
nTIENTNAME:
DATE OF BIRTH:

PATIENT INFORMATIONFORM
(PLEASE PRINT)

/_ AGE:

DATE:= /

PATIENTNAME:

HOME ADDRESS:

HOME PHONE #:
WORK PHONE #:
CELL PHONE #:
E-MAIL:

PRIMARY LANGUAGE:

FIRST
DATEOF BIRTH:
MI

CITY/STATE:

MAYWE LEAVEA MESSAGE?

SEX: M F

ZIP:

YES

YES

YES

YES

No

No

No

No

Do YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWEROFATTORNEY? YES
IF YES, NAME:

EMERGENCY CONTACT:

PRIMARY CARE DOCTOR:
PHARMACY:

RELATIONSHIP:

RELATIONSHIP:

LOCATION:

No
PHONE #: (—)

PHONE #: (—)

PHONE:
PHONE (—)

Is THERE A FAMILYMEMBEROROTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR MEDICAL INFORMATION?
YES NAME(S)

NO

WHO IS RESPONSIBLE FOR PAYMENT? RELATIONSHIP TO PATIENT?

ADDRESS:

WHO REFERRED YOU To US?

INSURANCEINFORMATION

CITY/STATE:

PRIMARY INSURANCE COMPANYNAME:

ADDRESS:

INSURED NAME:

CONTRACT #

CITY/STATE:

DATE OF BIRTH

GROUP #

SECONDARYINSURANCE COMPANY NAME:

ZIP:

ZIP:

ZIP:

PHONE #:

PHONE #: (—)
EMPLOYER

PHONE #:
EMPLOYER

ADDRESS:

INSURED NAME:

CONTRACT #

Revised June 2015

CITY/STATE:

DATE OF BIRTH

GROUP #



PATIENTNAME:
DATE OF BIRTH:

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLYTAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS
AND HERBAL SUPPLEMENTS):
NAME

PLEASE LIST ALL PRIOR SURGERIES:
TYPE OF SURGERY

DOSE

DATE TYPE OF SURGERY

HowOFTEN DO YOU TAKE?

DATE

PLEASE LIST ALL PRIOR HOSPITALIZATIONS (OTHER THAN FOR SURGERY):

REASONFOR HOSPITALIZATION REASON FOR HOSPITALIZATIONDATE

SOCIAL HISTORY

DATE

MARITALSTATUS: Cl SINGLE OMARRIED OPARTNERED ÜSEPARATED ÜDIVORCED CIWIDOWED

USE OF ALCOHOL: C] NEVER No LONGER USE ÜHISTORYOFALCOHOLABUSE
ORARE DOCCASIONAL ÜMODERATE ÜDAILYC] CURRENT USE - TYPE

USEOFTOBACCO: NEVER Cl QUIT-HOWLONGAGO? SMOKE

USE OF RECREATIONAL DRUGS: NEVER QUIT-HOW LONG AGO? TYPE

Ü CURRENT USE - TYPE

EMPLOYER:

ÜRARE DOCCASIONAL OMODERATE ÜDAILY

OCCUPATION:

HOWMUCHAREYOU ON YOURFEETATWORK? 010% 025% 050% 075% 0100%
KIND?Do OTHERS DEPENDUPON YOU FOR THEIR CARE? C] CHILDREN-AGE(S)

C]ELDERLYORDISABLED FAMILYMEMBER OOTHER

EXERCISE: NEVER ORARE OCCASIONAL CIWEEKLY C]SEVERALTIMESAWEEK C]DAILY

TYPES OF EXERCISE:

DOYOUHAVEAFAMILYHISTORYOF: C] DIABETES: TYPE 1 OR TYPE 2 ÜCANCER CIHEARTDISEASE

ÜHIGH BLOOD PRESSURE CISTROKE Cl CORONARYARTERYDISEASE Cl THYROID DISEASE

RHEUMATOIDARTHRITIS

OOTHER

Revised June 2015



Ä'TIENT NAME:
DATE OF BIRTH:

YOUR MEDICALHrsT0RY
ALLERGIES: MEDICATIONS

C] ANESTHESIA Ü FOODS

ÜTAPE Q LATEX CISHELLFISH C] IODINE OOTHER
Ü NONE KNOWN

HAVEYOU EVER HAD ANYOF THE FOLLOWING?
ACID REFLUX
ANEMIA
ARTHRITIS

ASTHMA
BACKTROUBLE
BLADDER INFECTIONS

ABNORMAL BLEEDING
BLOOD CLOTS
BLOOD TRANSFUSION
BRONCHITIS EMPHYSEMA
CANCER

DIABETES: TYPE 1 OR
TYPE 2 CIRCLE

OTHER CONDITIONS:

