History and Physical Name: DOB: Chart Number:

Medical History: [J Alcoholism [ Blood disorders [J Circulation problems [J Musculoskeletal [] Breathing issues

O Liver (J Sleep apnea [ Gout O Allergies (] Heart disease  [J Asthma
O Heart murmur  [] Stomach/bowel [J Depression O Anxiety disorder [J Mental iliness [ Kidney disease
O Blood clot ] High cholesterol [J High blood pressure  [J Cancer [J Hepatitis
[J Neuropathy (specify) O Thyroid disease (specify) [] Diabetes (type |, type 2)
O Arthritis (specify) O other (specify) CJ HIvV (1 CVA
Are you pregnant? [] Yes [1 No  Are you nursing? [J Yes [J No [J Skin disorders [ Stroke
e =z =

Surgical History CINone CJAppendectomy [ C-Section []Angioplasty [1Bypass [JCataracts [J Cholecystectomy
Have you ever had any surgical procedures on foot/ankle or anywhere else on your body? [ Yes [J No
If yes, please describe:

Do you have any artificial joints? [J Yes (where? ) 0 No Do you have an artificial heart valve? O Yes [J No

Social History
Do you smoke? [1Yes [INo If yes how many packs per day? (11 (02 (013 [J4 [J5 For how long?

Do you drink alcohol?  [1Yes, everyday (5-7 days/week) [JYes, occasionally/socially CJNo/Rarely
Substance abuse: OYes, | have a current substance abuse problem. Please specify:
[Yes, | had a past substance abuse problem. Please specify:
[ No, | have never had a substance abuse problem

What is your occupation? Does it involve mostly [ standing or [lsitting
Do you exercise regularly! L[] No, | do not exercise regularly [J Yes, | do the following regular exercise:

Family History |s there any family history (blood relative) of: (Please indicate family member)

O Alzheimer’s O Depression

O Arthritis [0 Diabetes

O Bleeding disorders [J Emphysema

[0 Blood clot [0 Heart disease

O Cancer [0 High Blood Pressure
[0 Cataracts [0 Neurological

[J Circulation problems O Strokes

O Other (specify):

Review of Systems (Piease check the box if you currently have any of these symptoms or check “NONE”)

Cardiovascular [lleg pain when walking [fever [] chest pain/pressure [lleg swelling [cold hands/feet

Cfainting [J palpitations Olvascular disease Clvalve problems CINONE
Genitourinary Oblood in urine Ohesitancy Oincontinence Oincreased urgency

[Odecreased frequency  Oexcessive urination  [Okidney disease Okidney stones CONONE
Gastrointestinal [Jabdominal pain Uheartburn  Ulblood in stool  Ulvomiting  [ulcers L constipation

[Cldiarrhea Otrouble swallowing ~ [ldecrease appetite  [increase appetite CINONE
Integumentary [lathletes foot [nail abnormalities ~ Okeloids Oitchiness Odry, scaly skin  CIJNONE
Hematologic Cllower leg ulcers [sickle cell disease [Clanemia  [Clblood thinners Clclotting disordersCINONE
Neurological Cltingling CIweakness Oseizures Cnumbness Oheadaches

[Jtremors [paralysis CONONE
Musculoskeletal [Clback pain [(joint swelling Omuscle weakness Omuscle pain Oneck pain

[sciatica Ojoint stiffness  Ojoint pain Ojoint instability Olarthritis CONONE
Respiratory [Jchest pain Owheezing JcorD Ocoughing Csnoring

[Jshortness of breath Oemphysema CONONE

T

PLEASE READ AND SIGN

The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 12/29/2011



Practice: 101ST AVENUE FOOT CARE,P.C. Today’s Date:

Name: DOB: ___ Chart Number:
Sex: [JM UJF  Marital Status: [J Single [ Married [J Widowed [ Divorced SS#:

E-mail: Spouse/Partner Name: ___ o o
E-mail newsletters, reminders, statements, etc, Emergency Name: Phone:

Address: City: State: Zip: _

Home #: Cell #: Other #:

Employer: Phone:

Employer Address: ' City: State: Zip:

Primary Insurance: Are you the insured? [1Yes [INo

Insured Information

Subscriber Name: Relationship to insured: (JSpouse [J Child (ISelf [J other
Phone #: Sex: [(1Male (DFemale DOB: ___ / /|
Address:
Policy ID: Group ID: Employer:
Secondary Insurance: Are you the insured? [Yes CONo

Insured Information

Subscriber Name: Relationship to insured: CJSpouse [ Child ClSelf [ Other
Phone #: Sex: O0Male OFemale DOB: ___ /[
Address:
Policy 1D: Group ID: Employer:
o

How did you hear about the practice? (circle one)

Internet/Google Friend/Family Doctor Referral (who?)

