Worthington Foot & Ankle

7 E. Wilson Bri
37 E. Wilson Bridge Rd Today’s date:

Worthington, OH 43085

Welcome to Worthington Foot & Ankle LLC. Please complete this form as accurately as possible.
This information is important in planning your care. We will be happy to assist you as needed.

I. Name: Date of Birth:
Age: Height: Weight: Shoe Size:
Home Address:

City: State: Zip Code:
Telephone: ( ) : SSN: Sex:
Email Address:

Occupation: Employer:

Employer’s Telephone: ( ) Length of Employment:
Primary Care Physician:

Who requested you see us:

In Case of Emergency, Contact:

‘Telephone: ( ) Relationship:

Pharmacy: Telephone: ()
2. Please provide the following Insurance Information and present your Insurance Cards to the Receptionist.
Primary Insurance Secondary Insurance
Name of Insurance: : Name of Insurance:
Effective Date: Effective Date:
Subscriber Name: Subscriber Name:
Subscriber DOB: Subscriber DOB:
Subscriber Social Security #: Subscriber Social Security #:
Relationship to the Patient: Relationship to the Patient:

3. Please describe why you are here to see the doctor by filling in the following blanks.

What is the main problem:
Where on your foot or ankle is it located:

When did this begin:
Was there an injury or accident:

What makes this problem better or worse:

What treatments have you attempted:

4. Please list all Medical Problems you have had. (eg. High Blood Pressure, Diabetes, Asthma, Heart Disease, etc.)

5. Please list all Surgeries and Hospitalizations with date. (eg. Heart Bypass 1984, Knee Scope 1990, etc.)

6. Please lisi all Medications you are now taking or have taken over the past month.
Medication Dose/Times per Day Reason for Taking




7.

8.

9.

10.

Please list all Allergies and identify the reaction. (eg. Penicillin — difficulty breathing, Tape — rash, etc.)

Please list any Medical Problems that run in your family. (eg. Arthritis — father, Heart — grandpa, etc.)

Please answer following questions about Social History:

Marital Status: Single Married Other Name of Spouse/Parent:
Spouse/Parent DOB: Number of Children at Home: Out of Home:

Do yousmoke? YES / NO / QUIT Ifyes, how many packs per day:
Do you drink alcohol? YES / NO  If yes, how many drinks per day:
Do you use recreational drugs? YES/NO If yes, what types:
Do you live in a house or apartment: On what floor:
If you are ill or recovering from surgery, is there someone to assist you at home?
Sports, Hobbies, Activities you enjoy:

Please mark an “X” next to any problem you have ever had:

~ Anemia __ Emphysema _ Kiduney Problems
_Arthritis ___ Epilepsy _ Leg Cramps / Clandication
~ Asthma _ EyeProblems _ Liver Problems

___ Bleeding Disorder _ Glaucoma ____ Pacemaker

~ Blood Clots _ Gout ___ Psychiatric Problems
_ Cancer _ Heart Disease ___ Rheumatic Fever

~ Chest Pain or Angina ___ High Blood Pressure ___ Seizuores

__ Circulation Problems _ HIV Positive / AIDS ~ Stomach Ulcers

_ Diabetes _ Hepatitis / Jaundice _ Stroke

__ Other not listed:

Thereby give my permission to Dr Karl Fulkert, or Dr Sarah Viselli to administer ireatment and to perform such procedures
as may be deemed necessary in the diagnosis and/or treatment of the extremity condition. I also hereby assign to the above
named physicians all benefits provided by my insurance company policy or policies for medical or surgical care. I authorize
the above named physicians to release any information required. I understand that I am financially responsible for any
balance due on my account, including non-covered charges.

Signature of Responsible Party: Date:

I'request that payment of authorized Medicare benefits be made either to me or on my behalf of Dr Karl Fulkert, or Dr Sarah |
Viselli for any services fiirnished me by that physician. T authorize any holder of medical information about me to release to
the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits
payable for refated services. I understand my signature requests that payment be made and authorizes release of medical
information necessary to pay the claim. In Medicare assigned cases, the physician or supplier agrees (o accept the charge
determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, the
coinsurance, and non-covered services. Coinsurance and the deductible are based upon the charge determination of the
Medicare carrier.

