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__ PATIENT REGISTRATION =~ ~ -

Patient Information

Patient Name: First M.L Last
oMoF

Street Address:

Single Married Widowed Other

(CIRCLE ONE)

City: State: Zip:
Home Phone: Work Phone: E-mail Address:
Employer Name: Address: ' Phone #:
Social Security #: Birth date: Age: Occupation:
Emergency Contact Name: Phone #;

Would youllike to receive occasional foot health information vig E-mail? o Yes o No

Insurance

Name of insured (if other than self): Insured Birth Date:
Primary Insurance Carrier: Policy #: Group #:
Patient is: 3 Subscriber  Spouse o Dependent ‘

Secondary Insurance Carrier; (if applicable)

We are required to have a copy of your insurance card(s) on file in order to bill your insurance for you. If we
do not have this information on file, you will be billed dlrectly and are sulely responslble for all charges,
Payment is due at the time ol' service., : :

Injury

Referral

Date of Injury: ' _'i‘ype of i&jﬁry: |:1 Work o Auto o Other
Has a claim been filed? 0 Yes 0 No Claim #: Where was claim filed?
Referred By:

Primary Care Physician: Address: Phone #:

How did you find sut about our office?

€

Signat

Release of Benefits Information;

I authorize my insurance benefits to be paid directly to the doctor. 1 understand that the doctor’s office will
bill my insurance as a courtesy and that I am responsible for all co-payments, deductibles and non-covered
services. | authorize the release of information required to process my claims. (If not signed, payment due at
time of service) ALL CO-PAYMENTS DUE ON DAY OF SERVICE., :

Patient / Parent or Guardian Signature ' Date




Patient Medical History - Confidential iInformation

Patient Name:
Today's Date: : .' Patient's Date of Birth: / !
Lower Extremity Medcical History Medications Madical History
What is the chief reasan for your visit? Ligt all Medications you are taking: —_Yes ___No Anemia
(include fooi,ankle jeg, and hip complaints) {including any over the counter medication __Yes __ No Arhritis
or herbal remedies): ___Yes ___No Adifical Heart Valve
__Yes ___ No Asthma
—_Yes _ No Back Froblems
__Yea __ No Bleeding disorder
—Yes __ _No OnCoumadin
__Yas __ No Cancer
Any previous foat/ ankde/ leg injuries or problems? __Yes ___ No Chemical Depandency
—Yes ___ No Chesi Pain
__Yes _  No Circulatory Problems
Surgeries, liinessss, Injuries —Yas ___No Diabetes
—_Yes __ No Epilepsy
Haveyou been previously treated by a podiabist?  List surgeries, serious injuries and illnesses __Yes __  No Fibromyalgia
Yes No not previously listed: __Yes ___No Gout
Name of podiatric physician; Yes __ No Heart Disease
Date last seen; f ! _Yes _ No Hamophila
__Yos ___ No Hepatitis
General __Yes __ No High Blood Pressure
_.Yes ___No HIV Positive
Height: Weight: Shoe Size:_ Family Hiatory __Yes __ No Kiiney Problems
__Yes __ No Leg Cramps
Soclal History List any significant family medical history. __Yes ___ No Liver Disease
_—ves __ No Lung/Respiratory
Do you Smoke? Yes No __Yes __ No Mentai liness
How Much? packs / —Yes __ No PhiebitisiClots
Years Smoked: ——Yes ___No Psoraisis
Drink Alcohol? Yes No - Yes __ No Rheumatic Fever
How Much: __Yes __ No Stroke
Recreational Drugs? Yes No —_Yes _ Mo Thyroid Problem
What Type: ___Yes __ No Tuberculosis
Pregnant or possibly pregnari? ___ Yes ___ No Allergles and Drug Intolerance —Tes ___ No Ulcers - Stomach
Athletic Activities in which you participate; __Yes ___ No Venereal Disease
—__None / Unknown ___Aspirin —Yes __ No Weight Change
___ Panicillin —Codaina Cther:
Diabetics Only ____Suifa —Demerot
—_Local Aneathetics —_lodinedSheitfizh
__NIDDM _  Insulin Dependent {check one) —_Adhesive / Tape __ Odher
Ineulin dosage: Meantal / Emotional
Years Diagnosed with Diabetes:
Physcian treating Disbates? __Yes _ No Eating Discrder
Date of most recent visit? f f _Yes _ No Afnaety
_._Yes __ No Depression
Runners Only ___Yes __ No Psychiatric
How long have you been runnung? —.Yas __ Neo Alcoholism
Previous ruphing injuries? Yas Mo
Mileage: miles per ___ week _____maonth

Current running shoes:

Currenily training? Yes No




ACKNOWLEDGMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy Practices
and that I have read (or had the opportunity to read if I so choose) and understand
the notice.

