Advanced Foot And Ankle Center of San Diego

\ REGISTRATION FORM
} {Please print clearly)
| Preferred Communication ___E-mail Home___ Cell _ Work
PLEASE FILLIN DATE

Street Address City  Istate Zip Code
_\

Home Phone # ‘Work Phone # Cell Phone # Email Address:

{ ) - ( ) - g 3 -

Date of Biyth
INSURANCE INFORMATION

Occupation Insured’s Employer

ocial Security # Marital Status

/ /

ingle Married Widow Divrceci

i
Insured’s Eilj‘:mployer’s Address
|

Primary i n.?urance:

Insured’s Name Insured’s S. S, # Insured’s ID Date of Birth
Patient’s Re EltiOI‘IShip to Insured Self Spouse Child Other:

Secondary x‘insurance:

Insured’s Name Insured’s S. S. # Tnsured’s 1D

Relationship to Insured Self Spouse Child

Other: _ _ ate of Birth 7

PHYSICIAN INFORMATION

tor's Name Medical Doctor's Phone Number

Medical D )cﬁtor’s Street Address

WHO REFERRED YOU TO OUR PRACTICE?

Physician | Friend  Hospital  Insurance Company Internet:
. 4 - i 2 u = "
Please ingicate which person, Jorganization or which website so can credit referral:

E- PRESCRIPTION PHARMACY INFORMATION
Pharmacy N a{me

Pharmacy Address City State ip Code




Advanced Foot And Ankle Center of San Diego

| MEDICAL HISTORY
| _
|

ALLERGIES - L ;

If any a what type of reaction? Difﬁcutbrathig Rash _
] UIINDS - - CURRIE _; _)';QI.:’ A RL‘TAM'\'G i’({E,SCI{!JjTIQA’ 47\1) OVER THE COUNTER ' =
MEDICATI DOSE MEDICATION DOSE

INDICA NT

Arthyitis/Rhenmatism Yes No High Blood Pressure Yes No
Aatificial Joints (hip, knee, stc.} Yes No High Cholesterol Yes No
Asthma Yes No H.LV. Positive Yes No
Cancer | Yes No Kidney Trouble Yes Neo
Diabetes Yes No ILiver Disease Yes No
Diabetic Foor Ulcers Yes No Neuzological Disorder Yes No
Fibromyalgia Yes No Psychiatric/Psychological Care Yes No
Bleeding Disc%ders Yes No ’ Stomach Ulcers / Reflux / Heartburn Yes No
[Heart Disease {Jx Atrack Yes No (Other:
Heart Murmy r} Yes No Other:
Hepatitis (Indicate) ABC Yes Ne Other:
Previous Surgery ‘
Orthopedic/Podiatric Yes No Circulation {Bypass, Angioplasty) Yes No
[Heart Yes No Aneurysm Yes No
Tumor Yes No Head and Neck Yes No
Abdominal Yes No Other:
Have you ever %‘)cm put 1o sleep for surgery?  Yes No jf\ny problems with anesthesia? Yes No
Do you drin k‘; Yes No If Yes, Drinks per week
Do you smoke? Yes No If Yes, Pack(s)/day
Are you pre ;li}aut? Yes  No

&
Relative Alive  |Deceased Age Deceased Cause of Death (Heart Problems, Cancer, Diabetes Ete.
Father

Mother




|
| Advanced Foot and Ankle Center of San Diego
Philip Wrotslavsky, DPM,AACFAS
FINANCIAL POLICY AND PATIENT AGREEMENT

EDICARE /PPO: We have enrolled in numerous insurance PPO programs, as well as Medicare.
ue to the constant changes in healthcare today, it is difficult for us to monitor all the individual

lan has different stipulations regarding our services, what, where, and how often those services may be
formed. Even within the same insurance company, the plans differ depending upon what type of
ntract you or your employer has negotiated.
| Our office has agreed to bill your insurance company for payment of your office visit/s. You, the
atient, are responsible for all co-payment, coinsurance and deductibles specified by the insurance
company. They are to be paid at the time of service. We will take the minimum that is generally allowed
as a payment toward your deductible or coinsurance. If your insurance company allows additionat
{/ment or if your have additional procedures/services performed we will automatically charge your
credit card for any balance due that is indicated on your explanation of benefits. You are also
r gponsibie for any services that your insurance does not cover, or for any balance due if we are out of
n ’Fwork. Our office is not currently enrolled in any HMO plans. All HMO patients will be considered as
cash patients and will be required to pay for the visit in full at the time of service

We will attempt to obtain authorization for certain services, but please understand
t, you, the patient are responsible for understanding your own insurance plan and for
#cking if we are in-network with your insurance plan. If you booked an appointment
d there is a balance owed, your credit card on file will be charged for the balance due.