Signature of Beneficiary: Date:




Designation for Release of Medical Information to a Family Member, Friend

Or Legal Representative

Introduction

It is the physicians’ responsibility to ensure that the physician-patient relationship is confidential. The
Health Portability and Accountability Act (HIPAA) allow physicians to use their professional judgment on
disclosing certain personal health information to Tamily, friends, etc. without an authorization. This form
is an aid to the physicians in making a determination on disclosing such information. Worthington Foot
and Ankle LLC realized that there are times when you, the patient, may want another person to be
knowledgeable about your medical condition or medical needs. Your doctor wants you to be able, if you
so desire to name a person to whom you want the office staff to speak with about your medical
condition. To enable that, we would ask that you complete the form listed below. Please note the

following points:

e Only one person can be designated for this role

e The designation is valid until you cancel it in writing

e If you designate no one, Worthington Foot and Ankle LLC will not release information to
any family member or friend or legal representative

Designation Statement

L, , designate the following person to be able to speak to a physician
at Worthington Foot and Ankle LLC or staff member, should it be necessary, on my behalf. | hereby give
permission to Worthington Foot and Ankle LLC through its physicians and staff to release to my designee
any information about my medical condition or medical needs or the status of my account and | release
Worthington Foot and Ankle LL, its physicians and staff from any claim of confidentiality in connections

with the release of this information.

Name of Designated Person:

Relationship: _ ' Phone Number: {Home/Cell)

Patient’s Signature:

Date: Witness:

| Decline to designate another person to speak with my physician or clinical staff.

Patient’s Signature:

Date: Withess:




NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATYION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESSE TO THIS INFORMATION,

PLEASE REVIEW [T CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO US.

OUR LEGAL DUTY

\Va are required by applicable federal and state law to maintain the privacy of your health infarmation, We are alss required fo give you,
this Notica about aur privacy bractices, our lagal dutiss, and your rfights conesming your health information. We must follow the privacy
pmcﬂcai that are dascribed in this Notice whila it is in effect. This Notice takes effact Aprl 14, 2003, and will remain in effect unt we
replacs §

W raserve the right to change our privacy practices and the 1arms of this Netles st any time, provided such shanges are permitiad by
applicabla law. Wa reserva the right to meke the changes In our privacy practices and the new terms of our Nofice sffactive for all
health Informetion that we maintain, including haalth information wa created or recaived before we mada the changes. Before we make
a significant change In our privacy practicas, we will change tis Notica and make the new Netice availabla upon request.

For more informiation about our privasy practices, or # request a 2opy of our Nolica please contact us using the Information listed on
this website. '

USES AND DISCLOSURES OF HEALTH INFORMATION
Wa usa and discloss health information about you for treatment, payment, and heatthears operations, For example:

Treafment: Wa may use or diesioss your hezlth Infarmation to 2 physician or ofher healthcare provider providing treatment t you.
Paymant We may uss and diaclose your health informetion to obtaln payment for services wa provida to you.

Healihears Dparatians: We miay usa nd disclosa your hesith information in connection with our healthcare operations. Healthcare
operafons include quality assessment and jmprovement activities, mviewing the compatence or qualficaians of healthcare
professionals, evaluating praciitioner and provider performance, condusting training programa, acereditation, certification, lleensing or
cradentialing activilies, .

Your Autharzatlon: In addition 1o cur vse of your kealth infarmation for treatment, payment or haalthcare operations, you may give us
written authorization to use your health information or to disclose it to anyone for any purposa, [Fyou give us an autharization, you may
rewcke i In writing at any time, Your revocation will not affect any use or disclostras permitted by your authorization while [t was in
effact Unlesz you give us a wiitten authorization, wa eannot use or disclose vour health infonmation for any reason except those
describad in this Notica, .

To Your Famlly and Friands: Wa must disclose your heaith information to you, ax described in the Patient Righls sactian of this
Notice. Wa may diselose your heaith Information to a family member, friend or other person to the extent necessary to help with yeur
healthcare or with paymant fer your healtheare, but only if you agree that we may do =o.

