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WE ARE PLEASED TO HAVE YOU WITH US
We wish to welcome you to our office. Please answer these questions to

help us become better acquainted. If you need any help, please don’t
hesitate to ask.

NAME DATE OF BIRTH AGE
ADDRESS : cITY ZIP
HOME # WORK # _ ALT #

' SOCIAL SECURITY# : MARITAL STATUS SEX

EMATII. ADDRESS

EMPLOYER __ OCCUPATION

INSURANCE COMPANY POLICY HOLDER

POLICY HOLDER NAME AND DATE OF BIRTH

HOW DID YOU FIND OUT ABOUT OUR OFFICE

EMERGENCY CONTACT NAME AND NUMBER

-

I hearby give permission to Dr. Lawrence Brown or Dr. Steven Magier to
administer treatment and to perform such minor operative procedures as
deemed necessary in the diagnosis and/or treatment of my foot or ankle
condition.

I request that payment of authorized insurance benefits be made on my
behalf to:

Ryan Foot & Ankle Clinic, P.C./ Dr. Lawrence Brown/ Dr. Steven Magier
for any services furnished me by that physician/clinic/supplier. I
authorize this clinic to release any information pertinent to my case
to my insurance company (companies).

I agree to be financially rsponsible for all charges incurred at this
clinic including my insurance deductible, co-payment and any services
rejected by my insurance company. I understand that it is my
responsibility to know my insurance plan and all applicable
limitations/restrictions and/or copays and deductible for which T may
be charged.

A photocopy of this assignment shall be considered as effective and
valid as the original.

PATIENTS SIGNATURE ' DATE




PATIENT'S NAME

MEDICAL INFORMATION

This In‘ormation is Important For Our Records And Your Health

Describe your foot problem . . .

How long has it been bothering you? Days. __Weeks Years
Any past problems of your feet anc ankles?

Any past surgical procedures on your feet or ankles? _

Shoe size Current Weight __ Height

Are you allergic or sensitive to:
Antibiotics (Penicillin, Sulfa, drugs, etc.?) o
Any medicines . —
Tape? Betadine (lodine)? __ Otner

Have you had problems taking aspirin or Ibuprofen (/icvil, IMotrin)?
Yes No
ﬁiny problem with local anesthetics(Novocaine, Lidocaine)? Yes No
Are you allergic to inscct bites/bec stinogs? Yes No
GENERAL HEALTH INFORMATION o
Do you have Diabetes? Yes_ _No___ Ifyes, do you take insulin? Yes No

Number of Years

Have you had any scrious illnesses?
Have you had any major surgeries?

Are you under a physician’s care? Yes No_ _ If yes, for what condition

Family Physician _ Dete you last saw this Doctor | DOCTOR'S PHONE#
May we contact your physician about your health? Yes  ~ No .
Name of your Pharmacy or Drug Store ____Phone#

What medications co you take regularly? o

OVER



Check O any of the following you have, or have had a problem with:

O Heart : O Asthma O Skin O Unexplained weight loss
O Circulation O Stomach Ulcers 0O Gout O Frequent Infections

0O Arthritis O Hormones O Tuberculosis O Healing

O Kidneys O Anemia 00 Rheumatic Fever O Neurological Disorder
O Lungs O Bladder O Liver O Intestines

O Cancer O High Blood Pressure

Do you have any artificial joints?

Hip  Yes No
Knee Yes No
Other
Do you have Heart Valve Implant? Yes NO

Family History

Mother  Living Deceased Cause of Death
Father Living Deceased Cause of Death
Brother  Living Deceased Cause of Death
Sister Living ' Deceased Cause of Death

Is there a family (blood relative) history of:
[0 Heart Disease

O Arthritis

O Bleeding Disorder

O Neurological Disorder

O Stroke

O Bunions

0O Hammertoes

O Flatfeet

O Circulation problems in legs or feet

Do you smoke? Yes # packs per day No
Previously smoked? Yes # of years No

Do you drink alcohol or beer? Yes No

O Light Usage 1 -2 per week [ Moderate, 1 -2 perday 0O Heavy, more than 2 per day
Employment: O Sits at job [ Stands at job O Stands & Walks at job [ Retired

Signature Date
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INSURANCE AUTHORIZATION AND WAIVER FORM

PATIENT NAME

INSURANCE CARRIER _

INSURANCE NUMBER &

I REQUEST THAT PAYMENT OF AUTHORIZED INSURANCE BENEFITS BE MADE ON MY
BEHALEF TQC : ;

