BAYSHORE PODIATRY CENTER

PATIENT INFORMATION FORM
Date: Age:
Patient’s Name: Date of Birth:
Address: City: State: Zip:
Home Phone: ~ Cell Phone:
E-Mail Address:
Patient Social Security #: Sex: M F

Whom may we thank for referring you?

Primary Care Physician: Phone Number:

Address: City/State:

Insurance Information: (This must be filled out before we can bill your insurance company.)

Employer’s Name: Work Phone #:

Insured Name: Insured Date of Birth:

Insured Social Security #: Occupation:

Name of Insurance: - Phone #:

Address: City: | State: Zip:

ID#: Group #:

Secondary Insurance Name: Phone #:

Address: City: | _ State: __ Zip:
In case of Emergency Contact: Relationship:

Address: Phone #:

Please present this form, your driver license and all insurance LD. cards o the receptionist at this time. Please read the following authorization
and sign the form where indicated. 1 understand that I am responsible for all charges incurred whether or not paid by the above stated insurance. |
hereby authorize this office to release any and all infonmation necessary to secure reimbursement from any insurance company in which L have
subscribed. T hereby authorize and direct payment to Bayshore Podiatry for the medical and/or surgical benefits, if any, otherwise payable to me
under the terms of my insurance. 1 agree and understand that T may be charged 1.5% interest rate per month on any unpaid balance and that T am
responsible for any cost incurred in collection of said balance should that become necessary. 1 have read and understand the above and agree to
comply.

Date: Signature:
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HEALTH INFORMATION / PLEASE CIRCLE YES OR NO

WHAT IS YOUR CHIEF FOOT COMPLAINT?

HOW WOULD YOU RATE YOUR GENERAL HEALTH?

HEIGHT WEIGHT SHOE SIZE

1. DO YOU HAVE DIABETES? .....ocovivivirecettin i e et YES NO

2. IS THERE A FAMILY HISTORY OF DIABETES? ......ccovimuverrmissinninnins YES NO

3. ARE YOU TAKING BLOOD THINNERS? ..o YES NO

4. ARE YOU ALLERGIC TO. ANY MEDICATIONT c.coovoicinnncinrnnisensnnones YES NO

(IF YES PLEASE LIST)

5. HAVE YOU EVER BEEN TREATED FOR ANY OF THE FOLLOWING?

DIABETES .ooeteeeeeeeee et teeseseste st stsbssmanss s passs st e anses s e b s snan g seon et bbb YES NO

ASTHMA <ottt er e e en s s b bR b ey e YES NO

EPILEPSY oot ecetee e etctrae s trse s e cab st s b s bbb R e e s YES NO

RHEUMATIC FEVER ...ooviiicisevee ettt s sbai s s bt YES NO

KIDNEY DISEASE ..ot ettt s YES NO

LIVER DISEASE ..ot iiiinssr e encem st st e s e cs s YES NO

NERVOUS DISORDER .......coocoimimanrienniie e bbb T YES NO

TUBERCULDSIS ..ot reereereerecisicnisiiessstsastastesssssnsssa s ssss sases s st sssncsensnasssssssansnssses YES NO

VENERAL DISEASE ..ot s st s e YES NO

HIGH/LOW BLOOD PRESSURE ... s YES NO

HARDENING OF THE ARTERIES ......cooiioii i e YES NO

PHLEBITIS ..ot siinise et e sb s b nd s s r e s e rn b s bt YES NO

CANCER ..ottt e s aa s 2 a3 e bbb e YES NO

WHAT MEDICATIONS ARE YOU PRESENTLY TAKING?

DO YOU SUFFER FROM:

1. SWELLING IN FEET, ANKLES OR LEGS?....ccicim i YES NO

2, LEG CRAMPS WHEN WALKING OR AT NIGHT?........cocoviniiiiinnn, - YES NO

3. ENLARGED VEINST ..ottt YES NO

4. LOWER BACK PAINT ....ccoiinmiriirinmn st ies s e s st st YES NO

5. TINGLING, BURNING OR LOSS OF SENSATION IN FEET? ..o YES NO
PATIENTS SIGNATURE (GUARDIAN) DATE



FINANCIAL AGREEMENT

Dear Patient,

We are committed to providing you with the best possible podiatric care. To help us achieve this
goal, we need your assistance and understanding of our payment policy.