Patient Name (please print) Date

Parent or Authorized Representative (if applicable)

Signature

To help us insure vour priv lease answer the followin, estions;

Would you allow us to leave 2 message on your answering machine in reference to
any and all test results? Yes No

Would you like to receive your results via e-mail from the doctor?
Yes No If yes, please provide your e-mail address

E-Mail Address (please print)

Do we have your permission to speak with or leave a message with anyone else (such
as a spouse)? Yes No if yes, please give name of person you would
like us to spesk with if you are unavailable

{Please Print)

Patient or Parent Signature Date




BURLINGTON COUNTY FOOT & ANKLE ASSOCIATES, Inc.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES IHOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND IOW YOU CAN GET ACCESS TO
THIS INFORMATION,

PLEASE REVIEW FF CAREFULLY., THE PRIVACY OF YOUR MEDICAL
INFORMATION IS IMPORTANT TO US.

Our Legal Duty

We are required by applicable lederal and
slale laws to maintain the privacy of yowr
prolecled  health iMermation.  We mie also
required to give you this nolice about our privacy
practices, owr lepal duties, and your rights
concerming your protected healih informalion,
We must follow the privacy practices that aee
described in this notice while il is in effect. This
nolice takes offect April 14, 2003, and will
remain in effect umlil we veplace it.

We rescive the right 1o change our privacy
practices and the leims of this notice at any time,
provided that such changes me pormitied by

applicable law. We reserve the right io make the
changes in our privacy practices amd the new
lernis of our nulice effective For all protected
health inforimaiion that we maintain, mclding
medical information we created or 1cceived
before we made the Lhanges.

You may tequesl a copy of o nalice {or
any subscquent revized wotice) al any e, For
more information aboul vor privacy practices, o
for additional copics of this nolice, please
conlscl us using the infonmedion lisied a1 the end
of this nolice.

Uses and Disclosurcs of Protected Health Information

We will use and disclose yowr protecied
health information aboul you [or ireaiment,
paywment, and health care upesations.

Foilowing ane examples of the types of uses
and disclusures of your protected health care
informmtion (hat may occur. “These examples are
nol meant 1o be exhaustive, bul o describe the
typres o uses aid disclosures that nay be made
by our office.

Treatmeani: We will use and discluse your
protected  health  information o provide,
coutdinate or manage your licalth cae and any
related servicea, This includes the coordination
or managemenl of your health care with a thind
puty. For example, we would discluse your
protected health information, as necessary, o a
honie health agency that provides care ke you.
We  will alse disclose  protecicd  health

information to uvlur physicians who may be
yrealing you. Fur example, your psotected health
information may be provided o a pliysician w
whom you have been sefenied 10 enswe that the
physician has the becessary  inlormation 1o
diagnose ur ireat you.

b addition, we may discluse your proteciel
health information fiom time 1o fime 1o another
physician or health care provider (eg. a
specinlisi or laburatury) who, af the request of
your physician. becomes involved in your care
by providing mssistance with your health care
dUiagnosis or treamient to your physician.

Payment:  Yow  protected  healih
infurmation will be used, as needed, (o obtain
payment Tor your heallh care services. Fhis may
mclude cerfain  activities that your health
insurance plen may undertake before it approves



ur pays {vr e BoAlll  care seTvIces e
recommctd  lor you, sieh as: makang W
determimabion ol chigibilily  of  coverage  lor
insurance benelils, reviewing services provided
te you fir peolecied  health necessily, wnd
undertaking  wlilization review aclivities. For
cxample, obiaining approvat for n hospital siay
may reguite that your relevant prolected health
information be disclosed 10 the health plan 10
vbaia appreval Tor the hospital adwission,

lealth Care Operatives: We may use or
disclose, as needed, your protccied  health
inlormation in onder 10 conduct cerain business
and oporational  activities.  These  activilies
inclie, bk e not  linived  to, guality
assessment activities, employee revicw activilies,
training of stidems, licensing, and comlecting or
ararging lur oiher business activities.