YMENT OPTIONS: if you need assistance with insurance or referral problems, or wish to discuss
jr account and/or set up financial arrangement contact our billing department. (888) 451-3770. We
cept cash, checks, or credit cards (Visa, MasterCard) as payment. We will take a credit card on file for
¥ payments due. Once you sign this form please be aware that we will charge your credit card for any
lance due only as stated on your explanation of benefits without further notice. You will receive a
%eipt for these charges. There will be a $25.00 service charge on any returned checks.

rJderstand and agree that there wil be a charge on my credit card for services rendered by the
anced Foot and Ankle Center after my insurance company sends an explanation of benefits
\%cating the balance owed: If the amount is over $500 [ will receive a courtesy call to discuss payment

Patient Signature: ' Date:

IES OF RECORDS: if you are in need of copies of your records, complete a release form,
ail DYUan enough time so that the records can be done. Fees for copying records are $25.00,
DISABILITY FORMS (ANY FORMS): There is a $10.00 charge for completion of forms. If you

n e?d a letter to be written by a physician, please allow 5-7 working days for completion.
PRESCRIPTIONS: Please give our office at least 24 hours’ notice if you need a refifl on your

pres}criptéon during the workweek. Please call by noon on Friday for refills needed during the weekend.
Nog ;Teﬁlfs After Hours.

T

am|aware that the physician may take photographs or videos of my feet/toes/lower extremities. Once,
la aw the physician to take photo’s or video’s in the office, | am aware that they may be utilized in

br cw'-hures, publications, medical conferences or on the physicians website etc. No names or personal
information of any kind will be attached for confidentiality purposes.

Pa i?nt Signature: Date:




Philip Wrotstavsky, DPM, A Professional Corporation
ENT OF BENEFITS: | hereby authorize and direct my insurance carrier to pay directly to this provider of
medical services and benefit due me under my insurance plan. | agree to pay the balance of expenses not paid under
this pl n. 1 also hereby authorize this provider to use and disclose any of my personal medical information for
treatment and payment (including to my insurance company).

Signature: Date:

ﬁIZATION FOR RELEASE OF INFORMATION: | hereby authorize Phifip Wrotslavsky, DPM, APC to use and
disclose any of my personal, health, treatment, and payment information for health care operations purposes, This
includes any and ali information requested by the insurance companies which are necessary to collect benefits under
these policies which are in effect at the time of treatment or any policies which { subsequently make claim against for
hospital services, including related physician’s services on this date of service or related date of service. Unless noted
below, this authorization includes but is not limited to the release of information related to drug, alcohoi, HIV antibody
and/or|psychiatric treatment and/or testing. I further authorize any physician or institution that attended to this
patient previously to furnish medical records to Dr. Wrotslavsky and authorize the release of information which may be
requested by Philip Wrotslavsky, DPM A Professional Corporation from any provider related to my medical care and
medical billing.

Signatu g: ' Date:
CONSENT FOR MEDICAL AND SURGICAL TREATMENT: | authorize Philip Wrotsiavsky, DPM, APC to furnish the
necessary medical or surgical treatment, or procedures, including diagnostic x-ray and laboratory procedures,

anesth s:ia, drugs and supplies as may be ordered by the attending physician(s), his assistants or designees. |am aware
that th ﬁ)ractice of medicine and surgery is not an exact science and | acknowledge that no guarantees have been made
to me as a result of the treatment. | recognize that Dr. Philip Wrotslavsky is an independent physician at 15525

Pomer d%:x Road Suite E-6 San Diego, California 92064. | understand this and have accepted this without any
reservation,

a: : Date:

give my permission for : to be treated at the
r#)tslavsky, DPM, A Professional Corporation.

Name:
Guardiah Signature: ~_ Witness: Date: _




NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
Philip Wrotslavsky, DPM, A Professional Corporation
15525 Pomerado Road, Suite E-6
Poway, CA 92064

I understand that, under the Health Insurance Portability & Accountability Act of 1996 {(*HIPAA™, | have

certair
can af

_—

rightsto  privacy regarding my protected health information. | understand that this information
d will be used to:

® Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may
be involved in that treatment directly and indirectly.

® Obtain payment from third-party payers. .

& Conduct normal healthcare operations such as quality assessments and physician certifications.

| have received, read and understand your Notice of Privacy Practices containing a more complete description of the
uses and disclosures of my health information. | understand that this organization has the right to change its Notice of
Privacy|Practices from time to time and that | may contact this organization at any time at the address above to obtain a

current

lunders
treatme

cjopy of the Notice of Private Practices.

tgnd that | may request in writing that you restrict how my private information is used or disclosed to carry out

fit, payment or health care operations. | also understand you are not required to agree to my requested

restrictiohs, but if you do agree then you are bound to abide by such restrictions.

