A New Step Foot & Ankle Clinics, PLLC

Welcome. © ***Please present your insurance card(s)/photo 1D for photocopy. CLINIC #:

Patient Information

Name Birth Date / / Age
Home Address: City: State: Zip:
Mailing Address: City: State: Zip:
Marital Status SS# - - Male( ) Female( )

Home Phone ( ) - Work Phone ( ) - Other Phone ( ) -
Occupation Employer

Person Responsible for the Account (if different than above)

Name Relationship

Birth Date / / SS# - - Male ( ) Female ( )

Address: Street City State Zip

Home Phone ( ) - Work Phone ( ) - Other Phone ( ) -
Occupation Employer

Insurance Information
Primary Insurance Company

Insurance Address and phone #
Policy Holder’s Name ID# Group#

Secondary Insurance Company

Insurance Address and phone #
Policy Holder’s Name ID# Group#

Name of Family Doctor NPI#

How Did You Learn Of Our Office? (Please give Names)

Friend/Family: Yellow Pages: () Insurance Company:

Practice Website: () Doctor Referral: Other:

Financial Policy

Payment is required at the time of service unless other arrangements have been made in advance. We will file claims with all
insurance companies that we participate with directly, but it is ultimately the responsibility of the patient to ensure payment for
services rendered. Returned checks will be subject to a fee of $20.00. Balances older than 30 days may be subject to additional fees
(including court costs, reasonable attorney fees, and a collection fee of 50% of the amount due). We reserve the right to charge a
$30.00 fee to patients that fail to show up for appointments without notifying us 24 hours prior. We appreciate your compliance with
our office policy.

Assignment of Benefits

I hereby assign all medical and/or surgical benefits provided by my insurance company policy or policies, including Medicare, private
insurance, or any other health plan to A New Step Foot & Ankle Clinics. | hereby authorize said assignees to release all medical
information necessary to secure payment. | understand that | am financially responsible for any balance due on my account. 1 also
authorize disclosure to my other physicians concerning my present illness or injury. This is a life-time authorization until revoked by
me in writing.

Signature: Date:

**Please Complete Reverse Side**



Health History: Height ft. inches Weight lbs.
Please circle any illness you have had, or currently have: High blood pressure, Heart Attack, Leg cramps,

Varicose veins, Blood clots, Poor circulation, Stroke, Asthma, Shortness of breath, Emphysema, Hepatitis,
Acid reflux or stomach ulcers, Heart Kidney or Liver problems, Diabetes ( Type | or Type I1), Swelling,
Rheumatic Fever, Arthritis, Gout, Thyroid Disease, HIV, Cancer, Epilepsy, Numbness, Depression, Anxiety
Other:

Past Surgeries/Hospitalizations:

Current Medications:

Medication Allergies:

Tobacco: packs/day for years, Alcohol: oz/day/week, Drug use:

Family History: Diabetes, Heart Disease, Rheumatoid arthritis, Other:

Describe your foot/ankle problem:

Acknowledgement of receipt of Notice of Privacy Practices

I acknowledge that | was offered or provided a copy of the Notice of Privacy Practices and that I have read (or
had the opportunity to read if I so chose) and understood the Notice.

Also, may we leave phone messages regarding your Protected Health Information with the following:

Your home phone answering machine? YES NO N/A
Your work phone voice mail? YES NO N/A
Your cell phone voice mail? YES NO N/A
Your spouse (name) YES NO N/A
Other (name) YES NO N/A
May we contact/ bill via E-mail YES NO N/A

E-mail address:

Patient Name (please print)

Patient Signature

Date

Parent or Authorized Representative (if applicable)