RYAN FOOT& ANKLE CLINIC, PC/ DR. LAWRENCE BROWN/DR. STEPHEN MAGIER
FOR ANY SERVICES FURNISHED ME BY THAT PHYSICIAN/CLINIC/SUPPLIER. I
AUTHORIZE ANY HOLDER OF HOSPITAL AND/OR MEDICAL INFORMATION ABOUT ME
TC RELEASE TO THE HEALTH CARE FINANCING ADMINISTRATION AND ITS AGENTS
OR MY PRIVATE INSURANCE COMPANY ANY INFORMATION NEEDED TO DETERMINE
THE BENEFITS PAYABLE FOR RELATED SERVICES.

I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY CO-PAYMENTS AND/OR
DEDUCTIBLES. I WILL ALSO BE RESPONSIBLE FOR ANY SERVICES THAT ARE NOT
COVERED BENEFITS BY MY INSURANCE CARRIER. IT IS MY RESPONSIBILITY TO
KNOW MY INSURANCE COVERAGE.

I GIVE PERMISSION TO RYAN FOOT & ANKLE CLINIC, PC AND STAFF TO PERFORM
THE FOLLOWING ACTS:

TO TRANSMIT MY INSURANCE CLAIMS ELECTRONICALLY, TO CALL INSURANCE
COMPANIES REGARDING BENEFITS AND CLAIM STATUS; TO SEND OFFICE
REMINDER, RECALL AND/OR WELCOME AND BIRTHDAY GREETINGS VIA MAIL; TO
SEND ALL LABS AND INFORMATION THROUGH THE LAB DELIVERY SYSTEM; TC CALL
ME BY NAME IN THE OFFICE AND WAITING ROOM; AND TO CALL ME ON THE
TELEPHONE AND LEAVE MESSAGES.

A PHOTOCOPY OF THIS ASSIGNMENT SHALL BE CONSIDERED AS EFFECTIVE AND
VALID AS THE ORIGINAL.

PATIENT'S SIGNATURE DATE




PATIENT CONSENT FORM

The Department of Health and Human Services has established a *Privacy Rule” to help insure
rhat personal health care information is protected for privacy. The Privacy Rule was also created
in order to provide a standard for certain health care providers to obtain their patients’ consent for
uscs and disclosures of health information about the patient to carry out treatment, payment, or
health care operalions.

As our patient we wunt you to know that we respect the privacy of your personal medical
records and will do all we can 1o secure and protect that privecy. 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 and information about trextment, payment or health care operations, in order to
provide health care that is in your best interest.

We also want you to know that we suppart your full access to your personal medical records.
We may have indirect treatment relationships with you (such as laboratories that only interact
with physicians and got patients), and may have to disclose personal health-information for
purposes of treatment, payment, or health care operations. These entities are most often not
required to obtain patient consent.

You may refuse to consent to the use or disclosure of your personal health information, but
this must be in writing. Under this law, we have the right to refuse to treat you should you choose
to refuse to disclose your Personal Health Information (PHI). If you choose to give consent in this
document, at some future time you may request to refuse all or part of your PHI. You may not
revoke actons that have already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with our HIPAA Comphiance
Ofheer.

You have the right to review our privacy notice, to request restrictions and revoke consent in
wnung after you have reviewed our privacy notice

Print Name: Signature: Date:
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COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS

To Our Valued Panears:

The roisuse of Pervonal Health [nformaton (PHI) has been identfied as a national problem causing padents
nconvensence, aggravation, and money. We want you to know that all of our employees, managers and doctors
coaunually undergo training so that they may understand and comply with government rules and regulations
regarding the Health Insurance Porability and Accountability Act (HIPAA) with particular emphaas on the
“Privacy Rule.® We strive to achieve the very highest standards of ethics and integrity in performing services
for our panent.

1t 13 our policy to properly determine ppropriate uses of PHI in accordance with the governmental rules, laws
and regulatons, We want to cnsure that-our pructice never contrbutes in any way to the growing problem of
unproper dusclosure of PHI. As part of this plan, we have implemented a Compliance Prograrn that we believe
wil help us prevent aay inappropriate use of PHI. e,

We 1lso know that we are not perfect! Because of this fact, our policy is to Listen to our employees and our
pateats withput any thought of penalization if they feel that an event in any way compromises our policy of
integnity. More s0, we welcome your input regarding any scrvice problem so that we may remedy the ntuation
prompdy.

Thanx you for being one of our highly valued pauents.