For example, we may use a sipn-in sheet at
the segististion desk where you will be asked i
Sigh your name. We may also call you by name
it dhe waiting room when your doctor is ready o
see you. We may use or disclose your protected
beallh information, s necessary, 160 conlact you
by telephone or miail 10 1emind you of your
appoeiriment.

We will shae your piotected  Thealth
information  with  third  pasty  “business
pssocintes” thal perform various sctivities (e,
billing, tansciiption services) for the praclice,
Whenever an arrangement between our office
and a business associale invilves the wse or
dhsclosute of your profected health information,
we will bave & written contracl that containg
terms thal will protect (he privacy of your
matecied health idormaltion.

We may use or disuluse your protecied
health information, s hecessary, lu provide you
with information about frestment allenatives or
other health-iclated benelite and services thal
may be of inlerest 1o you. We may alse use and
iscuse your protected health infovmation for
olher warketing activities. For example, your
name and nddiess may be used 1 send YUu &
newsleter abo vur praciice and the services we
offer. We may also send vou information about
products or services thal we hefieve smay be
beneficiat 10 you. You may contact us (o reuesi
(hat these smaterials not be sent 1o you

Uses mml Bisclosines Based On Your
Written  Authovization: Oiber  uses and
disclosures of your protecied health information

will be made onty with your autbonzation,
untess olirerwaze pernuticd or reguered by law as
described below.,

You may give us written autharizalim (o
use your prodectzd health information or 1o
disclose it to avyone for any purpuse. 1F yon
pive us an authovization, you may 1cvohe it i
wriling a any fime.  Your revocation witl st
allect any use or disclosures pormitied by your
authorization while # was in eflect.  Withom
your written suthwization, we will not disclose
your health care infonnation excepl as desciibed
in this notice.

(Mhers Ivolyed in Your Heplth Care:
Unfess you object, we may disclose 1o a momier
of your family, a selative, a cluse Micend ur any
ofher person you ideniiy, your protected health
information that directly relates to thin porson’s
involvement in your healih care, I yOu are
wnable Lo agree or object 1o such a disclosure. we
may disclose such infusmation as necessary if we
determine that it is in your Best interest based vn
our professional judgmem. We may use o
disclose protected hiealth infrmation to notifv or
assisl in nolifying a family member, persina
represenialive or any other pesson thal s
responsible for your care of yowr location,
general condition or death.

Markeling: We anay use your profecied
health informalion to  comact Yoo with
infurmation about weatnwent alternmives that may
be of interest oy you. We may disclose your
protected  health  inlormation 1o a  business
associale fo assisl us in these aclivities. Unless
the information is povided 1o you by a gencral
newsletter or in porson or ix for preducts or
services of nominal value, you may opt outl of
receiving further such information by telling us
using the contact information tisted al the end of
this notice.

Research; Meath; Organ Donation: We
may use or discluse your protecied healih
information Tor rescanch purposes in limiled
circumsiances.  We may disclose the pralected
headth information of a deceased person 1o g
vovaner,  profecied  healll  examiner,  fimeral
directer or urgan procurement oiganization {or
ceriain jriposes.

Public UHealth and Safely: We may
disclose your protecied health information to ihve
exienl necessaiy to avert a sedous and imminent



thient 10 your heatth or satcty, of the health or
saletv ol wihers. We misy disclose your protecied
healh milormpbon 10 a pevormnen!  pgency
authized 1o oversee the health care system o
government programs o He contehcion, and {o
public  hcalth  authorilies Tor  public  health

purposes.

llealih  Oversight: We may  disclose
protected health informatio o a health oversigli
apency lur activilies authorized by law, such as
-pudils, investigations amd imspeclions, Oversigin
agencies  secking  this  mlosmation  include
governenent agencies (that oversee the health care
sysiein, government  benefit  progyams,  other
povernment regulaiory programs and civil tighis
laws.

Abuse or Neplecl: We may disclose your
protecied health information o a public bealth
authurity th is authorized by faw 10 receive
reports ol child abuse o neglect. In addifipn, we
may disclose your protected health inlonmation il
we believe that you have been a victin of abuse,
veglect or duméstic violence ke Lhe governmental
entity or agency aulhorized 10 receive such
information. In this case, the disclosure will be
made consistent  with 1the tequirements of
dppiicabie frederal and stare faw s, '

Food and Drag Adminisiration: We may
disclose your protected healih information 1o =
person o company requived by the Food and
Drog Adininistralion 1o report adverse events,
product delects or problems, hiologic product
deviations, to wack products, 1o enable product
recal’s. (o make sepairs or replacements; or (o
coilirct post marketing surveillance, as required.

