Soc. Sec. # Birthdate

Name Home Phone

Last Name First Name Initial

| Address Cell Phone

City State Zip E-mail

Sexx: QM QF Q Minor QO Single U Married QO Long Term Partner QO Divorced 0 Widowed O Separated

Employer Business Phone

Business Address Occupation

" Who should we thank for referring you?

In case of emergency, who should we contact?

| PRIMARY INSURANCE

- Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip

Responsible Party Employed By Business Phone

B Business Address Occupation

Insurance Company

Insurance Company Address
Subscriber LD. #
ADDITIONAL INSURANCE (IF APPLICABLE)

Insured Name

First Name

Relationship to Patient Birthdate Soc. Sec. #

Address

Home Phone

City

State

Insured Employed By

Business Phone

Insurance Company

Insurance Company Address

Subscriber L.D. #
ASSIGNMENT AND RELEASE

on my behalf or my dependents.
I authorize the above doctor and/or any provider or supplier of services in this office to release any information required to secure the
payment of benefits. | authorize the use of this signature on all insurance submissions.

> Signature of Responsible Party

Date i




When was your last physical exam?

Physician's Name

Phone

Yes No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment?..........c.coveeerereernnnns D D Local Anesthetics (eg. novocaine)
Please describe: Penicillin or other Antibiotics
Sulfa Drugs
Barbiturates (sleeping pills)
2. Have you ever had any serious illnesses Yes No Seiatives
or operations? D D ; .
. lodine
Please describe: .
Aspirin
Yes No Other
3. Are you currently taking any medication? ..............euueeneresnrnnns Please describe:
Please describe:
Yes No 8. Women Only: ‘
4. Do you smoke? I:] D Do you have.: regl.Jlar penods?.
Yes No Are you taking birth control pills?
5. Do you use alcohol? [:l D Have you ever been pregnant?
Yes No Number of Pregnancies:
6. Do you use cocaine or other drugs?
Have you ever had the following: Yes No Yes No
Anemia (low blood count) Heart Murmur D D Polio
Anorexia (no appetite) .....e.eevereerereeres Heart Disease D D Prostate Problem ....avsismmessssssesss
Arthritis l:] MEPatitis-TyPe: suivs iumnssssssmsssncisimnissns D D Psychiatric Care
Asthma D Hernia D l:l Respiratory Disease ..........ocuuvinens
Back Problenis ..couseecsssssssssssessss D D " Herpes D D Rheumatic Fever ...
Bleeding Tendency ........oovveeeeeenenene D D High Blood Pressure ........ccconecccrvnnnnne D D Scarlet Fever
Blood Disease D D HIV/AIDS D D Shortness of Breath ..........cooccecerunnee
Cancer D D Jaundice D D Sinus Trouble
Chemical Dependency (addiction to drugs) D D Kidney Disease D [:] Skin Rash
ChEMOtheTapY covsosussurstorsiessssssinss D D Latex Sensitivity D D Stroke
Chickeni POX. s D D Liver Disease D D Thyroid Problems ......c...euusnnrmsscssasses
Chronic Fatigue Syndrome ................. L] L] Low Blo0d PreSSUIE .....eervveemnrissensenirens D ] Tonsillitis
Circulatory Problems .........cccovevunnee D |:| Measles [l D Tuberculosis
Congenital Heart LesSions ............... Ol O Migraine Headaches .......o.occeurusmeenenens N Ulcer
Cough - persistent or bloody ......... D D Mitral Valve Prolapse ...........scrsessesssrsones D [:I Venereal DiS€ase .........ccvvrvnressrnnsens
Diabetes L10] Mumps RN Any Other Condition
Emphysema .......coveveevverceniersessessnnee D D Multiple SCIErosis .......ccesrrreessrrseesnnees D L__] Please describe:
Epilepsy D D Pacemaker D I:]
Glaucoma [:l I___| Pneumonia ; D D
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Patient Name:

Date of Birth:

MY MEDICATION LIST

Date:

Please list all drugs you are currently taking. Drugs include prescription and over-the-
counter medications, herbal products, nutritional supplements, and recreational drugs.
Bring this list with you to your first appointment.

Name of Drug? | Strength of How Often Do Why Do You Who Prescribed
Drug? You Take? Take This Drug? (if
Drug? prescription)
Do you have any allergies? Yes No

If yes, please list:

Reviewed February 2010




9875 W. Lincoln Hwy, Suite 101
Frankfort, IL 60423-1931

Office 815-469-3211

Fax 815-469-3808

Patient Instructions for Communication Preferences -

Patient Name (Please print):
Patient Address:
Date of Birth: ___Last 4 digits of Social Security #:

| authorize my doctor of staff to leave messages including certain medical information:
OYES, may leave mesages' on my answering machine or voicemail
0 at HOME 0 at WORK O on my mobile/cell phone
OYES, may share information with the following individuals:
O My spouse or .signiﬂr;t other "
O My son or daughter | |
O Any relative
O Other

This information may include the following:

O Lab test and xray results - - - - -~ - -0 Instructions regarding treatments
O lnfonnaﬁon regarding medication refills -~ - B-'Billing information -
O Information regarding appointments =~~~ O All of the above

O NO, do not leave meséages on my anéﬁering machine or voicemail. | prefer that my doctor or
staff speak to me personally regarding any information.

| understand that | may notify the doctor’s office at any time of changes to this request, which
would require'a' néew form and authorization to be completed. - -

Signature ‘ Coe e - - Date -



BRUCE W..SMIT, DPM, LTD.
9875 Lincoln Hwy - Suite 101
Frankfort, i1 60423

Patient Name:
Date of Birth:

.
¥

[name of doctor or office practice] offers
his/her/our patients the opportunity to
communicate by e-mail. This form provides
information about the risks of e-mail,
guidelines for e-mail communication, and how
we will use e-mail communication. It also will
be used to document your consent for us to
communicate with you by e-mail.

