PATIENT HISTORY

LAST NAME FIRST NAME MIDDLE INITIAL Sst DATE

NAME: SPOUSE, PARENT OR GUARDIAN

BY WHAT NAME DO YOU WISH TO BE ADDRESSED? PATIENT'S EMPLOYER
DATE OF BIRTH AGE HOME PHONE NUMBER CELL PHONE NUMBER
ADDRESS CITY, STATE, ZIP

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

EMERGENCY CONTACT RELATIONSHIP: PHONE:

MARITAL STATUS () SINGLE { ) MARRIED { ) WIDOWED ( ) DIVORCED

PRIMARY INSURANCE: INSURED NAME: INSURED DOB: RELATICNSHIP:

SECONDARY INSURANCE: INSURED NAME:__ INSURED DOE: RELATIONSHIP:

ADDRESS OF INSURED IF DIFFERENT THAN THE PATIENT:

F HAVE GIVEN PERMISSION FOR A MESSAGE TO BE LEFT WITH:

FAMILY MEMBERS: __ YES _NO IF YES, LIST FAMILY MEMBERS:

ON ANSWERING MACHINE: __YES __NG SIGNATURE:

EMAIL ADDRESS:

NOTICE OFI PRIVACY PRACTICE: THIS IS TO ACKNOWLEDGE THAT ANKLE & FOOT SPECGIALISTS OF MARION, INC NOTICE OF PRIVACY
PRACTICES HAS BEEN MADE AVAILABLE TO ME ON THE DATE STATED BELCW, :

IN ORDER FOR US TO SUBMIT A CLAIM FOR SERVICES COVERED UNDER YOUR POLICY, WE MUST HAVE YOUR AUTHORIZATION TO RELEASE
MEDICAL INFORMATION TO YOUR INSURANCE CARRIER.

| AUTHORIZE DR, TIMDTHY J. BROWN / DR, MATTHEW J. BROWN/DR. ANDREW J. BROWN TO FURNISH MY INSURANCE COMPANY WITH ALL
NECESSARY INFORMATION REGARDING MY PRESENT {LLNESS OR INJURY. [ ALSO AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO DR. TIMOTHY J.
BROWN/ DR, MATTHEW J. BROWN/ DR, ANDREW BROW FOR MEDICAL SUPPLIES OR SERVICES PROVIDED,

| GIVE PERMISSION TO DR, BROWN TO EXAMINE AND TREAT MY ANKLE AND/OR FOOT CONDITIONS. [F SURGERY 15 TO BE PERFORMED, THIS FORM
IS TO BE USED IN CONJUNCTION WITH A SURGERY CONSENT FORM,

SIGNATURE OF PATIENT/PARENT/GUARDIAN

REV: 02/20



PODIATRIC HISTORY

PATIENT'S NAME: DATE:

NAME OF FAMILY PHYSICIAN: CITY/STATE LAST VISIT:

FAMILY HISTORY: SIBLINGS: ALIVE  YES NO, IF NO CAUSE OF DEATH AND AGE:

MOTHER ALIVE: YES/NO, IF NO CAUSE OF DEATH AND AGE:
FATHER ALIVE: YES /NO, IF NO CAUSE OF DEATH AND AGE:
PAST SURGICAL HISTORY, DATE, SURGEONS, LOCATION OF SURGERY, PROCEDURE AND OUTCOME:

PAST ANESTHESIA HISTORY:
LOCAL: DATE: PROBLEMS?
GENERAL: DATE: PROBLEMS?

PAST MEDICAL HISTORY: (HIGH BLOOD PRESSURE, HIGH CHOLESTEROL, DIABETES, ETC)

CURRENT MEDICATIONS: (STRENCTH & DOSAGE)

HT: - Wt SHOE SIZE:

DIABETES: DO YOU TEST GLUCOSE EVERYDAY?
RECREATIONAL DRUG USE:  YES / NO
TOBACCO: DO YOU SMOKE OR USE SMOKELESS TOBACCO? ___ HOW MUCH? ____ HOW LONG?

DO YOU DRINK ALCOHOL? YES / NO HOW MUCH? HOW OFTEN?

FEMALES, ARE YOU PREGNANT? YES / NO HYSTERECTOMY? _____  WHEN?