Criminal  Activity: Consistet  with
apiicable federal and stete laws, we may
disclose your protected heatth information, if we

behicve thal the 3¢ or disclosurc i3 necessary
prevenl or lessen A serious and mymnent threal
w the health or safely of n person or the public.
We may eise  disclose  protected  healils
infomalion il il i necoprary Tor law anlivesmend
aelhorities  to  identily  or  apprehend  an
individual.

Heeguired by Law: We mny use or discluse
yuur prefected heabth infomnmaliom when we aie
regquired to do su by law. For exampie, we musl
disclose your prolecicd health information o the
U.8. Departmend of |lealth mid Neman Services
vpon  reguest For purpases ol determiming
whether we arc in compliance with lederal
privacy laws. We may dJisclose your proteciad
health informalion when avthusized by workers’
commpensation or sinklar lavs.

Precess and Procecdings:  \We iy
disclose your otecied health information i
respunse (o a courl or administative order,
subpoena, discovery regquesi or other tawlut
process, under cerain circwinstances. Under
fimited circumstances, such as a counl oider,
warranl or grand jury subpoena, we imay disciose
yvour protected  health  infonmativn 1 Jaw
eitforcement officials

Law Enferiemeni:  We may disciose
linited inTormatic n 1o a Imw enforcement official
conceming the protected health inlormtion of @
suspect, fugitive, malcrial wilness, crime viclim
or missing persun.  We may disclose the
profecied bealth information of a0 minkde o
other  porsun in Javlul  cuslody © o law
enforcement oflivial or currectional instiulion
under cellain circunsiances. We may disclose
protected health fufoimation where necessary 1o
assist law enforcoment officiale 10 caplute an
individual whu has admitted to participation in a
crime or fins escaped fron lawful custody.

Patient Rights

Access: You have the right Lo fook a1 or get
copies ol your protected heafth information, with
timited exceptions. You must mnke a request in
witling 1o the contact person Jisted herein 1o
obtain  access o your prolecled  health
information. Yuu may also reques! access by
sending us a lewier 10 the address al the end of
this nolice. Il you resquest cupies, we will charge

you $_{ for ench page, $ {2 per lour for slalf
tinie to locale and copy yuur protected health
information, and postage if you want the copics
mailed 10 you. IF you prefer, we will prepare a
summary of an cxplanation of your protected
heatth information for a fee. Contact us using,
the information listed ot the end of this nulice for
8 full explanation uf our lfee structure.



Accounling al Disclosures: Y ou have the
npht 1o recerve & hst ol insiances iy which we o
oar business associgtes disclosed your profecred
health infirmation tor purposes other than
treptment, payment, health care operstions snd
certain olher activities afler April 14, 2003. Afler
April 14, 2009, the accounting will be provide
for the past six (6) years, We will provide you
with the dale on which we made the disclosure,
the name ol the person or entity 10 whon we
disciused your protected health information, a
desciption of the prolecied health information
we disclosed, the senson liw the dischosure, amd
cerinin ciher information, I you roquest this list
more than ouce in a 12-numb pesiod, we may
charge you » reasonable, cosi-based Fee for
responding t these additional requests. Contact
us using the information listed st the end of this
notice for a full explanation of our fee structure,

Resiriclion Requesis:  You have the right
tv reqquesi that we place ndditional restrictions on
our use of disclosure ol your prolected bealth
information.  'We are nol required 1o agree (o
these additinnal restrictions, bt if we do_-se -0l
abide by our agreemeal {cxcept in an
eriergency). Any agreemenl we may make lo a
request for pdditional restriclions mmst be in
writing signed by 8 person muthwrized 1o make
such an pprecinent on our behall, We will not be
bound unless our agreement is so mewmorialized
in wriling,.

Lenfidentinl Communication: Y ou have
e ngld o request 1hat we commumigaie with
you in eontidence abowt your protecied health
information by allernative means or v an
alternative localivn.  You musi make your
request in writing. We musl accommodale your
request il i1 is scasunable, specilies 1he
alicroalive means or location, and contimes (o
permit us to bill and collect paymiem from you.

