| Advanced Foot And Ankle Center of San Diego

| REGISTRATION FORM

| (Please print clearly)
Preferred Communication ___E-mail ____ Home__ Cell  Work

L PLEASEFILL INDATE _

Todays
PATIEN

tient‘s Ii‘ast Name ) First
|
Street Acld%ress City  [State Zip Code
Home Phone # Work Phone # Cell Phone # Ernail Address:
. | B () - L3 5
Date of B irlth Age Marital Status Gender

Single Marred Widow Divorced

INSURANC
Cecupatior

Ensured’s Employer

Insured’s|Bmployer’s Address
\
\

Primary insurance:

Insured’s Name Insured’s S. S. # Insured’s ID Date of Birth
Patient’s Relationship to Insured Self Spouse Child Other:

Secondary insurance:

Insured’s l\ﬁnmé Tnsured’s S. 8. # Insured’s ID

Relationship to Insured  Self Spouse Child
FAMILY PHYSICIAN INFORMATION

Other: __Date of Birth

Medical Doctor's Phone Numl)er

Medical Doctor’s Street Address

Physician|  Friend Hospital  Insurance Company Internet:
cﬂjcate which person, ,organization or which website so can credit referral:

E- PRESCR
Pharmacy Na

( ) =
Pharmacy r-\%idress City State ip Code




Advanced Foot And Ankle Center of San Diego

\
| MEDICAL HISTORY
I .

IRE : REATIONS TO THEM
If any allergies, what type of reactio? Difﬁcult breathing _ -
VER D/ i : DICA TIONS }':'O_'U ARE TAKING: LRESCRIPTION AND OVER Tl_ﬂf COUNTER)
MEDICAT DOSE MEDICATION DOSE

INDIC.
Arthritis/R e;umaﬁsm High Blood Pressure
Astificial Jai(\llts (hip, kaee, etc.) Yes No High Cholesterol Yes No
Asthma } Yes No H.LV. Positive Yes No
Cancer ‘ Yes No Kidney Trouble Yes No
Diabetes ‘ .Yes No ILiver Disease Yes No
Diabetic Fdot Ulcers Yes No Neurological Disorder Yes No
Fibromyalgia Yes No Psychiatric/Psychological Care Yes No
Blecding Disorders Yes No ) Stomach Ulcers / Reflux / Heartburn Yes No
Heart Diseagse“ or Attack Yes No Other:
Heart Mumlqu Yes No Other:
Hepatitis (11 d‘r'ar-*) ABC Yes No Other:
Previous Surgery
Orthopedic/Podiatric Yes No Circulation (Bypass, Angioplasty) Yes No
Heart l Yes No Anearysm Yes No
Tumor Yes No Head and Neck Yes No
Abdominal Yes No Other:
Have you even been put to sleep for surgery?  Yes No Any problems with anesthesia? Yes No
Do you drink? Yes No If Yes, Drinks per week
Do you smoke? Yes No If Yes, Pack{sy/day
Are you pregnant? Yes  No

A ()

elative A live eceased Vige Deceased Cause of Death (Heart Lroblems, Cancer, Diabetes, Ete.)

~ [Father

NMother __J




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

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

irjfsura nce companies we have contracts with, as well as the individual requirements of the plans. Each
p?an has different stipulations regarding our services, what, where, and how often those services may be
performed. Even within the same insurance company, the plans differ depending upon what type of
ontract 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
émpany. They are to be paid at the time of service. We will take the minimum that is generally allowed
é a payment toward your deductible or coinsurance, If your insurance company allows additional

ayment or if your have additional procedures/services performed we will automatically charge your

We will attempt to obtain authorization for certain services, but please understand
hat, you, the patient are responsible for understanding your own insurance plan and for
necking if we are in-network with your insurance plan. If you booked an appointment

1d there is a balance owed, your credit card on file will be charged for the balance due.

AYMENT OPTIONS: if you need assistance with insurance or referral problems, or wish to discuss

our account and/or set up financial arrangement contact our billing department. (888) 451-3770. We

ccept cash, checks, or credit cards (Visa, MasterCard) as payment. We will take a credit card on file for

ny payments due. Once you sign this form please be aware that we will charge your credit card for any

alance due only as stated on your explanation of benefits without further notice. You will receive a
receipt for these charges. There will be a $25.00 service charge on any returned checks.

i ‘nderstand and agree that there will be a charge on my credit card for services rendered by the
dvanced Foot and Ankle Center after my insurance company sends an explanation of benefits

mdicating the balance owed: If the amount is over $500 | will receive a courtesy cail to discuss payment

plan options.

