WLELCOME TO THE OFFICE OF

KENNETIH FOLLOWWILL, D.P.M. Date

PATIENT INFORMATION

Nume . L Bagofbith, ./
first middic lixst

Agpe Ml Female Single Wharried _ Refored by

Address . : _
Street - Ciy St Lip

Preforeed Phones: L Email

Eamily Mhysician o Phone

Cinployer . phone Crecapation .

Employment cequirements Sitting Standing walking lifting __pushing .

hours hours by
Athletic Activitles . Freguoeney

EMERGENCY CONTACT INFORMATION

Mame . Fhone : ___ Relationship

EXPLANATION OF PAYMENT FOLICY AND INSURANCE FILING PROCEDURES

! hersby authorizw Affiliated Foet Center, PO, to release medica! information and necessary daty pertinend to fling of msurance
claims in the mterest of the paticni named above. | autharivze my insurance earricez 19 pay benefits directly to Affiliated Toot
Center, PC on any nnpaid services filed on my bebalf by Affilinted Voot Cenier, PC. | understand that 1 am responsible for

rayment to Affitiated Foot Center, PC for charges for the above patient, regardless of my insurance CRVCTRES,

ACKNOWILEDGMENT OF RECEIPT OF NOTICT OF PRIVACY PRACTICES

1 acknowledge that I was provided a copy of the notice of Privacy which is located on our web site and

posted in our office, and that [ have hud the opportunity o read it if I so choose.

CONSIENT AND AUTHORIZATION FOR TREATMENT

| hercby pgive Dr. Kenneth Followwill, D.P.M. permission to disgnoss and admindster treatinenl for wmy toot condition and

authavize any relense of information obiained in the course of my treatment.

SIGNATURE

DATE




OFFICE OF KENNETIH FOLLOWWILL, D.P.M.

PATIENT HISTORY Palient Name

Current foot problem

Roighy ~ weight ~~ shoesige usuaf shoe gear

Fobacvo usereunvently Noo _  PastNo_ Yes  years ol Tobueco venr of covation
Tobacco user currently Yos . Type . . Armoun! per day

Aleahod consumption No__ Yes - daily social

Curront immunization Influinza .. Pusemonia fover 30

Medical History

DIABETES yos  no

AIDS/HIY yes  no CGrout yes  no
Anciia yos  no Head Trouble yes  ng
Arthritis yes oo Heputitis ye5  noe
Axtificial Heart Valve yes  no Hypcrtension ¥eE N0
Asthima yos 1w Kidney Discase yes Do
Cancer ' ¥8s  no Respiratory Disease ves  no
Circulatory Problems yes  no Stroke ves mo
Epilepsy yes  ho Thyroid Proble

Currently Pregnant? yes  no

MEDICATIONS pleasc inchude dosege snd ficquency

1. 5.
2. ; . , 6.
3. | f,
4, | | g,

ALLERGIES NO KNOWN DRUG ALLERGIES

1. 2. 3.

Other information you think we should be aware of:

Signature: ) Date




INSURANCE INFORMATION

Primmry inguransce - plione

Momber [D# L ; Growpd S&#

Policy holder reafiionship _bhon

Secondary insuraned ) : N phots

Memeber 113+ ' . Group#

Podicy helder o o relationshig _ Dop

Patient Financial Policy
Yo understanding ol our financial policies 15 an esseatial element of your care and treatment. H you have any questions, pleass
discuss them with our font office staff or superyisor.

 As our patient, you are responsitie for ol awtharizationsfieferrals neaded to seek troatment in this office.

+ Unless other nnangements have been made in advance by you, or your heaith nsuranee carrier, pavment for office
survices ave due al the time of service. Wo will accept VISA, MusterCard, Discover, cash or checl,

* Your insurance policy iy a contract between you and your insuesnge company. As a coudesy, we will file your insurapes
claim for you i you assign the bencfits to the doctor. b other words, you sgree to have your indurance company pay the
doctor dircctly. It your insurance company does nol pay the practice within 2 reasonable period, we will have 1o book to
¥ou for payirend,

* We have made prior areangements with certain insurers and other health plans to acecpt an assignment of benefits, We
will bill these plans with wihich we lave an agrcomest and will only requirte you to pay the
co-pay/ro—insaranesidoductible,

+ I you have inswignce coverage with 1 pha with which we o ot have a priar agresment, we witd prepare and sondg the
claim for you on wn onassigned basis, This means your tisuver will sendd the pavinent dircetty to you. ‘Fheredore, all
charges for your care and freaiment are duc al the time of servico.

