked to pay in full or reschedule

your visit for a time the verification can be obtained. This verification will be used to estimate
your financial responsibility; however, this verification is not a guarantee by your health plan to
pay for services received. You are responsible for obtaining an insurance referral from your
primary care provider.

e Payment of Patient Responsibility- Payment of your estimated patient responsibility is expected
at the time services are rendered. This payment will include known deductibles, copays, and
coinsurance amounts applicable for each visit and or procedure. While we may estimate your

financial responsibility, it is your insurance company that makes the final determination
regarding eligibility and benefits. For your convenience we accept cash, checks, most major
credit cards and debit cards.

e NSF Checks/Denied Credit Card Payments- You will be charged a $25.00 fee should a payment be
returned for insufficient funds. This fee applies to payments made at our front desk, mailed into
the Business Office, electronically via the internet, or payments by phone.

e Past Due Amounts- In the event your account becomes past due, and all efforts to collect
payment have failed, your account may be referred to a collection agency.

e Forms/Medical Letters- We are happy to assist you by completing forms and generating medial
letters for you upon your request. The fee for this service varies depending on the form or

letter, but most do not exceed $30.00 per form. Payment is collected when you pick up the
documents. Please allow 14 business days.

e Medical Records- Requests for your medical records and X-rays must be in writing via a special
release form. Original X-rays are the property of PA foot & Ankle Associates. Records transferred

for continued care directly to another doctor have no charge. Hard copies requested for the
patients use will be charged based on the Department of Health’s guidelines.

| have read the financial policies contained above, and my signature below serves as acknowledgement
of a clear understanding of my financial responsibility.