Patient Signature: Date:

OPIES OF RECORDS: If you are in need of copies of your records, complete a release form,
lé‘twfng enough time so that the records can be done. Fees for copying records are $25.00.,
ISABILITY FORMS (ANY FORMS): There is a $10.00 charge for completion of forms. If you
n ej‘zd a letter to be written by a physician, please allow 5-7 waorking days for completion.
PRESCRIPTIONS: Please give our office at least 24 hours’ hotice if you need a refill on your

prescription during the workweek. Please call by noon on Friday for refills needed during the weekend.
No Refifls After Hours.

a

tam aware that the physician may take photographs or videos of my feet/toes/lower extremities. Once,
t allow the physician to take photo’s or video's in the office, | am aware that they may be utilized in
brochures, publications, medical conferences or on the physicians website etc. No names or personal
infarmation of any kind will be attached for confidentiality purposes.

3eni Signature: Date:




|

|

Philip Wrotslavsky, DPM, A Professional Corporation

ASSIG!\@MENT 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 p ajn. I also hereby authorize this provider to use and disclose any of my personal medical information for

treatmént and payment (including to my insurance company).
|

Sigh atul‘e: Date:

IZATION FOR RELEASE OF INFORMATION: | hereby authorize Philip Wrotslavsky, DPM, APC to use and

: any of my personal, health, treatment, and payment information for health care operations purposes. This

s any and all information requested by the insurance companies which are necessary to collect benefits under
these olicies which are in effect at the time of treatment or any policies which | subsequently make claim against for
hosai g 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, alcohol, HIV antibody
and/o ;‘:sychiatric treatment and/or testing. | 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
reque t,éd by Philip Wrotslavsky, DPM A Professional Corporation from any provider related to my medical care and
medical bilfing.

Signature: ) Date:

CONS I&T FOR MEDICAL AND SURGICAL TREATMENT: | authorize Phitip Wrotslavsky, DPM, APC to furnish the

ry medical or surgical traatment, or procedures, including diagnostic x-ray and laboratory procedures,
anesthesia, drugs and supplies as may be ordered by the attending physician(s), his assistants or designees, |am aware
that the practice of medicine and surgery is not an exact science and | acknowledge that no guarantees have been made
to me as} aresuit of the treatment. | recognize that Dr. Philip Wrotslavsky is an independent physician at 15525
Pomeraqo Road Suite E-6 San Diego, California 92064. | understand this and have accepted this without any
reservation.

Signatuy re: :
IF PATIENT IS UNDER 18:
| hereby éive my permission for ‘ to be treated at the
Philip Wﬁotslavsky, DPM, A Professional Corporation.

Guardian Name:

Guardian Signature: Withess: Date: _

Date:

The appropriate authorizations must be signed in order to expedite the filing of your insurance claim.




NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
Philip Wrotslavsky, DPM, A Professional Corporation
15325 Pomerado Road, Suite E-6
Poway, CA 92064

funde ‘staﬂd that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA™), | have
certaln rights to - privacy regarding my protected health information. [ understand that this information
can and will be used to:
e Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may
be involved in that treatment directly and indirectly.
e Obtain payment from third-party payers.
® Conduct normal healthcare operations such as quality assessments and physician certifications.

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the
uses a ﬁ‘i disclosures of my health information. 1 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 copy of the Notice of Private Practices. :

| unde;‘srtand that t may reguest in writing that you restrict how my private information is used or disclosed to carry out
treatmeht, payment or health care operations. 1 also understand you are not required to agree to my requested
restridia‘lns. but if you do agree then you are bound to abide by such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

OFFICE USE ONLY

l attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices Acknowledgement,
but was Unable to do so as documented below:

Date: Initials: Reason:
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Wie may contact you io provide appointment reminders or information about traatment alternatives or other
il

|

n

NOTICE OF PRIVACY PRACTICES
(MEDICALS
THIS NGTIOE DESTRIBES HOw MEDICAL INFORMATION AB0UT YOU MAY 5% USED 2D

TISCLOSED AND HOW YOU OAN G=T ACCESS TO THIS INFORMATION.
PLEASE REVIEW iT CAREFULLY,

2 Heall nsurancs Portability & Accountability Aci of 19958 {"HIPAAY is & fedaral Program that reguires
at all madical racords and othar individually idenfifiabie health information usad or disclosed by ugin any
o, whather slectronically, on paper, or orally, are kent properiy confidential, This Act gives you, the patisnt, |
ignifican: new rights to understang and TONtro! how  your haalth information ie used. "HIPAA” providas
enaliies for covared enlitiss that misusa parsonal health information.

As required by "HIPAA", we have prepared this expianation of how we are required o maintain the orivasy of
Th:;ur hsaih information and how we may use and discloss your health information.

Wz may use and disclese yaur medical records only jor sach of the following purposes: treatment, paymant
| nd haalth cars operations.

Treatment means providing, coordinating, or managing health care and related services by one or
more health care providers. An exampiz of this would include a physical exarnination.