HAVE YOU HAD A FLU  PNEUMONIA SHOT THIS YEAR? YES/NO IF 8O, WHEN_____
HAVE YOU HAD AN EYE EXAM THIS YEAR? YES/NO  IFSO,WHEN____

COVID VACCINE:Y / N BOOSTER: Y [N

CHIEF COMPLAINTS:

NATURE OF PAIN; ( ) SHARP { ) BURNING { ) DULL ACHE ( } SORE ( ) THROBBING ( ) BRUISED ( ) PINS & NEEDLES
LOCATION OF PAIN OR LESION:
DURATION: ONSET; ( ) SUDDEN ( ) GRADUAL FREQUENGY: ( ) CONSTANT ( ) INTERMITTENT
TIMING: { ) WEIGHT BEARING ( ) NON WEIGHT BEARING ( ) SHOE AGGRAVATE { ) DURING WORK _AM _PM

AGGRAVATING / ALLEVIATING FATORS:
PREVIOUS TREATMENTS ATTEMPTED:
DATE OF INJURY:

EXPECTATIONS OF TODAYS VISIT:
UPDATED BY! DATE:




PATIENT HISTORY

PATIENT NAME: MR#
SYSTEM REVIEW: DOCUMENT THE POSITIVE AND PERTINENT NEGATIVE RESPONSES
CONTITUTIONAL SYSTEMS JOINT STIFFNESS /SWELLING  ccconvnn YES NO
GOOD GENERALHEALTH  envienen YES NO WEAKNESS OF A MUSCLE ORJOINT  cocvrvvenne YES NO
RECENTWEIGHT CHANGE oo YES NO RHEUMATOID ARTHRITIS — wovevnrrernene YES NO
FEVER e YES NO INTEGUMENTARY (SKIN/BREAST)
FATIGUE s YES NO RASHOR ITCHING  oeeeeenenn YES NO
EYES CHANGEINSKINCOLOR  woveeneeee YES NO
EYEDISEASE e YES NO CHANGE INHAIRORNALLS vt YES NO
WEAR GLASSES/CONTACTLENSES  vcvvvrsnces YES NO VARICOSEVEINS  coeenvrnerins YES NO
BLURRED ORDOUBLEVISION  wovcvrerins YES NO NEUROLOGICAL
GLAUCOMA s YES NO FREQUENT OR RECURRING HEADACHES. . c..v.vo. YES NO
M A LIGHT HEADED ORDIZZY  covevereeene YES NO

HEARINGLOSS ORRINGING v YES NO CONVULSIONS OR SEIZURES ~ ovevvvrernns YES NO
EARACHES OR DRAINAGE s YES NO NUMBNESS / TINGLING SENSATION  .vevvvveernee YES NO
CHRONIC SINUS PROBLES OR REINITIS cvccreevevn. YES NO TREMORS  covnvsvions YES NO
NOSEBLEEDS  sweecesonren YES NO PARALYSIS e YES NO
MOUTHSORES oo YES NO STROKE  eeeseren YES NO
BLEEDINGGUMS s YES NO HEADINJURY e YES NO
BADBREATHORBADTASTE  werevrsiin YES NO PSYCHIATRIC
SORE THROAT OR VOICE CHANGES  .cuvcvsncnee YES NO MEMORY LOSS OR CONFUSION — evvvvevevee YES NO
SWOLLEN GLANDS INNECK  vvverercre YES NO NERVOUSNESS  sueeeesereeen YES NO
CARDIOVASCULAR DEPRESSION e YES NO
HEARTTROUBLE e YES NO INSOMINIA e YES NO
CHEST PAIN OR ANGINAPECTORIS  +vvvvvvveviens YES NO ANXETY e YES NG
PALPITATION v YES NO PANICATTACKS — rerreeseen YES NO
SHORTNESS OF BREATH WITH WALKING ENDOCRINE

LAYINGFLAT  eeverrennn YES NO GLANDULAR / HORMONE PROBLEMS  +.vvvvcveeeere YES NO
SWELLING OF FEET, ANKLES, HANDS  1vvvvveerrees: YES NO THYROIDDISEASE  ovnneesene YES NO
ATRIAL FBRILLATION e YES NO DIABETES INSULIN? / NON INSULIN? ovvvvvereves YES NO
RESPIRATORY EXCESSIVE THIRST/URINATION  ovvevrnvenn YES NO
CHRONIC OR FREQUENT COUGHS  wovvvvvvrenre YES NO SKINBECOMING DRYER ~ ceoveverenenn YES NO
SPITTINGUPBLOCE  overerenene YES NO HEMATOLOGICAL / LYMPHATIG
SHORTNESS OF BREATH  woeerares YES NO SLOW TO HEALAFTERCUTS  eovvisrevane YES NO
ASTHMAORWHEEZING e YES NO BLEEDING / BRUISING TENDENCY  oonvrreenne YES NO
GASTROINTESTNAL ANEMIA e YES NO
LOSSOFAPPETITE e YES NO PHLEBITIS e YES NO
CHANGE IN BOWEL MOVEMENTS  vverreen YES NO PAST TRANSFUSION s, YES NO
NAUSEAORVOMITING s YES NO ENLARGED GLANDS oo YES NO
FREQUENTDIARRHEA s YES NO ALLERGIC / IMMUNOLOGIC
PAINFUL BOWEL MOVEMENTS OR R N T