Signature of Patient /Responsible Party Date

Name of Patient/Responsible Party (please print) Relationship to Patient




	Text-hbHlhyXUQT: 
	Text-vCoGeTraGW: 
	Text-LatdnE5Gsw: 
	Text-eJH2ZK9Djh: 
	Text-9pwTDJmtoc: 
	Text-hyaBGdAxdb: 
	Text-bIJ97Z2rgz: 
	Text-eRUTsR_0Vx: 
	Text-NKV-1232Rj: 
	Text-n6A6w7HHiE: 
	Text-71iZPs13rg: 
	Text-yoTacD05cg: 
	Date-8Y-jAIKvh5: 
	Text-h5zae6i8Ot: 
	Text-y08M1F7ofW: 
	Text-J0ufRcZlcZ: 
	Text-HiirDgiR6-: 
	Text-MSTyuumYw3: 
	Text-JYH2aOVBR_: 
	Text-QafldlabKp: 
	Text-pyvp4MOEX_: 
	Text-ic2VI9husl: 
	Text-g136DHCj-E: 
	Text-KZLhbzOLBw: 
	Text-XAK2XQp4S_: 
	Text-qGp0COgsHi: 
	Text-fnGvphvZnL: 
	Text-XmrOf3sqYn: 
	Text-SwSZvYlgtX: 
	Text-3kMqaRUL4W: 
	Text-CMrYz0-eDx: 
	Text-lVJww90Aq3: 
	Text-oBaWdtX_Vv: 
	Text-l7ml4qomIy: 
	CheckBox-s80U-msiXl: Off
	CheckBox-d402mcPTvY: Off
	CheckBox-RW_c-fz71Q: Off
	CheckBox-Z-YAVrave9: Off
	CheckBox-XAifqTzMFz: Off
	CheckBox-tXvsE8XUQu: Off
	CheckBox-DSWAyR044W: Off
	CheckBox-vbHQChUxdl: Off
	Date-VVjtak_V9q: 
	Date-49i7gE1ZnA: 
	Date-h5h48ZJ0_7: 
	Text-A3EB_QFYqL: 
	Text-5rfrebd3S7: 
	Text-n3ee62a376: 
	Date-cY1Sb3h70o: 
	Paragraph-aENQWn5Vkj: 
	Paragraph-Sx3lc72QY6: 
	CheckBox-pX80wRwaIe: Off
	CheckBox-_p2vQn3AEg: Off
	CheckBox-JUQt6g5vZU: Off
	CheckBox-70FyUR_W3C: Off
	CheckBox-Y6azqrBWJN: Off
	CheckBox-9fU5J-fm0r: Off
	CheckBox-Y5ex-E609V: Off
	CheckBox-pDhkJ86yR_: Off
	CheckBox-vR566rbC7C: Off
	CheckBox-m-V3ShPwUK: Off
	CheckBox-YyENqTBT5p: Off
	CheckBox-E_Aiq8wGxZ: Off
	CheckBox-_bNoiPvvNe: Off
	CheckBox-cGX9t2XY6R: Off
	CheckBox-nq9BMIGCBP: Off
	CheckBox-AlQMjknUeJ: Off
	CheckBox-ovRcnGIcNS: Off
	CheckBox-LZIjJF0_Vg: Off
	CheckBox-Eh8Sw1aDo9: Off
	CheckBox-oFtS5Vn77m: Off
	CheckBox-_SKgDQYRZL: Off
	CheckBox-9bc7yjrn5d: Off
	CheckBox-inNs6hZ76t: Off
	CheckBox-UGrWlhmYaU: Off
	CheckBox-VRmNZ5QJyr: Off
	CheckBox-3KSOd5Av0J: Off
	CheckBox-Kjw_1gmuox: Off
	CheckBox-LyuRT39HDb: Off
	CheckBox-cHeo_GaLZ3: Off
	CheckBox-fgUKCsL-xg: Off
	CheckBox-ViPGZQr8yW: Off
	CheckBox-uD6U_h3jNL: Off
	CheckBox-ggxP88JP_x: Off
	CheckBox-FyykA-1S53: Off
	CheckBox-AEiYk5iQQz: Off
	CheckBox-rat7RHBYxg: Off
	CheckBox-tqSWzyAskY: Off
	CheckBox-3abL1MHjyM: Off
	CheckBox-lNyCWP0WuY: Off
	CheckBox-FOpf1PrXqI: Off
	CheckBox-fHCbyVBrU1: Off
	CheckBox-JzffuPxNCR: Off