The amount of benefits you are entitled to depends solely on what your specific insurance
company offers to it's members., Some insurance plans cover as little as 30 percent and some as much as
100 percent of your medical care with most falling in the 50 to 80 percent range. Almost all plans
(including PPQO's, Medicare, and Medicaid) exclude certain services that you may not be aware of. Our
staff recognizes this and will attempt to take the time to discuss charges with you prior to a service if we
know your insurance will not cover it.

Some plans base the amount of benefits on a chart or schedule of fees arbitrarily developed by the
insurance carrier. The actual amount paid by your plan is 80 percent of the fee made up by the insurance
company, not the actual fee charged by our office. Our fees are generally considered to fall within the
acceptable range of most carriers and therefore most procedures are covered up to the maximum allowance
determined by each carrier. This applies only to those companies who pay a percentage (30, 50, or 80
percent) of the U.C.R., which is defined as usual, customary, and reasonable fees for this region.

If you are a member of a PPO plan, your co-payment is due at the time of service.

We greatly appreciate the opportunity to provide your podiatric care and feel it is only fair in our
provider-patient relationship that you be fully aware of the policies of this practice, as well as the type of
service and care that we provide.

*The type of treatment you receive is not based on the type of insurance plan you have. Itis not in
the best interest of the patient to compromise quality care in order to satisfy the insurance companies fee
schedule.

*If you are a member of an insurance company that we are affiliated with, we will file the claim
directly with the insurance company, minus the portion you the insured are responsible for, We will then
bill you if there is a balance rernaining after the carrier has paid, or will reimburse you if the carrier pays
more than expected.

*If you are a member of a plan that we are not affiliated with, we ask that you pay the full amount
of the visit at the time of service. Our office staff will be happy to provide you with a copy of your master
bill, which has the nationally accepted diagnosis and treatment codes necessary for your insurance
company to process your claim. We gladly accept cash, check, MasterCard, Visa, and Discover. Returned
checks are subject to a twenty-five dollar processing fee.

* If your benefit plan requires a pre-certification or pre-authorization, we will submit a treatment
plan for review by your carrier. Please be aware of that, per your insurance carrier, pre-authorization does
not guarantee payment.

* Your insurance company is expected to either pay or deny the claim within 60 days. We will do
everything we can to expedite your claim. Should the insurance company delay payment, you will
ultimately become responsible for payment of the medical services you received and in turn your insurance
carrier will be responsible to you.

*We realize that temporary financial problems may affect vour ability to pay your
medical bill in full. 1f such problems arise, please contact our office at once and we will work out a-
payment plan agreeable to both of us. If the patient does not make payments as agreed and collection
efforts are necessary, a $20 processing fee and a 1.5% interest charge per month will be added to the unpaid
balance.



*If your insurance carrier requires physician referrals, please understand that it is your
responsibility to obtain them. If you do not have a valid referral at the time of your office visit, you will be
responsible for all charges. Do not depend on our staff to keep track of your referrals for you.

*If you have any questions about this agreement or are uncertain regarding your insurance
coverage, we will answer your questions the best we can; we are here to help you. Your insurance
company may also be helpful in answering more specific questions regarding your plan.

Sincerely,

The Doctors and Staff

Patient Signature and Date



RELEASE AND ASSIGNMENT OF BENEFITS

1, the undersigned, authorize payment of the medical and surgical benefits directly to Bayshore Podiatry
Center and to release information including the diagnosis and the records of any such medical or surgical
_care.

[ am also giving Bayshore Podiatry Center all rights to inquire on my behalf on any medical reviews
relating to my medical benefits, either assigned or non-assigned claims.

Patient Signature and Date

In our attempt to better serve the needs of our patients, we have been forced to initiate our current policy of
a fourty dollar {$40.00) charge for broken appointments without proper notice. We understand that a
twenty-four (24) hour notice is not always possible, but please call as soon as you realize that you will not
make your appointment. Thank you for your understanding and cooperation.

Patient Signature and Date