Patient Name:

Relation

Signatug

Date:

ship to Patient:

e

| attemp
but was

[ate:

OFFICE USE ONLY

tc,_‘ed to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices Acknowledgement,
uTxable to do so as documented below:

Initials: Reason:




Th

——

=

7

wiat all medical racords and other individually Ident

gigniflcan: naw rights to understand and contro!
penaliies for covered sntifies thar misuse personal health information.

As requirsd by “HIPAA", we have prepared this axpiznation of how we are re

& may contact you to provide appointment reminders or §

NOTICE OF PRIVACY PRACTICES

{MEDICAL:

TS NGTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YDU MAY 32 USED &R

CHSCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

& Healt Insurancs Poriabiiay & Accountability Act of 1298 ("HIPAAY is a fedaral program that reguires ?
able health information usad or disclosed by us in any
i‘brm: whather electronically, on paper, or orally, are kepi properly confidential. This Act gives you, the patiant,
' fow your haalth information is used. "HIPAA” provides

ﬁour heath information and haw we may use and disclose your haalih information. ‘

Ws may use and discioss your medical records orly jor aach of the following purposes: traatment, payment

e‘L‘nc! heahh cars operations.

a Treatment means providing, coordinating, or managing health care and related services by one or
mare health care providers. An exampis of this wouid include a physical exarination.

3 Payment means such activities as obiaining reimbursemant for services, confirming coverage, billing
or collection activities, and utilization review. An axample of this would be sending a bill for your visit
1o your insurance company for paymsnt,

o Health care operations include the business aspects of running our practice, such as cohduciing
guadity asseesment and improvemant activities, auditing functions, cost-management analysis, and
cusiomer service. An example would be an internal quality assessmant review:

¥¥e may also create and distribute de-ideniifled health information by removing all references to individaally

dentifiable information.

alth-related bensfits and services that may be of interest ic you.

Ny other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that written request, axXcept 10 the extent
that we have already taken actions relying on your authorization.

Qu have the following rights with respect to your protected health information, which you can éxerclse by
presenting 2 writien request fo the Privacy Officer:

The right 1o raquest restrictions on certain uses and disclosures of protected health information,
inciuding those rslated to discjosures o family members, other refafives, close parsonal friends, or
any other person identified by you. We ars, however, not required to agree to a requested resrrisfion
I we do agrss 0 & resiricfion, we must abide by it unless you agree in writing to remove it

The right o reasonabls requests i receive confidanilal communications of brotacted health

information from us by alternative maans or at alternative jocations,

The right to inspect and Copy your protecied health information.

The right to amend your protecied health information.

Tz right to racelve an accounting of disclosures of protectes health information.

1% right to obiain 2 paper copy of this notice from us upon reguest,

quired to maintain the privasy of

nformation about treatment alternatives or other

FEEM O7(-SU58IZ5045 B hAv 000




Lonens rezourse i ¥

=““5\'aL\ praciices with respect 1o protaciad “ealth informatiar,

r

sal f
7 OHICE

al §
vl ilrzr. SomDizing with our offics, or with the Deparimant of Ha ]m & Human Servicss, O i:e of
st IDJ \'so :ﬂn RIS O § Ovigio) ~ notics or this poficies and } procaduras of our offize. Wis
compiaint.
&2 sonixot ue for more informatisn: Far mors information about HISAL

or to file & compla ;r}t:

The U.8, Depa tmcm of Heslth & Hum
ﬂmce of Civit Rights

40 Independence L.vanhe SW.
Washinmorz D.C. 20201
(262) B18-0257
Toll Fres: 1-877-808-8775

* Worker*s Compensation

You have signed 2 waiver st waring your worker compensatior
claim You have wajvsd YOUI rights in viewing the chart, C emtau‘ Four Atferney ar
LSHrance ad;w:ter for any copy of records.

in the o 'a\,r\‘ of vour proteciad hazlh information K TS Drov iz e

[RE

wri‘ rmf

'] jtcigviles)

I AR

: : Apml | , 2093 and we are raquired to abida by e rme of

the Ivolice of Privacy Practices suirently in affect, We ressrve tha right fo changs ths terms of our Notics of

~rivasy Fractices and 1o maka the new notice provisions sffe i clive for ali protectsd healih intormation
iz |t

nal ws
e wilf nost and vou may regusst 2 wiltisn oo Py o & revisedd Notice of Frivacy Prachices from fhis

SEH \fouf Ji"\-d,} protections have beer violaiad, You have the ‘ir to fi'a

=
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