Persons Involvad In Care: Wa may use or disclosa health infarmation o notify, or assist in the notification of (including idenfifying or
Ioeating) a famlly mamber, your personal reprasantativa or another parson responsible far your care, of your lacafion, yeur general
zondition, or death. If you are presant, then pricrto usa or distinsure of your heaith nfermation, we will provids you with an apporunity
to object to such uses or disclosures, In fie avent of your incapacity or emergency cirsumstancas, wa will discloss health information
based en & datermination using qur professional judgmant diselssing anly health Information that Js diractly relevant to the person's
invalvement in your healthcara, We will also use our profassional judgment and our expedence with common praciice 1o make
reasonzble infarences of your best interest in aliewing a parson to piek up flled prescriptions, medical supplies, x-rays, or offier simiiar
forms of health information, '

Marketing Health-Related Services: Wa will not use your health information for marksting communlcations witheut your writtan
authosization,

Raqulrad by Law: We may usa or disclose your hegith Information when we are raguired to do so by law,

Abuase or Neglect: We may disclose your health Information to appropriate autharitias if we reasonably believe that you ara a possible
victim of abuse, neglect, or domastic vinlance or the possible vicim of other crimes. Wa may diseloss your health information fa the
extent necassery o avert 2 serious thraat to your heaith or safety or the haalth or safaty of others.

Natlonal Securfy: We may disclosa to millaty authoriies the health Information of Ammed Forces personne! under certain
circumstaness. Wa may disclose lo authorized federal officials health informaticn requirad for lawidl Intelligence, counteninteligence,
and other national security actlvilise, We may distloss te corractlonal instination ar law snforcement official having lawil! custody of
protasiad health information of inmate ar patisnt Lader cerdaln crcumstances.

Appainimant Reminders! Wa may use or disclose yeur health information to provide you with appointment reminders {such as
volcamali messages, postcards, or lsttars),




PATIENT RIGHTS . :

Access: You heve the right to Jook at or get copies of vour heaith.information, with imited excaptisns, Youmay request that wa
provitia capies In a format other than photscoples. We will usa the format you request uniess we cannot practicably de se. (You must
make & raquast in writing to abtain accags to your health information), We may charge you a reasonable cost-basad fee for eXpansas
such as copies and staff time. If you raguest en atamative format, we will cherge & cost-based fee for providing your health Infesmation
in that formet.

Diaclogure Aceounting: You have the right o racaive a st of instancas In which we or our businass assotiates diselssad your heafth
infnmation for pumosss, ether than treatment, peyment, healthcars operations and cartain ather activiies, but not befors Agrll 14,
2003, If you requast this accounting mora than onee In a 42-month peried, we may charge you a regsonabla, cost-hased fes for
reaponding to thase ddiional requests, .

Rostriction: Yau have the right to request that we place additional restristions on our use or dlaciosure of your haatth information. We
are not required to agree 1o thesa sdditional restrictions, but if we da, we will sbide by cur egreemsnt (excapt In an emergenty).

Alternative Communicatlon: You have the right to reques that we communicats with you sbout your heslth information by altsmalive
tmeans or 1o allernatva locations. {You must make your reguaest In wiiting.} Your requast must spaciy & aftemative means ar
location, end provide satisfaciory axplanation how payments will be handled under the ettemstive means or iocation you raquast

Amandmant: You have the right to request that we amaend your heaith information. (Your request must be In writing, end & must
explaln why the information should be amendad.) We may deny your request undar cartaln circumstancss.

Electronic Netlca: If you racaive this Notice an our Wabsite or by electronic mal! {e-msil}, vou are sntitied to recalva this Natics In
written form. ,

AUESTIONS AND COMPLAINTS
If you want more infarmation about our privacy practices or have questions er concarms, please cantact us ot the addrass or
phone humber provided on this website.

IFyou ars concernad that wa may have viclatad your privacy rights, or you disagres with a decision we made about ascess o
your heaith infermation or in responee to a request you made to amend or rastrict the une o disclosurs of your health
infarmafion or 1o have us communicate with you by atternative means er at alternatve locations, yau mey complain & us using
the eontact information listed en this webstta, You also may submit 2 written complaint ta tha ULS, Depariment of Health and
Human Sarvicae. We will provide you with the sddress to fle your compiaint with the U.S. Depariment of Health anc Human
Senvices Upon raguast )

Wa support your right to tha privacy of vour health information. We will not retaliate in any way if you thoose to file &
complaint with us or with the 11,8, Department of Health and Human Sarvices.

©2002, 2005 American Dantal Associntion, Al Rights Reserved

Reproducilon and uga of this farm by dentlkts and thair stnffis parmitled, Any oiter uss, cuplicaan or dlatribution sf this form by ary olhar
party ragulras tha priot writlen app | of the Amercan Dental L

Thls Form i sducations] anly, doaa net contitrta lgal advica, and cavars anly federal, not stata, lnw [Auguat 44, 2002 Apil 20, 2009}




ACKNOWLEDGMENT OF RECEIPT
GF

NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided with 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