RISKS

Communication by e-mail has a number of risks

which include, but are not limited to, the

following:

o E-mail can be circulated, forwarded and
stored in paper and electronic files.

o Backup copies of e-mail may exist even
after the sender or the recipient has deleted

~his/her copy.

o E-mail can be received by unintended
recipients.

o E-mail can be intercepted, altered,
forwarded, or used without authorization or
detection.

o E-mail senders can easily type in the wrong
e-mail address.

o E-mail can be used to introduce viruses into
computer systems.

HOW WE WILL USE E-MAIL

1) We will limit e-mail correspondence to
established patients who are adults 18
years or older, or the legal representatives
of established patients.

2) We will use e-mail to communicate with you
only about non-sensitive and non-urgent
issues such as:

o Questions about prescriptions, use of
medical equipment or devices, etc.

o Routine follow-up questions

o Appointment scheduling

o Billing questions

3) All e-mails to or from you will be made a
part of your medical record. You will have
the same right of access to such e-mails as

you do to the remainder of your medical
file.

Reviewed February 2010

E-mail address:
phone number:

4) Your e-mail messages may be forwarded to
another office staff member as necessary
for appropriate handling.

5) We will not disclose your e-mails to
researchers or others unless allowed by
state or federal law. Please refer to our
Notice of Privacy Practices for information
as to permitted uses of your health
information and vyour rights regarding
privacy matters.

IN A MEDICAL EMERGENCY, DO NOT USE
E-MAIL...CALL 911. Also, do not use e-mail
for urgent problems. If you have an urgent
problem, call our office [office phone number]
or go to an urgent care facility.

GUIDELINES FOR E-MAIL

COMMUNICATION

1) Include the general topic of the message in
the “subject” line of your e-mail. For
example, “advice,” “prescription,”
“appointment” or “billing question.”

2) The e-mail message should not be time-
sensitive. While we try to respond to e-mail
messages daily, it may take up to three (3)
‘working days for us to respond to your
message. Urgent messages or needs should
be relayed to us using regular telephone
communication.

3) Include your name and phone number in
the body of the message.

4) Review your message to make sure it is
clear and that all relevant information is
included before sending.

5) Send us an e-mail confirming receipt of our
message after you have received and read
an e-mail message from us.

6) If your e-mail requires a response from us,
and you have not heard back from us within
three (3) working days, call our office to
follow-up to determine if we received your
e-mail.

7) Take precautions to protect the
confidentiality = of e-mail, such as
safeguarding your computer password and
using screen savers.

8) Inform us of changes in your email address.



GONSINT

12 (print name)
e 8) 80 established patient of [name of
doctor or office practice].
——- D) the legal representative of an
-established patient,

(print patient’s name)

I may want to communicate with [name of
doctor: or office practice] and the office staff by
e-mall, ] understand the risks of
communicating by ermail, In particular the
privacy risks - explained In this form, I
understand that [name of doctor or office
practice] cannot guarantee the security and
conficdentiality of e-mall communication, [name
of doctor or office practice] wlll not be
responsible for messages that are not recelved
or dellvered due to technical fallure, or for

disclosure of confidential Information unless .

causedd by Intentional misconduct.

[ und:érstand'that I may also communicate with

[doctor or office practice name] by telephone or

during a scheduled appointment, and that e-

mail Is not a substitute for care that may be
provided during an office visit. Appointments
should be made to discuss any new Issues -or
any sensitive medical Information, . . -

.

I understand that either I or [name.of doctor or
office practice) may stop using e-mall as a
means_ of communication upon my written

request,

I understand that I may revoke. this consent at
any time by so advising [name of doctor or
office practice] In writing, My revocation of
consent will not affect my. abllity to obtain
future health care nor will it cause the loss of

any benefits to which I am otherwise entitled.’

I have read and understand this form. I have

had the opportunity to "fa;’s'k_ ‘questiohs“and my
questions have been ™ zir‘x"‘sﬂv,v'gréé;ﬁ_;"“"to my
satisfaction. I understand and“agre&’ with the
Information contained In this farm and glve my

: - - .
consent for e-mall communiatinns to and from

(name of doctor or office practice].

i

{print ”ame)w o

vl

(s!.g_ﬂ@ture:)\ o

(défé)‘.f;"“f" ,

* Keep.the original or top copy in the patient’s medical record and give the b}?tlent a copy

for his/her reference,

Reviewed February 2010



FRANKFORT FOOT & ANKLE CLINIC
Bruce Smit, DPM

9875 W Lincoln Hwy #101
Frankfort, IL 60423
Frankfort (815) 469-3211

Referral Source Question for New Patient Forms

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

Google/Internet Doctor Referral (who?)

Friend/Family Insurance Other
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