Insurance Company Facebook Other

What is the reason for your visit today?

Result of accident or work injury? (Yes [INo
How long has this botheredyou? | 2 3 4 5 6 7 [Jdays [0 weeks [0 months [ years

What treatments have you tried & have they been effective?

On a scale of 1-10 (I being no pain and 10 being the worst) what is your level of pain? __ /10

The pain quality is: [Jburning [constant Oldull Osharp Oshooting  [Cthrobbing Cltingling Other:

S e

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 6/5/2012



Practice: 101ST AVENUE FOOT CARE,P.C. Today’s Date:

Name: Chart# ___ Date of birth:

Ethnicity: [Hispanic or Latino ~ [JNot Hispanic or Latino [JDeclined to specify

Race: L Asian [JAmerican Indian or Alaska Native [JBlack or African American
CIWhite [JNative Hawaiian or other Pacific Islander ~ [1Declined to specify

Preferred Language: [ODeclined to specify

Pharmacy Name: Pharmacy Phone:

Pharmacy Address: City, State, Zip:

Primary Care Physician: Phone: Date Last Seen:

Address: -

Referring Physician: Phone: Date Last Seen:

Address:

e R T P D T N T

Privacy Information Preferences
Do you want to be exempt from public reporting? [Yes [ONo Can we send mail to the address on file? [1Yes ONo
Can we call the phone number on file? OYes [ONo Can we leave voicemail on machine? OYes [INo

Will you allow us to send internet based (e-mail) delivery of reminders and newsletters? (1Yes [INo
If yes, please provide your e-mail address:

Who can we leave messages with? UWife OOHusband [Daughter (OSon OOther:
Name(s):
B et et s e — T
Smoking Status Vital Signs
OCurrent Every Day [ISmoker, Current Status Unknown Blood Pressure: /
OCurrent Some Day DHeavy Tobacco DUnknf:)wn If Ever Height: Weight:
CFormer [Never [Light Tobacco [l decline to answer
T e ree—
Current Medications Allergies
0 No Known Medications (1 | take the following medications: 0 No Known Allergies [ No Known Drug Allergies
Name: Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name: Dose: Name: Reaction:
Name:__ Dose: Name: Reaction:
Name:_ . Dose: Name: Reaction:
Name._____ i s OB e s e e Name: Reaction:
Name: : ck Dose: ‘w
Use the back of this form if more room is needed

Did you get a pneumococcal vaccination? [Yes ONo
Have you fallen in the last 12 months? OYes OONo Were you injured from the fall? OYes CINo
Advanced Directives: [ Living Will TJDNR [ Durable Power of Attorney [l Surrogate Appointed [0 None

= s
PLEASE READ AND SIGN: The information on my intake form(s) 1s correct to the best of my knowledge. | understand that throughout my treatment, | am responsible
for notifying the physician andior medical staff of any and all updates to the information hsted above. (Assignment of Benefits): | authorize payment of medical benefits to the

practice named above (Release of Informatien): | authorize the release of any medical information necessary to process this clam. (HIPAA Privacy): | acknowledge that |
recerved my HIPAA Privacy Practices Motice. (Medication History): | authorize the Doctor's office to retrieve my medication history.

Pauent Signature: Date:




101ST AVENUE FOOT CARE, P.C.
JOSEPH MICALLEF, DPM
102-14 101ST AVENUE
OZONE PARK, NY 11416
(718) 641-2100
FAX #: (718) 641-2101

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996
("HIPPA"), | have certain rights to privacy regarding my protected health information. |
understand that this information can and will be used to:

1. Conduct, plan and direct my treatment and follow-up among the mutiple
healthcare providers who may be involved in that treatment
directly and indirectly.
2. Obtain payment from third-party payers.
3. Conduct normal healthcare operations such as quality assessments and
physician certifications.

I have received, read and understand your Notice of Privacy Practices containing a
more complete description of the uses and disclosures of my health information. |
understand that this organization has the right to change its Notice of Privacy Practices
from time to time and that | may contact this organization at any time at the address
above to obtain a current copy of the Notice of Private Practices.

I understand that | may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment of health care operations. | also

understand you are not required to agree to my requested restrictions, but if you do
agree then you are bound to abide by such restrictions.

Patient: Date:

(signature)

Parent or Authorized Representative (If Applicable)

OFFICE USE ONLY

| attempted to obtain the patient's signature in acknowledgement on the Notice of Privacy
Practices, but was unable to do so as documented below:

Date: Initials: Reason:
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