Amendmeni: You have the right 1o request
that we: ameid your proecied healih informalion.
Your request must be ih wriling, and il musi
explain why the information shonld be amended,
We may deny your request i we did not create
the information you want amended or for certain
other rcasons.  |F we deny your requesi, we will
provide you a wiitien explanstion. You may
respond with a sisement of disagreement 1o be
appended to (he information you wanled
amended. If we accepl your request lo amend
the information, we will make reasonable eifoils
to inform others, including people or enlities you
name, of the amendment and 1o include (he
changey in anw
infornaation,

Lparrs rliugre- o0 sy

Electronie Notice: Il you receive Ihis
nofice on our websile or by electronic mail (e-
mail), you are entitled (o receive this notice in
written form.  Please conlacl us using the
information listed at the end of this nolice o
obtain this notice in writien fonm,

T Questions and Complzrints

If you wanl more inforrstion abow our
privacy practices or have questions or COACETNS,
please contact us using the information below.

I you believe that we miay have violated
your privacy rghls, or you disagree with a
decision we made sbout access (o your protecied
health infonnation or in response 10 & request
you made, you may complain 1o us using (he
contact infosmation below. Yoo also may
subinit a  written complaml te e U.S.

Name of Conlact Person:

(609)714-0082

Depariment of Hewllh and Human Services. We
will provide you with the address to file your
complainl with the U.S. Depariment of {lealth
and Human Services upun request.

We suppori your right 1o prolect the privacy
of your protecied health informative. We will
nol refaliate in tny way if yob choose o file o
complaint with us or with the US. Depriiinent
of Health and 1lunan Services.

o091 11d=0977

Telephone; Fax:
L-mail:
Adldress:

103 014 Marlton Pike, Sulte #J1]Y  Medford, NJ 08055




SUMMARY OF NOTICE OF PRIVACY PRACTICES

This sumteny is provided 1o assist yuu in umderstanding
tlre siinched Mutice of 'rivacy Practices

The mtached  Notice el Privacy
Practices contains a detailed deseription
ol how ovur office will protect your
health  information, your 1ights as o
patient and our common practices in
dealing with paticnt health information,
Please refer 1o that Notwe Tor Turther
infornmtion,

Uses and Disclosures of Health
Information. We will use amd disclose
your healtho inforimation in order o (reat
you or 1o assist olher healih care
providers i reating you. We will also
use and disclose your health information
in order to obinin paymenl lor our
services or lo allow insurance companics
o process insurance claims oy services
rendered o you by us or other health
cure providers. Finally, we may disclose
yaur  health  information  for  cortain
limited operational  aclivitics such as
yualily ASSESSHICIE, licemsing,
acereditation and training of students.

Uses and Disclosures Based on
Your Autherization. Lxcepl as siated
i more detail in the Notice of Privacy
Practices, we wilk nol use or disclose
your health information withoul your
wrillen authorization,

Uses  and  Disclosures  Not
Requiring Your Authorization. In the
loilowing  circumstances,  we may
disclose your health information without
your wrillen authorization:

¢ To Eily members or cluse fricids
who are invelved in your iealth care;

* For  cerlain liited  rescarch
PUPUSCE;

« For purposes ol public heatth and

safety;

e To Govanment agencices  [or
pPUrposcs of their mrclits,
investigations and olier  oversight
activilics;

* To govermuent nuthoritics to prevent
child abuse or domestic violenee:

* Tothe FDA 1o report product delcets
or incideas:

* To law ciforcenent authoritics o
protect public sulely or o assisl in
apprehending criminal offenders:

* When requited by courl  orders,
search warrants, subpocnas and as
oltherwise required by the faw.

"atient Rights. As our paticut, you
have the lollowing rights:

* Tu have access to and/or a copy ol
your health mlormation;

* To reccive an accounting of cerliin
disclosures we have made of your
heatth infonaation;

* To request restrictions as o how
your health information is used or
disclosed,

* To reyuest thal we communicaic
with you in vonfidence;

* To request that we amend your
health information;

* To reccive nulice of our privacy
praclices.

IT you buve a question, concern or
complaint  regarding our  privacy
practices, please reler to the atiached
Notice of Privacy Practices Tor the
person or persons whoin you may
contacl.