CURRENT PROBLEM

Y
Y
Y
Y
Y
Y
Y

Y
Y
Y

N
N
N
N
N
N
N
N
N
N
N
N

FIBROMYALGIA
GOUT

HEART AffACK
HEART DISEASE FAILURE
HEPATITIS

HIV+ AIDS
HIGH BLOOD PRESSURE

KIDNEYDISEASE
LIVER DISEASE

Low BLOOD PRESSURE
MIGRAINE HEADACHES
MITRALVALVE PROLAPSE

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

N
N
N
N
N
N
N
N
N
N
N
N

NEUROPATHY
OPEN SORES
PNEUMONIA
POLIO

RHEUMATIC FEVER

SICKLE CELL DISEASE
SKIN DISORDER

SLEEP APNEA
STOMACH ULCERS
STROKE
THYROID DISEASE

TUBERCULOSIS

Y
Y
Y

Y
Y
Y
Y
Y

Y
Y

N
N
N

N
N
N
N
N

N
N

WHAT SPECIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY?

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

LEFT FOOT

Top OF FOOT

INSIDE OF FOOT

Revised June 2015

BOTTOMOF FOOT

OUTSIDE OF FOOT

RIGHT FOOT

BOTTOMOF FOOT

OUTSIDE OF FOOT

Top OF FOOT

INSIDE OF FOOT



PATIENTNAME:
DATE OF BIRTH:

HowLONG AGO DID THIS PROBLEM FIRST START? DAYS / WEEKS / MONTHS / YEARS

DIDYOURPAINORPROBLEM: BEGIN ALLOFASUDDEN C] GRADUALLYDEVELOP OVERTIME

HOWWOULDYOUDESCRIBEYOURPAIN? ONO PAIN a SHARP ODULL CIACHING BURNING
ÜRADIATING DITCHING Cl STABBING CIOTHER

HowWOULD YOU RATE YOURPAIN ON A SCALE FROM 0 TO 10? (PLEASE CIRCLE)
(NOPAIN) O 1 2 3456789 10 (WORSTPÆNPOSSIBLE)

SINCE THE TIMEYOURPAIN OR PROBLEM BEGAN, HASIT: ÜSTAYEDTHESAME ÜBECOMEWORSE DIMPROVED
WHATMAKES YOUR PAINORPROBLEMFEELWORSE?ÜWAINNG STANDING DAILYACTIVITIES

ORESTING C]DRESS SHOES CIHIGHHEELS ÜFLAT SHOES DANYCLOSED TOE SHOE
C] RUNNING D OTHER

WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?

HowHAS THIS PROBLEM AFFECTED YOURLIFESTYLE ORABILITY TOWORK?

WAS THIS PROBLEMCAUSED BY AN INJURY? YES (DESCRIBE)

IFYES,WASITAWORK-RELATEDINJURY? DYES ONO

ONO

1 HEREBY CONSENTAND Gln MY PERMISSION TOTHE DOCTOR (AND THE DOCTORS ASSISTANTORDESIGNATED
REPLACEMENT) TOADMINISTER AND PERFORMSUCH PROCEDURESUPON ME AS THE DOCTOR DEEMS NECESSARY.

To THE BEST OF MY KNOWLEDGE, I HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. IUNDERSTAND
THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH. I UNDERSTANDTHAT IT IS MY

RESPONSIBILITY TO INFORM THE DOCTOR AND OFFICE STAFF OFANY CHANGES IN MY MEDICAL STATUS.

PRINT NAMEOF PATIENT, PARENTOR GUARDIAN

IF OTHERTHAN PATIENT, RELATIONSHIPTO PATIENT

SIGNATURE

DATE

Revised June 2015



VAUGHN PODIATRY CENTERFINANICAL POLICY
Your understanding of our financial policies is an essential element of your care and
treatment. If you have any questions, please inform our front office staffor manager.
As our patient, you are responsible for all authorizations/referrals needed to seek
treatment in this offce.
Unless other arrangements have been made in advance, payment for offce services are
due at the time services are rendered. We will accept cash, check, Visa, MasterCard,
CareCredit and American Express.
Your insurancepolicy is a contract between you and your insurance company. As a
couitesy, wewill 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 does not pay the practicewithin a reasonable amount of time
wewill look to you for payment.
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 "none covered, "or you do not have an
authorization, youwill be responsible for the complete charge. Wewill attempt to verify
if a referral/authorization is needed for services; however, you remain responsible for
charges for any services rendered.
Patients are encouraged to contact their plan for clarification of benefits prior to your
visit.
Youmust inform our offce of all insurance changes and authorization/referral
requirements. In the event the office is not informed, you will be responsible for any
charges denied.
Formost services provided in the hospital, we will bill your health plan and any balance
due is your responsibility.
There are certain elective surgicalprocedures forwhich we require pre-payment. You
will be informed in advance if your procedure is one of those. In that event, paymentwill
be due oneweek prior to the elective procedure or surgery.
There is a service fee of $30 for all returned checks. Your insurancecompany does not
cover this fee.
As a patient/responsible party ofVaughn Podiatry Center, I accept the fee charged as a
legal and lawful debt and agree to pay said fee, including any/all collection agency fees,
(33.33%) attorney fees and / or court costs, if such be necessary.

