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PATIENT INFORMATION

Dale

Patlent Name |
Laat Narno
Firat Name Middlo el
Address .
Cly ...
\ State, e Zip

E-mall. ..
Sex "IM |JF Age___ _ Blrthdate ____ ...
[MMarrled [ |Widowsd | ] Single  [J] Minor

[ Soparated [7] Divorcod [ Partnarad for ______yaars

Soc. Sec. #

Pattant Employer/School |

Employer/Schoaol Addross

Employer/School Phone (_.....) ... ... .

Spouse's Mame

Birthdato, L 38 L

Spousa’s Employer

Whom may wa thank for refarvlng youT

PHONE NUMBERS

Home Phona (. ).
Call Phone ( )
Best time and place to reach you ... o o
JN CASE OF EMERGENCY, CONTACT

\ Nama

Ralatlonship

5612848324 BPAGE.

1/

Wha is rasponsible for this accoum?

Relationship 1o Patient

Primary Insurance Go,

Group #

Is patlent covarad by addltienal insurance? | |Yas || No
Subscribor's Namae, |

Birthdato S5

Ralatlonship to Patlent

Insurance Co.

GroUP # . e e e
INSURANCE ASSIGNMENT AND RELEASE

1 corlily thut | have Insurance coverage with e
Mama of Insurnce Company(ios)

and assign diractly to D, woooal
ingurance bensfits, il any, olharwise payable ta ma for gorvlnoq randorad, |
undaratand that | am flnanclally responsiblo for all chargos whothar or not paid by
insurance. | authorze the use of my signalure on all Insurence submiesions,

The above-named doctor may use my health care Information and may discloso
such infarmatlon to tho abova-named Insurance Company{los) and thelr ngents for
tho purpoeso of ahilainlng paymont lor sorvicos and dotarmining insurance banefits
or the banefits payabla for related servicas, This congant will end whan my curront
treatmont plan is complotod or ane yoar trom the date signed below.

MEDICARE/MEDIGAP AUTHORIZATION

| raguast thut paymant of nuthorized Madieare benafita and, it applleabla, Modiga)p

bonofits, be modo oithor o mo or on my behalf to

Marma of

tor any sorvicas furnished to me by that provider.

Doctor or Clinic

To the extent pormitted by law, | authorlzo any holdor of modical of other informetion
about mo to roloaso to tho Contors for Medienrs end Madicaid Services, my
Medigap Insuror, and their agents any Information needed to dotoerming thoso
banalits ar benefita for related services.

Signalura of Banaflclary, Guardian or Porsanal Roprosonttivo

Flome Phono ( )

Wark Phone ( ) -

Please print nama of Bonoflclary, Guardlan or Porsonal Aeprasontative

Doty H'r.-‘l‘le‘.l"illpﬁrifsrli_;;uila_Elaneficlﬂry

What is tha chiaf complaint for which
you cama to be treated? (Include foot,

Is thero any personal or famlly
diabatey? OYes [ No

PODIATRIC HISTORY

history of Pleasa indicate which fool problems you now have

or have had in the paat.

§ ankle, knas, thigh, and hip complaints.) Ankle Paln []¥es | Na
Your: occupation Athlete's Foot ("] Yos |7 No
- Clgarctto/Tobaceo usa Bunlong OYes 7| No
‘ Yoars smoked Carns and Calluses [.]1Yes []No
‘ Cramps or Numbmess in Fest or Lege ClYes [ No
' Athlatlc aclivities in whict icalpe | ;
! Hava you aver bean 10 a Podialrist belora tlatic actlvities in which you particlpata Flat Faet LlYes [1Ne
! [ Yas | No {please list and Indlcate frequency) Fool or Lag Cramps [ZlYas [l No
i Il vos. pleasa list ol Pain OYes JNo
i yos, ploaszo list. TTTTTTTTTTT Ingrown Toenails [JYos [ No
? Nams Plantar Warts [JYos LI No
Swalling in Ankles or Feat LJYes [T No

Last visl
ARVIER e - Tired Faat Ovyes ClNo
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MEDICAL HISTORY

Flace a mark on “Yas" or “No” te indicate if you have had any of the following:

AlDS/HIV [_IYos [ No Epilepey LlYes [ Ne Rash [ClYes O No
Allerglos to Anasthetios OY¥es [CINo Eye Probloms Oves [No Raspiratory Dlsease O¥Yes [ClMNo
Alletgles 1o Medicine or Drugs || Yes | No Falnting (ives |INo Rheumeatic Fevar [1¥as [ No
Anomia OYes [1No Foot or Lag Cramps [COYes [.1No Shortnass of Brealh [[¥as [_| No
Anging [OYes [ONo Gout OdYes [No Sinus Probloms OYses [1No
Arthritis [MYos [ |No Feadaches |J¥es [ No Speclal Diet [J¥es [IMNo
Artificial Heart Valvos or Jolnts [ Yes [ No Heart Diszaso OYes [CNo Stroke CYas [TNo
Asthma CiYes [(INo Hemaphilla OYes [ JNo Swalling in Ankles, Feet [[1¥es [ | No
Back Problems [_I¥os [ Mo Hepatitls or Jaundica | IYos (7} No Swollen Nack Glands | T¥es [ WNo
Bleeding Disordors [IYes (O] No High Blcod Pressura OYes ] Mo Tired Foot [dYes []JMNo
Cangar [ {¥os [ Mo Kidnay Froblems [J1Yes T No Tubsrculosls [(¥es O No
Chemical Dependoncy Cvaz O No Liver Diseaso COYes O No Ulcers OYes []No
Chest Pain idYes [ INo Low Blood Pressure [Oves [ No Varlcosa Veins ClYes |TINo
Chronic Dlarrhea OYes [ Mo Nauropathy ClYes (I No Veneraal Diseace Oves [CINo
Circulatory Problams [C1Yes [ I Mo Phlabltls OYes (INo Woight Lasa, unexplainad [¥es | |Mo
Diahetes LlvYes [(INo Paychiatric Care [Yes I No

Ear Problems [OJYes [CIMNa Fadiation Traatmant [OYes [JMNa

Surgaries you have had

Fospitallzation cther than for the surgeries listed. .

Is the reason for this visit auto accidant related? [T|Yes [JMNo  If yes, date of auto accident

Family physician__________. . ___ Last visit date

Are you now, or have you been, under any other doctor's care for any reason over the past two yeara? [JYes [ No

If yes, please explain

Include prascriptions, over-the-counter medications and vitamins_______ —_— [C] Adheslve/Tape O Locat Anesthetics
| =1 Anticoagulant Therapy [] Novocalne

"] Aaplrin O Fenicillin

[ Codeine [ Seafoods
Pharmacy Name(s) c [ Demaral

- ) (1 Sulfa

Pharmacy Phone(s)_____..  __ ».| U lodine
Do you take oral contraceptives? {|Yes [JNo | Other..

suUch procedures upon ma as the doctor deems necessary.

Slynofure of Pallent, Parent, Guardnn or Porsonal Roprosontalive Dala

" Pluita print name of Patlant, Paront, Guardion of Parsonal Ropresaniative Aelalionship to Patlont

I hereby consent and give my parmission to the doctor {and the doctor's assistants or designated replacemant) to administer and perform -
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HIPAA Notice of Privacy Practices

Yanira M. Bermudez, D.P.M., P.A.

PR YANIRA M RERMLINEZ
B363 W ATLANTHL AiarilE
| SUITE 401
\ PELPRAY BEACH. FL 33484

THIS NOTICE DESCRIBES HOW MERICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices deseribes how we use and disclose your protected health information (HI) to eany
out treatment, payment or health cave operations (TPO) and for other purposes that are pennitted or required by faw. It
also describes your rights to aceuss and control your protected health information, “Protected health information” is
information about you, inciuding demographic information, that may identify you and that relates to your past, present
or future physicat or mental health or condition and related health care services.

1. Uses and Disclosures of Frotected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of
our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay
your health care bills, to support the operation of the physician's practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage:your health
care and any related services. Thia includes the coordination or management of your health care with a third party, For
example, wa would disclose your protected health information, a5 neeessary, to a home health agency that provides
cara to you. For example, your protected health information may be provided to a physician to whom you have been
referred (o ensure that the physician’s hag the nceessary information to diagnostic or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services,
For example, obtaining approval for a hospital stay may require that your relevant protected health informiation be
disclosed to the health plan to obtain approval for.the hospital admission,

Healtheare Operations: We may use or disclose, as-needed, your protected health information in order 1o support the
business activitics of your physician’s practice. These activities include, but are not limited Lo, quality sssessment
activities, employee review activities, training of medical students, licensing, and conducting or arranging for other
busginess activities. For exunple, we may disclose your protected health information te medical school students that see
patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked tosign
vour name and indicate your physician, Wo may also call you by name in the waiting room when your physician is

rendy to see you, We may use or disclose your protected health information, as necegsary, to contract you to remind

you of your appointment, '

We may uge or disclose your protected health information in the following situations withouwt your authorization. These
situations include: as Required By Law, Public Health issues as required by law, Conununity Diseases: Health

. Qversight: Abuse or Negleet: Food and Drug Administration requirements; Legal Proceedings: Law Bnforcement:
Coraners, Funera) Directors, and Organ Donation: Research: Criminal Activity; Military Activity and National
Seeurity: Worker's Compensation! Inmates: Required Uses and Disclosureg: Under the Law, we muat make disclozures
to you and when required by the Secretary of the Diepartment of Health and Fuman Services to investigate or determine
our compliance with the requirements of Seation 164.500.

Other Permitted and Raguired Uses and Disclosures Will Be Made Only with Your Congent, Authorization or
Opportunity to Object unless required by law,

You may revolee this authorlzatlon, at any time, in wiiting, excopt to the extent that your physician or the physician’s
practice has taken an action in relionce on the uge or diselogure indicated in the authorization.
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Your Rights
Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under faderal law, however, you may
not inspect or copy the following records: psychotherapy notes; information complied in reasonable anticipation of, or
use in, a civil, eriminal, or administrative action or proceeding, and protected health information that is subject to law
that prohibits access to protected health information,

You have the right to request a restriction of your protected henlth information. This means you may ask us not to
use or disclose any part of your protected health information for the purpose of treatment, payment or healthears
operations. You may also request that any part of your protected health information not be disclosed 1o family imembers
or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy
Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request, If physician believes it is in your best
interest to permit use and disclosure of your protected health information, your protected health information will not be
restricted. You have then the right to use another Healtheare Professional,

You have the right to request to receive confidential communications from us by alternative means or at an
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you
have agreed to accept this notice allernatively i.e. electronically,

You may have the right to have your physician amend your protected health information. If deny your request for
wnendment, you have the right to file a statement of disagreement with ug and we may prepare a rebuttal to your
statement and will provide you with a capy of any such rebuual,

You have the rlght to receive an accounting of certain diselesuras we have made, if any, of your protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes, You then have the
right to object or withdraw as provided in this notice,

Complaints

You may complain to us or to the Seoretary of Heaith and Iuman Services if you believe your privacy rights have been
violated by wa, You muy file a complaint with us by notifying our privacy contact of your complaint. ' We will not
retalinte againut you for filing a complalnt.

This notice was published and becomes effective on/or before April 1, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of vur legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our MIPAA Complianee Officer in person or by phene at gur Main Phone Number.

Signature below iz only acknowledgement that you have received this Natice of our Privacy Practices:

Signalure:

Print Name:

Date:




