Welcome to Louisiana Foot and Ankle Specialists, LL.C

New Patient History Form

* Please fill out all forms to the best of your ability. The staff will go over the form and answer any questions you |
may have. |

Name: Date: __ / [/
Address: City: State/Zip:

Email: SSN: Telephone: ( ) -

Are You: Single Married Divorced Widowed Cell Phone: ( ) -

How Did You Hear About Us: please circle  Internet/Social media  Referral Friend/Family/Relative = Newspaper

SWLA Chamber Other
Age: DOB: . Gender: MorF  Height: Weight: _ Shoe Size:
1) What is the main problem with your feet or ankles?
2) When did you first notice the condition?
3) Isthisan injury? ___ Yes __ No If Yes, whendiditoccur? __ / /
If yes, did it happen at work? __Yes ___ No Are you claiming Workman’s Comp? _ Yes __ No

4) How painful is your condition? If 0 = “no pain” and 10 = “the worst pain you have ever experienced”, please circle your pain

level: 0 1 % 3 4 5 6 7 8 9 10

5) How has this affected your daily routine and what activities does this keep you from performing?

6) Have you had foot care before? Yes No by whom and when:




MEDICATIONS

Pharmacy: Number: - -
Medication Dosage How Often Taken? What is it Taken for?
ALLERGIES
] NONE [J oTHER
O penicillin=~~ [ Sulfa [ 1odine [J Aspirin [] Anesthetics [ Latex
[ Codeine [J Demerol U Darvocet [ Cortisone [ Environmental [J Food

Type of Reactions:

MEDICAL HISTORY

* Please check any of the following conditions that you have or have had in the past.

(] Arthritis [ Gout

[ Diabetes 0 Fibromyalgia U Tumors [ Epilepsy [J Nerve Conditions [J Heart Problems
Oasthma/cOPDL] Glaucoma [ Stomach Ulcers [] Skin Disorders
[ Bursitis [ Aids (HIV) O Lung Disease O Kidney Problems

[ Tuberculosis O Anemia
(I sickle Cell [ Stroke

O Hepatitis O Osteoporosis O Bleeding Problems [ Colitis / Crohn’s

[ Mental Disorders (] Poor Circulation O High Blood Pressure O Joint Implants [J Thyroid Disease

] Rheumatic Fever [ Heart Burn / Reflux [ Sexually Transmitted Diseases O High Cholesterol

O Cancer; type

Other:

O Diabetes; What is the name, phone number, and address of the doctor treating you for diabetes?

When was your last visit?

/ What is your average blood sugar reading?

Are you pregnant? Yes No How many months?



Who is your Primary Care (Family Doctor)?

SURGICAL HISTORY

7) Have you ever been hospitalized other than for surgery? _ Yes _ No Explain
8) Have you ever had an injury to the lower extremity? __Yes __ No Explain
FAMILY HISTORY

* Please check all that apply

FATHER | MOTHER | BROTHER | SISTER

Diabetes

Heart Disease

High Blood Pressure

Arthritis

Gout

Thyroid

Cancer (what type)

Other

SOCIAL HISTORY
Date of last physical Exam: / / Occupation:

Activities:

Level of activity: Occasional Weekly Competitive Professional

Do you smoke tobacco? Yes No

If Yes: # packs per day? # cigarettes per day? # of years smoking?

If No: Did you ever smoke? Yes No

If Yes: How long ago did you stop smoking?

Do you drink alcohol? Yes No

If Yes: How much? <1 per week 1-2 per week 1-2 per day more than 3 per day



Recreational drug use
* Any type of drug use is a personal choice and will in no way adversely effect your relationship with the doctor. However, many
drugs can interact with other medications and treatments with potential life threatening effects. Therefore, it is extremely important
that you answer honestly. Your response will be held in the most strict patient-doctor confidentiality.

Answer: ___ Yes No

If Yes: What substance and how often used?