Signature of Responsible Party

TELEPHONE CONTACT

Date

In order for VaughnPodiatry Center and/or its agents to collect money I may owe or servicemy
account, I agree to allow.telephone contact. This contact may be at any telephonenumber
associated withmy account, which could result in charges to me. Vaughn Center and/or
its agents may also contact me by sending text messages or emails, using any email address I
provided to this office. Methods of contact may include pre-recorded/artificial voicemessages
and/or use of automatic dialing devices, as applicable. I/we have read this disclosure and agree
that Vaughn Podiatry Center, its employees and/or agents may contactme/us as described above.

Responsible Party Signature Date



PATÆNTREGISTRATION

Authorizationto release or use informaåon for treatment, payment, or health care operations

I hereby authorize the release or use ofmy individually identifiablehealth information (protected health information

or and medical informationby in order to carry out teatnent, payment, or

health care operaüons.Youshould review e Practice'.sNotice o •vacyPractices for amore complete descripåon

of the potential release and use of such information, and you have the right to review such prior to signing this
Consent Form.

We reserve the right to change the terms ofits Nofice ofPrivacy Practices at any time. Ifwe do make changes to the

terms of its Noüce ofPrivacy Practices, youmay obtain a copy of flie revised notice by our practice or

requesting a copy from our front desk staff.

You retain the right to request that we further resfrict how your protected health information is released or used to

carry out payment, or heath care operations. Our pracfice is not required to agree to such requested

resfrictions•, however, if we do agree to your requested resfriction(s), such restrictions are then binding on the Pracice.

I agree and consent to

VIAMAL
0K TO MAIL TO HONGADDRESS

C] 0K TOMAIL TOWORKADDRESS

VIA HOIvE TELEPHONE

releasing information to me in the followingmanners:
PLEASE NITIAL

Ü 0K TO LEAVE DETAILEDNESSAGE

O LEAVE CALL BACKNrnBER ONLY
WORKTELEPHONE

0K TOLEAVE DETAILED ÄÆSSAGE

Cl LEAVE CALL BACK ONLY
TIA FAX

Ü OKTOFAXTO:

y signing below, I attest that the information provided above is true and accurate

'nature of Insured / Guardian: Date:



Name Date

Do I Need a Test For PAD?
Peripheral Artery Disease (PAD) is a serious circulatory problem in which the blood vessels that carry blood to
your arms, legs, brain and kidneys, become narrowed or clogged. It affects approximately 20 million Americans,
most over the age of 50. It may result in leg discomfort with walking, poor healing of leg sores/ulcers, blood
pressure that is difficult to control, or symptoms of stroke. People with PAD are at significantly higher risk of
stroke and heart attack. Answers to these questions will help determine if you are at risk for PAD and if a
vascular exam will help us better assess your vascular health status.

Check All Applicable Boxes

1.

2.

3.

4.

5.

6.

7.

8.

9.

Do you have foot, calf, buttock, hip or thigh discomfort (aching, fatigue,
tingling, cramping or pain) when you walk which is relieved by rest?

Do you have a history of cardiovascular disease or diabetes and
experience any pain or swelling at rest in your lower legs orfeet?

Do you have a history of cardiovascular disease or diabetes and
experience any leg, foot, or toe pain that oten disturbs yoursleep?

Do you have an ulcer on your thigh, calf, ankle, foot or toe that is slowto
heal?

Do you have diabetes and unusual hair loss or skin discoloration inyour
legs?

Do your fingers or toes feel numb or cold in response totemperature
changes or stress?

Have you suffered a severe injury to your leg(s) or feet?

Do you have an infection of the leg(s) or feet that may begangrenous
(black skin tissue)?

Have you had blockages in your coronary or heart arteries?

Other Comments or Notes:

Patient Signature:

ML-198 Rev E Jan 2019

Date:

This information is for illustrative purposes only. All claims should be reviewed and/or processed by a billing expertprior to submission
as insurance claim policies and procedures are subject to change at any time without notice.


