 


PATIENT INFORMATION FORM
(PLEASE PRINT AND FILL OUT COMPLETELY)
	
PATIENT NAME:  _________________________________________          ______________________________________              _______   
                   LAST	     			                       FIRST	                  	                                    MI

MAILING ADDRESS: ________________________________________________ CITY: _______________________      ZIP: ___________________

 (
Contact Preference






)DATE OF BIRTH: ____/____/____      AGE: ____        SEX:  M     [ ]   F        

 (
May we leave a message?         



  Yes
      



  No



 Yes       



  No
    
  



 Yes       



  No













           
)
 (
Race/ Ethnicity
:
 
[ ]
 
American Indian 
    
[ ] 
African American 
 
[ ]
 
Asian
     
 
[ ] Caucasian
    
 
[ ] Hispanic
)					                                            
                    HOME PHONE #: (______) ________-_____________  	                   		
                   CELL PHONE #: (______) ________-_______________	                                     		 

E-MAIL: ___________________________________________________			


DO YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY?     [ ]   YES     [ ] NO
	
IF YES, NAME: _____________________________________     RELATIONSHIP: __________________________________________ 
 BEST PHONE #: (______) _______-__________

EMERGENCY CONTACT: ___________________________________________       RELATIONSHIP: ____________________________________ 
BEST PHONE #: (______) _______-__________

PRIMARY CARE DOCTOR: _____________________________________________________    DATE OF YOUR LAST VISIT: ________________

PHONE #: (______) _______-__________

PHARMACY: ________________________________________          LOCATION: ______________________________________________________    
 PHONE #: (______) _______-__________

	INSURANCE INFORMATION

	PERSON RESPONSIBLE FOR BILL
	DOB
	HOME#:
	CELL#:

	PATIENT’S RELATIONSHIP TO SUBSCRIBER:       [ ] SELF            [ ]SPOUSE              [ ]CHILD              [ ]OTHER_______________________

	PRIMARY INSURANCE
	 ID/POLICY#
	GROUP #

	SECONDARY INSURANCE
	ID/POLICY#
	GROUP #


FAMILY HISTORY
MOTHER (ALIVE / DECEASED):     DIABETES       CANCER       HEART DISEASE     HIGH BLOOD PRESSURE
 STROKE           CORONARY ARTERY DISEASE            RHEUMATOID ARTHRITIS       THYROID DISEASE         
 OTHER SYSTEMIC DISEASE: _______________________________________________________________________________

FATHER (ALIVE / DECEASED):      DIABETES       CANCER       HEART DISEASE     HIGH BLOOD PRESSURE
[bookmark: _Hlk491624716] STROKE          CORONARY ARTERY DISEASE            RHEUMATOID ARTHRITIS        THYROID DISEASE           
 OTHER SYSTEMIC DISEASE: _______________________________________________________________________________
PAST MEDICAL HISTORY
HAVE YOU EVER HAD ANY OF THE FOLLOWING?

	[bookmark: _Hlk491629785]ABNORMAL BLEEDING
	Y
	N
	
	DEPRESSION
	Y
	N
	
	KIDNEY DISEASE
	Y
	N

	ACID REFLUX
	Y
	N
	
	DIABETES -INSULIN OR NO INSULIN (CIRCLE)
	Y
	N
	
	LIVER DISEASE
	Y
	N

	AMPUTATIONS
	Y
	N
	
	FIBROMYALGIA
	Y
	N
	
	MITRAL VALVE PROLAPSE
	Y
	N

	ANEMIA
	Y
	N
	
	GOUT
	Y
	N
	
	NEUROPATHY
	Y
	N

	ARTHRITIS
	Y
	N
	
	HEART ATTACK/HEART DISEASE
	Y
	N
	
	NON-HEALING WOUND
	Y
	N

	BACK TROUBLE
	Y
	N
	
	HEPATITIS
	Y
	N
	
	OSTEOPOROSIS
	Y
	N

	BLEEDING DISORDER
	Y
	N
	
	HIGH BLOOD PRESSURE
	Y
	N
	
	SICKLE CELL DISEASE
	Y
	N

	BLOOD CLOTS/PHLEBITIS
	Y
	N
	
	HIGH CHOLESTEROL
	Y
	N
	
	SKIN DISORDER
	Y
	N

	BRONCHITIS/EMPHYSEMA
	Y
	N
	
	HIV+/AIDS
	Y
	N
	
	SLEEP APNEA
	Y
	N

	CANCER(TYPE)___________
	Y
	N
	
	INFLAMMATORY BOWEL  SYNDROME
	Y
	N
	
	STOMACH ULCERS
	Y
	N

	CONGESTIVE HEART FAILURE
	Y
	N
	
	JOINT REPLACEMENT
	Y
	N
	
	STROKE
	Y
	N

	COPD
	Y
	N
	
	KELOID/THICK SCAR
	Y
	N
	
	THYROID DISEASE
	Y
	N

	OTHER CONDITIONS:
	
	
	
	
	
	
	
	
	
	


PLEASE LIST ALL CURRENT MEDICATIONS (INCLUDE OVER-THE-COUNTER MEDS AND HERBAL SUPPLEMENTS):
NAME					 DOSE					      HOW OFTEN DO YOU TAKE?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ALLERGIES:     NO KNOWN DRUG ALLERGIES       MEDICATIONS:_______________________________________________ 
                              NO KNOWN FOOD        SHELLFISH      OTHER FOODS:  ________________________________________       TAPE       LATEX      IODINE     OTHER ALLERGIES:  _______________________________________________________
PAST SURGICAL HISTORY/HOSPITALIZATIONS:
TYPE OF SURGERY/HOSPITALIZATIONS	                                                                                                        DATE		     _________________________________________________________________________________________________________________	
_________________________________________________________________________________________________________________
____________________________________________________________________________________