Payment means such activities as obtaining reimbursemant for services, confirming coverags, bitling

or collection activities, and utilization review, An exarmnle of this would be sending a bill for your visit
0 yYour insurance company for paymant,

Health cars operations include ihe business aspects of running our practice, such as cohduciing
quality assessment and improvemant aciivities, auditing functiong, cost-management analysis, and
cusiomer sarvice. An example would be an internal quality assessmant review:

& may also create and distribute de-identified health information by removing all raferences to individually

entifiable information.

alth-related bensfits and services that may be of interest 1o you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
ad:ﬂ“;or%zaﬁcm in writing and we are requited to honor and abide by that written feduest, except to the extent
hat we have eiready taken actions refying on your authorization.

You have the Tollowing rights with respect to your protected health information, which you can éxerclae by
2senting & writien request to the Privacy Officer:

The right 1o request restrictions on certain uses and disclosures of protected healih information,
incinding those ralated to disciosures io family members, other relafives, close parsonal iriends, or
any other person identified by you. We ars, however, not required to agres o a requested restriciion,
Hwedoagrestoa restriction, we must abice by it unless youg agree in writing to remove it.

The right fo reasonabla requesis o receive confidaniial cormmunications of protected health
information from us by alternative maans dr at aliamative locations.

The right o inspect and COpY your orotecied héalth information.
The right to amend your piotecied haaith information.
Trie fight o raceive an accounting of disclosures of protected health information.

Tre right io obiain 2 paper copy of this notice from us uDon request.

TTEM GTI-S059/25048 & hisv 20




1 2 r + 3t -y wre o P e Ry
STASY OF Wour protectad haslh informatior soe o

37T Drivacy praciices with respect i proteciad Sealts informeation.

. 2093 and we are reauived to abids by the terme of
i Privacy Praciices surrently i effect. Ws ressrve tha right to changs ths terms of our Notics of

== 110 O
and 1o maks he naw notice provisions sffective for af protected healh information that we

may regusst 2 wilitieh copy of a ravised Notine of Frivaty Prachices from thig

rens rezourse ff vy isel that vour privasy protections have besr violsiad. You have e right to file
wiiEr: compigint with our offics, or with the Denartment of Hesalih & Human Services, Dffice f Sivi Hights,
about vioiations of ths provisions of #is notics or e policies and prosadures of our ofize. Ws will pot

Far mors information about HIDEA
or to fils & complaint

The U.8, Departmant of Health & Human Seivices
Office of Civil Rights ) '
200 Indepandence Avanue, SW.
Weashington, D.C. 20201

(262) 6180257

Toll Fres: 1-877.-808-8775

ve;*s Compensation
Yot heve signed 2 waiver swriing vour worker compensatior
claim. You have wajvad your rights in viewing the chart. Comtact yomr Attorpey or

Insurance adfuster for any copy of records.

W EDD;




WORKERS’ COMPENSATION HISTORY

NAME: | EXAM DATE:
AGE: . OCCURATION: DOMINANT HAND:
HEIGHT: WEIGHT:

MARITAL STATUS: O Married O Single O Divorced O Separated 0 Widowed

Number of Children:
Level of Education:

Mobbies:

CHIEF COMPLAINTS

Part(s) of body injured:

HISTORY OF INJURY

Exact date of injury:

Employer's Name:

Describe how you hurt yourself (when, where, how, anyone else involved?)

Did you repert your injury to your empioyer? If so, whan and to whom?

Did your employer refer you for freatment? If s0, where and by whom?




Please list names of all physicians/chiropraciors you have seen for this injury,
specifying type of doctor, dates of treatment and location,

MName of Doctor Dates of Treatment Who referred vou

List any x-rays, special tests, surgeries, hospitalizations for this injury (MRI, EMG

faden
§ Wl g

‘Have yoirhad anyotherworkrelated injuries? ¥ so, 'piease'give dates of injury,
employer at time of injury, and body parts injured: '

Was there a settlement made?

Have you ever had ar injurv or sought treatment for the body pari(s) involved in this
claim? If so, please give description of injury and type of treatment received, Thig
would include sports infuries, aufo accidents, etc.

Have you had any new injuries or re-injuries?




PRESENT COMPLAINTS:

Where is your pain?

Please rate vour pain level today:

Least] o S e JWorst
& (No pain) 10 (severe)

Overall, has your condition N improved O Worsened o Stayed the same
Fowmuch:of the tii'ne‘-dm‘ing"the"da?y are youinpain?. - -

Less than 1 hour per day
Between 1 and 4 hours per day
Between 4 and 8 hours per day
, Almosf;‘any.:-&Eme.:;thatzl;am*matﬂying-;dcwm;,- wr v
Almost 24 hours per day '

0 O o

Mark with an X the worst and best #imes of day for your pain:

ORSE BEST
0 On awakening : 0 On awakening
0 Morning O Morning
0 NMiid-day 0 Mid-day
0 Aftermoon 0 Afternoon
I Evéning : 0 Evening
O Lying in bed DO Lying in bed

List specific activities which increase your pain:




Describe specific methods or activities which relieve your pain:

Please describe what activities of daily fiving as well as recreational activities you ne
ionger can parficipate in because of your pain:

FOR NECK/BACK PAIN ONLY;

po you have any chénge in bowel or bladder function since the onset of neck or back
pain?

j] Yes O No

D6 you have any paih-going info vour.arms?: .- -
Yes 0O No

T;o you bave any pain going into your legs?