* All healti: plans arg not the same and do not cover the same servives. In the cvent your henlth plen determines a service (o
be "not eovered” or you do not have an awthorization, you will be respoasible for the complate charge. We will attempt
to verily benefits for some specialized servicos or referrals; however, you remain responsibie for chiarges to any service
romdered. Patients are encouraged to contact their plans for charificatien of benedite prior to services rendered,

+ You must inform the office of all-inswance changes and authorizationfreterral requiremends. In the event the office is ot
informed, you witl be responsible tfor any charges denied.

= For most services provided in the hospital, we will bill your bealth plan, Any balenee due is your responasibifity.

» There are certain eloctive surgical procedures for which we Fequire pre—payinent. You will be informed in advance if
your procedure is one of those. In that event, payment will be due onc week prior to the surpoty,

= Past due sccounts are suhjecl 1o collection proveedings. AH costs mouered including, but not limited o, collsction fees,
allorney fees and oourl fees shall be your vesponsibilily in addition to the balance dus this office.

* There s 1 service fee of $25.00 for all retiitned checks, Your insurance company does not cover his fes.

Signature of Paticnt/Respoisible Pariy:

frinted Name af Patient/Respensible Pary Diate:




Consent and Authorization for the Disclosare
of Protected Health Information for Treatment,

Payment, or Healthcare Operations (§164.508(a))
Revised March 2013 |

| R i B dTEERES Name) nnderstand that as.part of my
heaitheare, this facility sriginates and snaintains health records describing my heaith hiséory,
symptonts, examination and: test results, dfagnosis, freateaent and any plans for future care or
treatment, ! anderstamd thet this information serves as:

* & buisls for planning my care and treatment; |

sz means of communication among the health prafessionals whe may conribute to my
healtheare; _ _ _

*a source of infermation for applying my disguosicand surgieal information to vy billy |
* 3 weans by which a third-party payer can verify that services bilted were acinafly provided:
» 4 tool for foutiire healthcare operations such as assessing quatity and reviewing the '
competence of healthcare professiovals.

T bhaye been provided withia copy of the Nerice umecjr._-Pmcﬁm that provides a more
complete deseription of information uses and disclonyres.

I understand-that as part of my care and tréstment it winy be necessary fo pravide my
Protected Health Information to-apotlior ¢overed eotity. I have the right to revicw this
facility's notice prior to signing this authorization. | suthorize the disclosare of my Protected
Hialth Luformation as spesified bidow for the purposes and to thi¢ parties designated by me,

X wnderstand that

» Ihave the right to review this facllity’s Netide of Information practices priog to sighing this
congant;

- = Xhis facility, veservés the fight (o change the notice.and practiess and that prio? te
implemenfanion will mail 2 copy. of any revised otice to the address I've provided if
requayted; '

* Tave the right to regtest réstrictions as fo bow:my protected beaith information may be
used or discinied to earry onttreatment payment, or-healthcare operations and that this
facility i¥ not required by law to.agree to the restrictions reguested.

* Iyaay revoke.this consent in writing at any time, except to.the extent that this facility, has
afteady taken.acton in refiance thereon,

* It iy this:fadliity’s procedure to sharve Protected Health Information with Tabs, x-rays,
consaiting physicians, and bhospitals, We will cali the pharmary of your choice regardiig youy
preseriptions. We will only exchange miniimum necossary Profected Health Information for
each trinsection, . _

* T have the right to restvivr-disclosure of PHI to # health, plits with respect to irdatment for which
the individuat has paid fully out-ofspocket : '

Signature of Pationt of Legsl Representative Wikness,

Printed Name of Patient :}r.Lg_gﬁi;Rgpreﬁéﬁﬁtﬁfﬁ'Wiméﬁs Date



insurance accepted

Aefna
Bine Cross Blue Shicld
Cignza
GEHA
Hurmana
Medicare
Traditional, AARP Medicare, UHC Medieare, Care N Care, Care Improvement Plus
Medicuid
‘Fraditionat, Amerigroup, Cigna HealthSpring
Tracure ;
Tricare for Life, TeiWest
United HeathCare



Emmpds Website Disclaimaer

The information on this site is provided for your assistance only; this site does not provide podiattic advice. You
should never djagnose or treat youself for a podiatric condition based on the informaation provided herein, and the
information is not provided for that purposc. Iikewise, you should never determine {hat freatment is unnecessary based
on this mformation. The information contained herein is not a substitute for podiatyic care provided by a licensed
podiatric professional. The infotmation provided herein is not padiatric, medical or professional advice, This site docs
ot create a doctor-patient rclationship. : '
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