	CheckBox-J5AtebWrfm: Off
	CheckBox-zT19wYuNcX: Off
	CheckBox-jk7eqizud1: Off
	CheckBox-Oy1YxGV1p3: Off
	CheckBox-DDTdf8UiW9: Off
	CheckBox-W985mqeGjL: Off
	CheckBox-tFggRLcPRJ: Off
	CheckBox--ORC1djiVU: Off
	CheckBox-J7HuVPQ2Rs: Off
	CheckBox-yanP8PLECN: Off
	CheckBox-od_k9MiKKM: Off
	CheckBox-jtQ5IUY51Y: Off
	CheckBox-zVAPnSPMRq: Off
	CheckBox-yJs2-ZoQUe: Off
	CheckBox-16Wr9CTvSi: Off
	CheckBox-elJgZTriNj: Off
	CheckBox-3sizaNvkdy: Off
	CheckBox-yU2Gzkn9T8: Off
	CheckBox-M3v0XgytOG: Off
	CheckBox-GVmMYxc24r: Off
	CheckBox-kv3AvhhmIV: Off
	CheckBox-cfDS6qrCw6: Off
	CheckBox-KU_U5FrVlt: Off
	Text-GE06hpRyQi: 
	Text-e-nNoHtdN6: 
	Text-loO9NP6GpB: 
	Text-Z34hm5cRMy: 
	Text-LOoE6yYLwK: 
	Text-RLGl5XusIo: 
	Text-Uw1yUvh937: 
	Date-OS7C-Ip4dE: 
	CheckBox-Ew97Xv3QxC: Off
	CheckBox-ko9GDfTh60: Off
	CheckBox-NnGoFGYAfd: Off
	CheckBox-m3sf-RW_zK: Off
	CheckBox-idBSJyacVs: Off
	CheckBox-S2a20UD1CU: Off
	CheckBox-IbLHc1ra10: Off
	CheckBox-7HRG93Qggp: Off
	CheckBox-Si_32v8vhc: Off
	CheckBox-_k4c7M2GGU: Off
	CheckBox-Sfz2Pc7uyR: Off
	CheckBox-wqnsvCKtOH: Off
	CheckBox-jqVnhgH5mq: Off
	CheckBox-ElgaL7R2lc: Off
	CheckBox-M8gDgxdRVZ: Off
	CheckBox-J17BQMI91F: Off
	CheckBox-53zZXVSfhZ: Off
	CheckBox-2cTD4TSu64: Off
	CheckBox-TLFoaWqZRZ: Off
	CheckBox-7v_V4M9PCc: Off
	CheckBox--AHawGcMB8: Off
	CheckBox-T7757Xpzor: Off
	CheckBox-qVL0IF_X7o: Off
	CheckBox-dspQGtJrUo: Off
	CheckBox-uQkxCa1Zo9: Off
	CheckBox-9qu5rOwD0z: Off
	CheckBox-dEAdKyN5wM: Off
	CheckBox-3DkmwrFTRr: Off
	CheckBox-MgY91VMj-Q: Off
	CheckBox-K-udEl-7uG: Off
	CheckBox-RmvpXjMaxo: Off
	CheckBox-mx0oYpL8nF: Off
	CheckBox--oHn_GamFn: Off
	CheckBox-C7NdfT2_gk: Off
	CheckBox-0nu8X5W1nm: Off
	CheckBox-WJO7x-kK2i: Off
	CheckBox-6N5XwSYfJe: Off
	CheckBox-0Vf2m68MMh: Off
	CheckBox-zIPNTdsfUq: Off
	CheckBox-5_lSREiktA: Off
	CheckBox-DNqCn-Fjue: Off
	CheckBox-kzdU-wZ3BO: Off
	CheckBox-5W7wWVAoAB: Off
	CheckBox-Yc8aitd8At: Off
	CheckBox-F4a5cdzFbX: Off
	CheckBox-3gPs6Uh3Ju: Off
	CheckBox-vZkIM00YAW: Off
	CheckBox-MEItlpljsn: Off
	CheckBox-kqKbG5d70b: Off
	CheckBox--HtgPIPhWv: Off
	CheckBox-K_HVg2HOHi: Off
	CheckBox-WpSHWTcIlQ: Off
	CheckBox-E7NLSIDEW1: Off
	CheckBox-GH6TU1QoEy: Off
	CheckBox-gQds1fu1oj: Off
	CheckBox-EL41KmwWdR: Off
	CheckBox-MgpMa3cydP: Off
	CheckBox-F3Z_acfITT: Off