0 Yes ] No




in your job you are required fo iift

Never Oocasioria!!y Freauently Constantly
Hp 1010 pounds 0 Q i {
11 o 20 pounds G 0 ] 0
21 to 50 pounds : G : a G 0
51 t¢ 100 pounds - o 0 a A
Over 100 pounds 0 ] 0 0

Are you required fo use your hands for repetitive motions such as:

Yes Mo
Fine manipulation: O ]
Simple gra-spiﬁg: 0 g
Pushing/pulling:. 0 O

| Ate you required fo use your fest forrepetitive:use: i yes fIno-

Are you required fo do the following:

Never Qceasiomnally. Frequently Constantly

Bending: 0 ] A 0
Sguatting: S| 0 0 0
Crawling: | O | g o 0
Kneeling: 0 G O 0
Climbing: ] D 0 0
Q\Ia,iking enuneven QO 0 0 o
ground ‘ '

eaching above o o 0 i
shoulder level:

CE AL e [ ' S 0 (]

houlder level:

]




HEALTHCARE LIEN
Philip Wrotslavsky, DPM, A Professional Corporation
15525 Pomerado Road, Suite E-6, Poway, Ca. 92064

=

atient Name:
atlent SSN; Patient DOB:
ate of Injury:

o

o

Patient authorizes Provider(s} to furnish his/her Attorney and insurance carrier with a full report of examination, diagnosis,
course of treatment, pragnosis, and any other relevant information concerning his/her care and treatment for the
afprementioned injury. Patient further authorizes his/her attorney and insurance Campany to furnish Provider(s) with
rformation concerning the merits, viability and status of Patient’s injury claim.

!>euj"tjent hereby gives this Lien to Provider against all proceeds (whether by settlement, judgment or award, Including all Med-
Pay advances), derived from Patient’s injury claim to secure payment of all fees owed Provider(s) by Patient for treatment
furnished Patient for the afarementioned injury. This Lien, regardiess of when executed, shall apply retroactively to all care and
aatmeant furnished Patient by Provider(s) arising out of aforementioned injury.

Patient and Attorney understand that this Lien is offered for the protection of Provider and in consideration for Provider

a réeing to await payment for services rendered to Patient, Patient understands and agrees that payment of Provider’s fees is
n t;‘contingent on Patient’s receipt of a favorable settlement, judgment or award and that he/she remains directly and fully
responsible to Provider for all services rendered him/her. Patiens agrees that if no suit on the fnjury claim is filed by Attorney
w h‘ln the statutory period provided therefore, that all Provider's fees shall become due and payable immediately upon
expiration of the statutory period.

Attarney and Patient hereby agree to immediately notify Provider(s) in the event Patient retains new or different legal counse,
P ient directs his/her new counsel to execute a new copy of this Lien and otherwise honor the terms hereof.

Patient, Attorney and Provider agree that if enforcement of this Lien, or any portion thereof, is required, al disputes for less
tha ]SS,OGG. will be submiited to Small Claims Court for resolution while al} disputes in an amount in excess thereof will be
submitted to binding arbitration with any award therefrom confirmed by a court of competent jurisdiction. Patient, Attorney
and Provider further agree that if enforcement of this Lien, or any portion thereof, is required, that the prevailing party shall he
entitled to recover attorney's fees, arbitration fees and costs, jointly and severely, from the non-prevailing part(ies).

I/we have read and fully understand this Lien and agree to be bound by its terms.
Dated

{Patient Slignature)
Dated

{Attorney Name)

(Attorney Signature)




RK STATUS:

Are youcurrently werking? Same employer or different {circle)

Have you missed time from work dus to this injury?

if 80, what was your first day missed?

Date refurned fo work

Is modified work available?

When was the last day worked full durty? modified duty?

Are you currently involved in vocational rehabilitation? If s, where and by whom?

JOB DESCRIPTION:

Employer:

Exact Job Title:

Date of Hira:

Work Hours:

Days per Week:

Did you have any work restrictions when you were hired:

3eneral Job Description:

i}n an 8-Hour work day you are required to: {circle number of hours for each activity)
Siting: 1 2z 3 4 5 g 708
Stending: 1 2 3 4 5 g§ 7 g

Walking: 1 2 3 4 5 5 7 g