SOCIAL HISTORY

USE OF TOBACCO:      NEVER       QUIT – HOW LONG AGO? _________      SMOKE ____ PACKS/DAY FOR ____ YEARS
USE OF ALCOHOL:       NEVER       NO LONGER USE      HISTORY OF ALCOHOL ABUSE
  CURRENT USE - TYPE __________________    RARE       OCCASIONAL       MODERATE       DAILY      
USE OF RECREATIONAL DRUGS:      NEVER         QUIT – HOW LONG AGO? _________   
  CURRENT USE - TYPE _______________________    RARE       OCCASIONAL       MODERATE       DAILY   

Prescription Medication Consent Form



The Provider(s) at Order My Steps Podiatry use an electronic medical record system that allows electronic prescribing of medications. Medications are sent to your pharmacy through a secure electronic prescription connection, Surescripts, which improves the timely and accurate transmission of your medication information.
To optimize the use of this electronic capability, and coordinate you care between us and your Primary Doctor and other Specialists, we ask that patients allow us to access their medication history through Surescripts.

Please check only one of the following:

· I consent to allow my provider to access all my medical history.
· I consent to allow my provider to access only my medical history for medications prescribed in this office.
· I DO NOT consent to my provider accessing any of my medication.







Signature						        Print Name



Date















Patient Financial Policy

Your understanding of our financial policies is an essential element of your care and treatment.  If you have any questions, please discuss them with our front office staff or Practice Manager.

· As our patient, YOU are responsible for all authorizations/referrals needed to seek treatment in this office.

· Unless other arrangements have been made in advance by you, or your health insurance carrier, payment for office services are due at the time of service.  We will accept American express, Discover, FSA, HSA, MasterCard, VISA, and cash or money order.

· Your insurance policy is a contract between you and your insurance company.  As a courtesy, we will file your insurance claim for you if you assign the benefits to the doctor.  In other words, you agree to have your insurance company pay the doctor directly.  If your insurance company does not pay the practice within a reasonable period, we will have to look to you for payment.

· We have made prior arrangements with certain insurers and other health plans to accept an assignment of benefits.  We will bill those plans with which we have an agreement and will only require you to pay the co‑pay/co‑insurance/deductible at the time of service.

· If you have insurance coverage with a plan with which we do not have a prior agreement, we will prepare and send the claim for you on an unassigned basis.  This means your insurer will send the payment directly to you.  Therefore, all charges for your care and treatment are due at the time of service.

· All health plans are not the same and do not cover the same services.  In the event your health plan determines a service to be "not covered," or you do not have an authorization, you will be responsible for the complete charge.  We will attempt 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.

· You must inform the office of all insurance changes and authorization/referral requirements.  In the event the office is not informed, you will be responsible for any charges denied.

· For most services provided in the hospital, we will bill your health plan.  Any balance due is your responsibility.

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

· Past due accounts are subject to collection proceedings.  All costs incurred including, but not limited to, collection fees, attorney fees and court fees shall be your responsibility in addition to the balance due this office.

· Due to the financial burden caused by missed appointments there will be a $50 charge for patients who miss appointments, or who do not reschedule their appointment without a 24hours advance notice.
There will be a $250 charge for patients who miss surgery appointments, without a 24hours advance notice.
ALL CHARGES MUST BE PAID, IN FULL, BEFORE YOU WILL BE SEEN.
In addition, if you are more than 15minutes late you may be asked to reschedule your appointment. 
· There is a $30.00 NSF fee for all returned checks, and a 6month probation period before another check can be accepted.  Your insurance company does not cover this fee.

I hereby authorize the Order My Steps Podiatry, PC to apply for benefits on my behalf for covered services rendered by the Doctor(s)/staff and request that payments from my insurance company/carrier be made directly to the practice. To the best of my knowledge, I have answered the questions on this form accurately.  I further certify that the information I have reported with regard to my medical status and insurance coverage is correct.  I also understand that it is my responsibility to inform doctor and the office staff of any changes in my medical information and insurance information. I understand that providing incorrect information can be dangerous to my health. I further authorize the release of any necessary information, including medical information for this or any other related claim to the above patient. This authorization may be revoked by either me or the above named carrier at any time in writing.

I have read and acknowledge the above information.

___________________________________________________	          ___________________________________________________
 SIGNATURE OF PATIENT, RESPONSIBLE PARTY                                PRINT NAME OF PATIENT, RESPONSIBLE PARTY  

_____________________________________________________	          ____________________________________________________
IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT                    DATE



HIPAA ACKNOWLEDGEMENT/CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health information. These rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected health information to carry out:

· Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment);
· Obtaining payment from third party payers (e.g. my insurance company);
· The day-to-day healthcare operations of your practice.

I have also been informed of and given the right to review and secure a copy of your Notice of Privacy Practices, which contains a more complete description of the uses and disclosures of my protected health information and my rights under HIPAA. I understand that you reserve the right to change the terms of this notice from time to time and that I may contact you at any time to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health information is used and disclosed to carry out treatment, payment and health care operations, but that you are not required to agree to these requested restrictions. However, if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to the date I revoke this consent is not affected.


Print Patient Name 

________________________________                                                                                                              


Signature  

________________________________

                                                                                                            
Date 

________________________________

                                                                                                     
Relationship to Patient (if patient unable to sign)

   _________________________________							
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