REVIEW OF SYSTEMS

*If you are experiencing any of the following please circle

Head: chronic headaches, concussions, dizziness, loss of consciousness. Eves: glasses, contacts, double vision, blurred vision,
blindness, cataracts. Ears: decreased or loss of hearing, ringing in the ears, chronic earaches. Nose: drainage or infection, blockage,
bleeding, sinusitis. Throat: chronic tonsillitis, laryngitis, difficulty swallowing, loss of speech. Cardiovascular: chest pain,
shortness of breath, palpitations, murmurs, heart valve disease, anemia, and leg cramps. Respiratory: bronchitis, pneumonia,
difficulty breathing, wheezing, chronic cough. Gastrointestinal: nausea, vomiting, diarrhea, constipation, weight gain or loss, blood
in stool, black stool, excessive gas, loss of appetite. Genitourinary: chronic kidney or bladder infections, problems voiding, pain
with urination, dark or bloody urine, discharge from penis or vagina. Gynecologic: Irregular or painful periods, absence of period if
not in menopause, vaginal discharge. Other:

* Do your legs swell? Yes No

¢ Do you have back problems or have had a back injury? Yes No

U Iam not experiencing any of the above symptoms.

NOTICE OF PRIVACY PRACTICES (HIPAA REGULATIONS)

L] You were provided with a document entitled “Notice of Privacy Practices.” It is required by governmental regulations that all
p 14

medical facilities provide you with this notice. Please check the box to acknowledge that you have read (or had the opportunity to
read if you chose) and understand the notice. This is a copy of the notice that is yours to keep. If you do not want the copy, simply
return it to the receptionist with your other materials.

CONSENT

I certify that the information above is true and correct to the best of my knowledge. I give permission to the doctor to administer and perform such
procedures, including therapeutic and diagnostic injections, as may be deemed necessary in the diagnosis and/or treatment of my feet.

Signature: Date: d /




Please thoroughly read each Louisiana Foot and Ankle Specialists policy, and sign below

Treatment Agreement

*| promise full cooperation with my treating physician whether by surgical or non-surgical means. | understand that if | do not
follow my doctor’s instructions concerning my care and treatment, including any necessary physical therapy or medications, the
outcome of my care and treatment could be put into jeopardy and less than optimal results may occur.

Release of Information

*For the purpose of payment, | allow Louisiana Foot and Ankle Specialists to release my Private Health Information to any and
all of my insurance carriers, their third party payors and claim reviewers, until the claim is resolved. For the purpose of

treatment, | also allow the above listed practice to release my information or contact any and all of my treating physicians,

Acknowledgement of Receipt of Notice of Privacy Practices

* acknowledge that | was provided a copy of the HIPAA Notice of Privacy Practices and that | have read (or had the
opportunity to read if | so chose) and understand the Notice. The LFAS HIPAA rights are also posted in lobby and at
www . LaFootAnkleSurgeons.com

Patient Financial Policy

* You must provide personal {address, phone numbers, etc) and/or insurance changes (carriers, networks, id numbers, etc) to
the office at least 2 days prior to your appointment. In the event the office is not informed, you will be responsible for any
charges denied.

* You are responsible for all authorizations/referrals/pre-certs needed to seek treatment with LFAS physicians.

*Your portion of payment for ALL office services is due at the time of service. We will accept VISA, MasterCard, cash or check.

'
* Your insurance policy is a contract between you and your insurance company. As a courtesy, we will file your insurance claim
for you with an assignment of benefits, You are agreeing to have your insurance company pay the doctor directly. If your
insurance company does not pay the practice within 60 days, the patient or guardian seeking care for a minor, will be
responsible for payment of services. You are encouraged to contact your designated patient account representative at our
office with any questions.

*Please honor our 24 reschedule notice, as there may be a charge for appointments broken or cancelled without 24 hours
advanced notice. Repetitive broken or cancelled appoints and/or non-compliance may result in transfer of your care to an
alternative practice,

*We have made prior arrangements with insurers and other health plans to accept an assignment of benefits. We will bill those
plans with which we have an agreement and will require you to pay the co-pay/co-insurance/deductible at the time of service.
Your upfront portion will be calculated based on your insurance benefit/limits and our negotiated fee agreement with your
carrier. If you are seeing our doctors on an ‘Out of Network” basis, you will be subject to out of network rates.