CONSTIPATION  coomenrvenee YES NO PENICILLIN, SULFA, OTHER ANTIBIOTIC ©.cvuvrveennrr YES NO
RECTAL BLEEDING / BLOOD INSTOOL uvvvssseiens YES NO REACTION?
ABDOMINAL PAIN OR HEARTBURN ~ ..vvvvvvcreene YES NO MORPHINE, DEMEROL, OR OTHER NARGOTICS....YES NO
PEPTIC ULGER (STOMACH / DUODENAL)....cccovvvern YES NO - REACTION?
GENITQURINARY. NOVACAINE OR OTHER ANESTHETICS vvverievroo. YES NO
FREQUENTURINATION oo YES NO REACTION?
BURNING OR PAINFUL URINATION  cvvesrssonens YES NO ASPRIN OR OTHER PAINREMEDIES  .ovvvvvvervens YES NO
BLOODINURINE e YES NO REACTION?
MUSCULOSKELETAL OTHER DRUG / MEDICATIONS  ..overioen YES NO
JOINT PAIN s YES NO REACTION?
MUSCLE PAIN OR CRAMPS  covovinsenens YES NO KNOWNFOOD ALLERGIES .o YES NO
BACKPAIN ORBACK INJURY  roresvsrens YES NO REACTION?
DIFFICULTY WALKING e YES NO LATEXALLERGY i YES NO

PHARMACY:




Pinancial Policy 2023

@Anidg and Foot Specialists

of Marlon

Your insurance policy is a contract that exists between you and your insurance compeny, Out
telationghip is with you, the patient, and not the insurance company, If you have questions about
your policy, please call the phone number provided on the back of your ingurance cerd, The
petient or resporisibly party it responsible for their bill being paid in fill, Upon your inttisl visit
you will be asked to provide a photo 1D, Please inform e at every visit of any changes 1o your
insurance coverage and provide ug with your most tecent insurance oard.

Please initial each ling mdieating your nuderstanding of our policies:

o COPAYMENTS: It is a tequirenaent: of your insurance company that we collect your co-
pay. Payment is required before meeting with the doctor, a '

____DEDUCTIBLES & CO-INSURANCI: Tf you have 2 high deductible plan, we may
colldét & $125 depostt to apply towards your deductible and co-dnsnrance. Any remeining
balance after swbmission to your insurance cotmpany is your responsibility,

e SELF-PAY (fox non-eovered produets and sexvices and for patients without insurance
coverage): Full payment is due at time of service, Payment for evaluation and management
sarvices at mintmoum will be.required before sesing the dootor, Additional procedures/services
may be recommended by the dootor. You will be informed of these charges before proceeding
with fseatment.

REFERRAL: If your insnrance plan tequires a referral from your primary cate doctor, this
Wil be sequited at the thme of your visit. Without & referral availlable, we will need to reschedule
your appoitiiment, '

. NO SHOW(failuxeto present for your apgoinﬁment): 24 hours-notiee is required for
cancellation of your appointment and fafture to do so will incur 2 $50 fee, Failure to provide 24

. hours-notiee for a scheduled office procedure will incur 2 $100 fee, -

.__SURGERY CANCELLATION: Faflus o provide 5 business-days® notics bsfors surgery
will incor a $500 fee.

... BALANCES/COLLECTION FEES: If payment of an. outsianding balance is not racetved
within 30 days from the posimark date of a mailed statement or e-staterent tme stamp, & $10 re-
billing fee roay be added to each additional statement. Our practice offers the ability to view
staternents and submit payments conveniently and ssourely online, Patients with balances moze
than, 90 days overdus will be turned over 1o collettions and & $35 administrative foo will bo

applisd.
) EMILA/DISABILITY/MEDICAL, RECORDS: There i a $40 charge for having the

#dontor somplets thess forms, Requested, forms will be conpleted within five business days of

diagnosig and care plan. There is & §30 foe to obtain a copy of your medical records,

Thave read and waderstand these finaneial policies,
Patient Name (privt);
Patient/Respousible Party Signature:
Date! / /