	Text-_mJVOa49Iq: 
	CheckBox-Cs91ufSqAp: Off
	Text-EKB2JJzp0n: 
	Text-MDVT8BdRjx: 
	Text-8kto8Gbjhd: 
	Text-LlvFGsArN7: 
	Text-LEomf0qKbP: 
	Text-7q9a2Rcn8K: 
	Text-hMp3xkdnBt: 
	Text-rw40TEhEsb: 
	Text-JrKe9MRPzz: 
	Text-L4L-k0B-iX: 
	Text-dz0YDpT3pX: 
	Text-NjlVlAzfEw: 
	Text-LwbfiVAqPM: 
	Text-rqZUiHrvAX: 
	Text-wgZZcnuZl9: 
	Text-kkk3PIxJ0N: 
	Text-JDfFOLDJ33: 
	Text-83RwIUkpAs: 
	Text-m0xhek_9My: 
	Text-kgNrfQbcEz: 
	Text-uNDOuC1sll: 
	Text-fkzvccYjCI: 
	Text-NWQ0rhb89k: 
	Text-kQf8jHCXVp: 
	Text-TDHkEG4IWW: 
	Text-WTDyRiq42b: 
	Text-VvOqbCuVk5: 
	Text-PctVPKNx5j: 
	Text-0TtvhMPyrS: 
	Text-L6DWH4OZKb: 
	Text-RsFkr4xs7q: 
	Text-oZagrrTM9G: 
	Text-0j-Gqztec3: 
	Text-pitllF-IkW: 
	Text-tZe03ZFi_P: 
	Text-78VfEyTO-6: 
	Text-TAxT1NO-ih: 
	Text-AygwfHgJQn: 
	Text-d2xS_eGPW8: 
	Text-bwvv_w1Imc: 
	Text-Qgl4D207OW: 
	Text-TkKgdIlv_K: 
	Text-nq2cBmb-84: 
	Text-IFKQnszQ-_: 
	Text-_kvTVGqmXZ: 
	Text-QfQitXsuze: 
	Text-ONTyscTDif: 
	Text-9Da7uJV-eN: 
	Text-b840B2l_g2: 
	Text-FwdlJgrAiJ: 
	Text-JaDZFwsv6x: 
	Text-9mSdtIdM4_: 
	Text-rwhpDWXXy_: 
	Text-NMaKpkOABp: 
	Text-VYU6qyjyTn: 
	Text-_pEMCrOtk2: 
	Text-G3k8ekNind: 
	Text-7MclTZV3ub: 
	Text-p-bMEM5x6S: 
	Text-0TYMh7czdp: 
	Text-XaS-7HYvlU: 
	Text-Ii2xa1hwXX: 
	Text-i06QAoxa0T: 
	Text-uYG1HPuTAK: 
	Text-t0dxvI7Qlp: 
	Text-8U-QYKweaj: 
	Text-Fnos3PrDrB: 
	Text-r88MK3U66Y: 
	Text-C1_-fMjU-b: 
	Text-lRygb-S0qQ: 
	Text-nd_XobAb4n: 
	Text-89MZXfavFX: 
	Text-exzI_UOcDW: 
	Text-cThDvguAU0: 
	Text-JoHyBozNQr: 
	Text-pKvcLFJT3X: 
	Text-QHyxyNttyq: 
	Text-PRClTLQBQZ: 
	Text-Br5pZEnhZ6: 
	Text-cjPOlKBS49: 
	Date-XVHO4Kz_jn: 
	CheckBox-DiBG26Lfkg: Off
	CheckBox-MCYPV_mNtB: Off
	CheckBox-0jDrekr2JA: Off
	CheckBox-YEOlAcH5Bs: Off
	CheckBox-IvGgEKdPzP: Off
	CheckBox-ruLePnG8Fe: Off
	CheckBox-o68O1S0sI2: Off
	CheckBox-Vgd3gQorx5: Off
	CheckBox-Ll3a0NNYNH: Off
	CheckBox-VuHW4d6wUy: Off
	Text-IQID3dU-qD: 
	Text-MNx6qgUY7P: 
	Text-IFKQ-Ve7I3: 
	Text-r-V6LEe4t7: 
	Text-kky_XcDqxE: 
	Text-wBSI_dHG-p: 
	Text-w6O0rlQJWd: 
	Text-1UhX8mTkMf: 
	Text-_576OAlsbp: 
	Text-m1pXYiltqE: 
	Text-tDZa912SZD: 
	Date-o4482ObKdb: 
	Text-cSrrKSs2uu: 
	Text-_-4kH-5yKT: 
	Text-YDw9ozBks-: 
	Date-y5wDw6TDs7: 
	Text-zkuTCFB-L7: 
	Text-xaiShJfs54: 
	Text-TP84FH8EwK: 
	Date-RworPIyioD: 
	Text--DDT8AD4eS: 