*Not all services are a “covered” benefit in all insurance policies; some plans even impose a waiting period before covering
services. In the event your health plan determines a service to be "not covered/pre-existing," or you do not have an
authorization, you will be responsible for all charges. We will attempt to verify benefits for some specialized services; however,
you remain responsible for charges to any service rendered. Patients are encouraged to contact their plans for clarification of
benefits prior to services rendered.



*QOur office does not file to secondary insurance, unless the patient has Medicare. For all other insurances, we will provide an
itemized statement upon your request. If you possess two insurance plans, you MUST notify us of your designated PRIMARY
policy.

*Pre-scheduled Surgical procedures require pre-payment/estimated deposit. Your deductible/co-insurance/co-pay for this
procedure is due at the pre-operative appointment. For other services provided in the hospital, we will bill your health plan.
Any balance due is your responsibility.

* We realize that temporary financial problems may affect timely payment of your account. If such problems do arise, we
encourage you to contact us promptly for assistance in managing your account. Any payment exceptions will be agreed upon in
writing.

*PAST DUE accounts are subject to collection proceedings including the credit bureau. All fees including, but not limited to
collection fees, attorney fees and court fees shall become your responsibility in addition to the balance due this office,

*Accounts no longer maintaining a financial “Good Faith” status will result in the termination of the Louisiana Foot and Ankle
Specialists Doctor-Patient relationship.,

* There is a service fee of $25.00 for all returned checks. Upon an NSF or CLOSED ACCOUNT occurrence, all future remittances
will need to be in other forms of payment. Restitution of “Theft-by-Check” will be requested from the District Attorney’s Office.

*LFAS issues patient refund checks within 90 days of a completed investigation of the potential overpayment.

*ONLY UNWORN and NON-custom items are returnable within 3 days of receipt. Custom items are non-returnable.

Authorization of Payment

*1 hereby assign all Medical benefits directly to Louisiana Foot and Ankle Specialists for the payment of any services rendered. |
also authorized release of medical records necessary to process my health claims. | fully understand that in the event my
insurance company does not pay for the services | received, | will be financially responsible for payment.

We are dedicated to providing the best possible care and service to you and regard your complete understanding of our policies
as an essential element of your care and treatment. If you have any questions, please discuss them with our front office staff or
supervisor.

Patient’s Name:

Signature of Patient/Guardian: Date:

Office Witness: Date: ' Patient initials to indicate copy received
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Daniel 7. Hall IV, DPM Mallory M. Przybylski Hall, DPM
212 W, McNeese Street, Lake Charles, LA
(337) 474-2233 (337) 478-1994

PHOTOGRAPHIC RELEASE AND CONSENT

[ give permission to LFAS or designated representatives or the practice to take and use preoperative and postoperative
photographs of my person for clinical record purposes. treatment, teaching, studies or social media. (Under HIPPA
regulations we do not use identifying information.)

The photographs shall remain the property of LFAS.

As a result of this use I understand that these photographs may appear in other related, updated or reprinted formats at
any concurrent or future occasion. I understand a copy of this consent may be supplied with the images to any third party
wherein they may be published or presented. 1 understand that such consent is strictly on a voluntary basis, Refusal to
consent to photographs will in no way affect the medical care T will receive. If I wish to withdraw my consent in the
future, [ may do so with a written request,

Patient Signature Date



Emergency Contact

Name:

Home Phone: Mobile Phone:

Guardian/Guarantor

Name:

Phone:

Date of Birth

Address:

Email

Authorization

| authorize LOUISIANA FOOT AND ANKLE SPECIALISTS, LLC to release medical information to the
following people:

Relationship: Spouse Partner Mother Father Brother Sister Daughter Son
Other:

Signed Date:




