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___________________________________________________________________________________________

Patient Information

Name: ______________________________________________________________________   Date: _____/_____/_____
 Last                                                                                    First                                                                   Middle
Home Address:_____________________________________________________________________________________


  Street                                                                      

 City                                          
      State                                Zip Code
Home Telephone: _______________    Work Telephone: _______________   How did you hear about us? _____________________________
Age: ______   Sex: ______   Date of Birth: _____/_____/_____     Social Security #: ______-______-______   Marital Status: _____________
Could you be pregnant (if female)? ___________   Spouses name (if married): ___________________________________________________

Primary Care Physician: _______________________________________________________________________________________________


                Name                                                              Address                                                                              


     Telephone #
Health Insurance

Primary Insurance Name: ___________________________________  Policy or Group #: _________________ Telephone: _____________
Primary Insurance Address: ____________________________________________________________________________________________



      Street                                                                      

 City                                          
      State                                Zip Code
Policy Holder: ______________________________________________________________________________________________________

              Name                                                                                        Date of Birth                                                                  Relationship to Patient

Secondary Insurance Name: __________________________________   Policy or Group #: _________________   Telephone: _____________
Secondary Insurance Address: __________________________________________________________________________________________



         Street                                                                      

 City                                          
      State                                Zip Code
Policy Holder: ______________________________________________________________________________________________________


              Name                                                                                        Date of Birth                                                                  Relationship to Patient

**Medical Information**
What is reason for today’s visit? (specify problem, location, duration) __________________________________________________________ ___________________________________________________________________________________________________________________
Do you have a history of …? (check appropriate boxes)
○  Diabetes  

          ○  Mitral Valve Prolapse        ○  Gout

                ○  Leg Ulcers              ○  Epilepsy 


○  High Blood Pressure
          ○  Arrhythmias

○  Anemia

 ○  Phlebitis                  ○  Thyroid Disease
○  Low Blood Pressure
          ○  Asthma

               ○  Sickle Cell

 ○  Blood Clots
         ○ Kidney Disease
○  Heart Attack

          ○  Lung Disease

○  Poor Circulation
 ○  Stomach Ulcers       ○  Liver Disease


○  Stroke

          ○ Emphysema

○  Bleeding Disorders         ○  Acid Reflux
         ○  Hepatitis  
○  Congestive Heart Failure        ○  Arthritis

               ○  Varicose Veins               ○  Hernia
         ○  Cancer
○  Other: ___________________________________________________________________________________________________________


List current medication(s): (dose & frequency) _____________________________________________________________________________
___________________________________________________________________________________________________________________

Allergies: (check appropriate boxes)  ○  Penicillin   ○  Sulfa Drugs    ○  Codeine    ○  Iodine/Shellfish    ○  Aspirin      ○  Latex     ○  Tape
   ○  Local Anesthesia    ○  Other: ___________________________________________________________

Have you had surgery? (specify type & date) ______________________________________________________________________________

Do you have a Family history of any of the above diseases? (specify disease & relation) ____________________________________________
___________________________________________________________________________________________________________________

Occupation: _____________________ Do you drink alcohol? __________oz/day/week  Do you  use tobacco? __________packs for ____years
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___________________________________________________________________________________________

Liability Assignment / Release of Information Form
Patient’s Name: __________________________________________________________________________



     Print full name

I HEREBY AUTHORIZE Long Island Foot Specialist, P.C. to release any and all information acquired in the course of my examination and treatment for the purpose of insurance, workers compensation, no fault, and/or Medicare benefit payments.  I authorize Long Island Foot Specialist, P.C. to obtain copies of any and all medical records, reports, radiographs, MRI’s, and/or diagnostic test results necessary for payment of services rendered to me by reason of my condition, injury, or accident.

I HEREBY AUTHORIZE and direct you, my insurance company of record, to pay directly to Long Island Foot Specialist, P.C. or Dr. Todd A. Levenstien such sums as may be due and owing them for services rendered to me by reason of this condition. Under no circumstances is this agreement revocable nor can it be changed unless proof of payment in full from the doctor is provided to you.

I FULLY UNDERSTAND that I am directly responsible to my said doctor for all medical bills submitted by them for services rendered to me.  I further understand that such payment is not contingent upon any insurance policy, settlement, judgment or verdict by which I may eventually recover said fee(s).  A photocopy of the Authorization and Assignment shall be considered as effective and valid as the original.

I HEREBY GIVE MY PERMISSION to Long Island Foot Specialist, P.C  and Dr. Todd A. Levenstien to perform such procedures as may be deemed necessary in the diagnosis and/or treatment of the extremity condition. I also hereby assign to the above named physician(s) all benefits by my insurance company policy or policies for medical or surgical care.  I understand that I am financially responsible for any balance due on my account. I certify that the above information is true and correct to the best of my knowledge, and that I have read and understand the Notice of Privacy Practices.

_________________________________________________          __________________________________________

 Signature of Patient or Responsible Party 





 Date
*MEDICARE PATIENT – PLEASE READ AND SIGN THIS SECTION*

Under section .1842(1) of the Medicare Act, Medicare can deny payment for services rendered.  The law requires that this notification be validated with your signature.

Medicare can deny payment for extensive procedures or where Medicare determines a service to be medically unnecessary.  I hereby agree to pay the said physician for serviced rendered.

_________________________________________________          __________________________________________

 Signature of Patient or Responsible Party 





 Date
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___________________________________________________________________________________________

Consent fOR noTICE OF Privacy Practices
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA”), I have certain rights to privacy regarding my protected health information. I understand that this information can and 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.

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization any time at the address above to obtain a current copy.
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations. I also understand you are not required to agree to my request restrictions, but if you do agree then you are bound to abide by such restrictions.

______________________________________             
   ______________________________________

Patient Name (Print)   





   Patient Signature          
______________________________________
   
   ______________________________________

Relationship to Patient





    Date
OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement of this Notice of Privacy Practices, but was unable to do so for reasons documented below:

________________________________________________________________________________________

Reason for not signing form

______________________________________________

   ______________________________________________

Date







   Initials








