FAMILY FOOT & ANKLE CARE

DR. MARC . FINK, DPM
DIPLOMATE, AMERICAN BOARD OF FOOT AND ANKLE SURGERY

0
801 VOLVO PARKWAY, SUITE 130
CHESAPEAKE, VA 23320
P: (757) 547-3668 F: (757) 547-4335

‘ WWW.FAMILYFOOTCAREVA.COM
Name: Date of Birth: / /
Address: City: State: ZIP:
Email Address: SSN of Responsible Party: / /
Home Phone: Work Phone: Cell:
Do you prefer to be called at home or another number?
Age: Sex: M /F  Weight: Height: Shoe Size:
Are you? (Circle one):  Single Married Widowed Separated Divorced
Employer: Occupation:
Employers Address:
Primary Insurance Co.: ID#: GRP:
Name of Subscriber: DOB: / / SSN: / /
Secondary Insurance Co.: ID#: GRP:
Name of Subscriber: DOB: / / SSN: / /
Emergency contact name: Phone #:

Have you seen a podiatrist or orthopedist for a foot or ankle condition?? Yes / No

Was it less then 65 days? Yes / No

Have you had foot or ankle surgery in the last 2 years? Yes / No if yes, who, where, and when?
Have you been in an accident recently? Yes / No

How did you hear about our office?

Primary Care Physician: Date last seen: Phone:

Preferred pharmacy and street location:

Reason for visit: How long?

| hereby give my permission to Family Foot Care Centers, P.C. to administer treatment and to perform such
procedures as may be deemed necessary in the diagnosis and/or treatment of my foot and/or ankle condition,
and authorize, to the extent necessary, disclosure of medical information to assist in processing my insurance
claim and to communicate with other treating physicians. | understand that | am responsible for any co-pays
and/or deductibles that my insurance requires to receive treatment and care. Furthermore, | assign all
payments of medical benefits provided by my insurance company for medical/surgical care to Family Foot Care
Centers, P.C./ Dr. Marc Fink, D.P.M.

Signature: Date:

(Patient or the person authorized to consent for patient)
Print Name: Relationship to patient:




Medical Information
Have you ever had or been treated for any of the following?
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Major Disease O
Diabetes A1Clevel: __ Drawnon:
/ / Gastrointestinal
High Blood Pressure o Ulcers
Low Blood Pressure 0 Acid reflux (GERD)
Angina O Stomach problems
Arrhythmia O Hiatal hernia
Heart Murmur O Gior rectal bleed
Mitral Valve Prolapse O Bowel disorder
Stroke O
High Cholesterol
Cancer Psychological
O Anxiety
O Depression
HEENT O Psychiatric care
Headaches O Drug dependence
Glaucoma O Alcohol dependence
Hearing Problems O
Miscellaneous
Arthritis O Epilepsy
Osteoarthritis O Thyroid disease
Rheumatoid arthritis O Muscle disease
Gout 0 Kidney disease
Lupus O Bladder problems
O Viv/aids
O Hepatitis/liver disease
Vascular O Venereal disease
Anemia O
Prolonged bleeding
Pacemaker Dermatology
Poor circulation O Rash
Leg pain when walking o Skin ulcers
Varicose veins O Fungal nails
Blood clots O Phlebitis
O Callouses/corns
Respiratory Other medical problems
Asthma O Problems under anesthesia
Tuberculosis O
Emphysema
Have you had the Covid- 19 vaccine? Yes No
Johnson & Johnson Moderna Pfizer



Family history: What and who? (Check off illness and circle relative)
Mother Father Brother Sister Grandfather Grandmother

Diabetes O Arthritis: Osteo or
Heart Disease Rheumatoid
High Blood Pressure O Cancer
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Type — (Ex: Lung, pancreatic, prostate, etc.)

Do you smoke? Yes / No if yes, how many years? how many packs a day?

Did you quit? Yes/ No if yes, when?
Do you drink? Yes / No if yes: Socially/ Daily

Female: Are you pregnant? Yes/No

List all the surgeries and hospitalizations you have had, please include date of surgery or hospitalization:

List all the medications, vitamins, and supplements with dosages that you are currently taking:

MGS. MGS.
MGS. MGS.
MGS. MGS.
MGS. MG

(Need more space for medications? Turn to the back of the page.)

Are you allergic to any of the following?

O Latex O Codeine
O Lidocaine O  Aspirin
O lodine O Adhesive tape
O Penicillin O Tetanus
O No know allergies
Type of allergic reaction: Severe

(Ex. Vomiting, Hives, etc.)

O Sulfa drugs
O Other:

Moderate Mild



| have been advised of Dr. Fink’s Privacy Policies. These policies are posted in the office, and | acknowledge
that | may request a copy of these policies at any time.

Please Print Name:

Signature:

Date:

Legal and Financial Fees

All patients are responsible for payment of claims after 60 days from the date of service. If this matter is referred to a Collection
Agency or a Collections Attorney, you will be responsible for the collection agency/collections attorney fees of up to 35%.
A finance charge of 1% per month will be applied monthly to all accounts not paid within 60 days.

Usual and Customary Fees

Our practice is committed to providing the best treatment for our patients and our charges are based on the usual and customary
rates for our area. You, the patient, are responsible for payment regardless of any insurance company’s determination of rates within
the area which are not usual and customary. If your health insurance is not active the day of your visit, you will be responsible for
100% of the visit costs. It is the patient’s responsibility to know and understand how their health insurance will cover them. The
patient is fully responsible for any out of pocket or non-covered expenses due to lack of health insurance coverage or non-covered
health expenses.

There is a $50.00 returned check fee for checks returned for any reason.

Adults and Minor Patients

Self-pay adult patients are responsible for full payment at the time of service. The adult accompanying a minor patient and the
parents (or legal guardian of the minor) are responsible for full payment.

If you are the legal guardian of a minor patient, you must have a custody order signed by a judge in or to have the minor patient
seen.

Missed Appointments
Unless cancelled at least 24 hours in advance, our policy is to charge for missed appointments at the rate of $70.00. Surgeries that
are cancelled due to patient non-compliance (i.e., not getting labs or H&P done, or no showing for pre-op) will be charged $250.00.
These charges are not covered by insurance. Help us serve you better by keeping your appointments. Initial:

THANK YOU FOR UNDERSTANDING OUR FINANCIAL POLICIES. PLEASE LET US KNOW IF YOU HAVE ANY QUESTIONS OR CONCERNS.

| understand and agree to this financial policy:

Signature of Patient or Responsible Party Date

/ /
Social Security Number of Responsible Party for Patients Under 18 Years of Age

For office use only:

We attempted to obtain in written acknowledgement of our financial and privacy policies, but this could not be obtained due to one
or more of the following reasons:

A) Individual refused to sign
B) Communication barriers prohibited
C) Other:




Privacy Options

Patient:

Please select one:
O lwant NO ONE to receive my Personal Health Information except myself.
O I request the following person(s) BE ALLOWED to access my Personal Health Information:

/ /
Name (Please print) Relationship MM DD  YYYY
/ /
Name (Please print) Relationship MM DD  YYYY
/ /
Name (Please print) Relationship MM DD  YYYY
/ /
Name (Please print) Relationship MM DD  YYYY
O | request the following person(s) NOT BE ALLOWED to access my Personal Health
Information:
/ /
Name (Please print) Relationship MM DD  YYYY
/ /
Name (Please print) Relationship MM DD  YYYY
/ /
Name (Please print) Relationship MM DD  YYYY

Patients Signature MM DD YYYY



