Wadsworth Foot & Ankle, LLC
PATIENT REGISTRATION FORM
Personal Information

Name: Home Phone #:

Address:

City: :State Zip:
Occupation: Work PHone

Age: Sex: Date dfiBirt SSN:

May we contact your home and leave a message withr cesidents?? (YES) (NO) IF yes, who are whaized to leave

messages with??

May we leave messages on your answering machiheroe voice mail (YES) (NO)

Do you have an email address?

May we send and receive information with you via ithternet (YES) (NO)
Financial Responsihility

Are you responsible for yourself financially (YE@®JO). If not please indicate the responsible partythe lines below including the
following information:name, addr ess, phone number, social security number, and birth date

Relationship to patient:

May we talk to this person about your medical cons@? (YES) (NO)
Is this visit in response to a current or pendirggkers comp injury (YES) (NO)

Date of Occurrence: Claim#:

Has an accident report been filed by your compasS) (NO)

Company Name: Address:

Phone #: Faxi#: Card Holders Date of Birth
Primary Insurance Company: Name on Contract:
Relationship to Card Holder: Co Payment:

Secondary Insurance Company: Name on Contract:

PLEASE PROVIDE ALL YOUR INSURANCE CARDSAT THISTIME FOR COPYING

Cards Copied (YES) (NO)



MEDICAL INFORMATION

Who may we contact in the event of a Medical Emecg@

Home Phone #: ork Mhone#:

Primary Care Physician: Phone #:

May we provide your Physician with updated inforimatperiodically? (YES) (NO)
Are you currently seeing a specialist for an ongapecific condition (YES) (NO)

If so, which specialist are you seeing?

Specialty: Phone #:

Were you referred to our office by another physiqidES) (NO)

Who may we thank for referring you?

Please read the following infor mation concerning your financial responsibility and sign below

1. For all patients with HMO, MC, or PPO Insuranités the patients responsibility to obtain themer referrals from your Primary
Care Physician prior to your visit so that you cageive the maximum benefit from your insurancestenvices. Back referrals are
no longer accepted practice by many physiciangeaxffand insurance companies. Check with your ams@ company to make sure
that our practice is in youretwork.

| agreeto pay all chargesin the event that a proper referral isnot obtained:
2. For our patients with edicaid: It is your responsibility to present your carceath visit to verify your continued eligibility.

3. For all ouM edicar e patients: We are a participating practice Witkdicare, which means, we will accept the amount that
Medicare approves for our services. Medicare 8896 of their established rate for servic¥su asthe patient areresponsible
for theremaining 20% of the fees either through secondary insurance or self- payments. M edicar e also has a standard
$110.00 deductible each year that must be met before payment of servicesisrendered.

4. If your insurance plan has standenepay, you will be expected to make payment at the time of your visit.
5. Accepted methods of payment eash, personal check, or credit card (We accept Master Card, Visa, and Discover)

Wadsworth Foot & Ankle, LLC is required to process your insurance claims wdtlr primary insurance carrier. We will bill any
secondary insurance as a professional courtesyuptlye patient. Please let us help you to redbigenaximum benefit from your
insurance companies. Have a current copy of yaurance cards handy so that we may keep a copewf in your records. If you
change insurance companies during the course oftg@atment, please provide us with the updatestinétion promptly. If you
have any questions about our insurance policy,ffeelto ask them at the time of your visit, ol cal during normal business hours.

It is our policy to bill your insurance companies feimbursement, However we shall allow no mosmntkixty (60) days for
payment. After sixty (60) days, you will be billémt any outstanding balances on your account. \ildo&zmore than happy to help
you with any problems you may have with your insgeacompanies by providing any needed informatiey tequire, but yoas

the patient are responsible for any problems you have withr insurance company. All outstanding balances are due thirty (30)
days from the statement date. We reserve the tagttiargel.5% interest on any outstanding balances after 30 days asaselhy
collection fees incurred in receiving paymentydfi are having financial difficulties, arrangemecas be made for any outstanding
balances and payment plans are available. Pladidbe office during regular business hours, opsh to discuss your billing
options.

I haveread and under stand the above statementsand | directly assign all medical and surgical benefitsto the
doctor. | understand that | am financially responsible for all chargeswhether paid by my insurance provider or
not. | authorize the doctor to release all information necessary to secure payment of my benefits

Signed: Date:




PRIVACY AND CONSENT INFORMATION

" Thisconsent form isrequired by the Health I nsurance Portability and Accountability act of 1996 (HIPAA) which requires
us by law to inform you of your rightsfor privacy with respect to the disclosure of your health careinformation. (Please read
and sign below)

| hereby give my consent to Wadsworth Foot & Ankle, LLC to use and disclose my protected health information for the purpose
of treatment, payment and operations of my health care and this practice.

Consent for treatment: | authorize Wadsworth Foot & Ankle, LLC and anymayee working under the direction of my physician
to provide medical care for me or to the patientciwh am legally responsible for. This medical caray include services and
supplies related to my health (or the identifiedspa) and may include (but not be limited to) preixe, diagnostic, therapeutic,
rehabilitative, maintenance, palliative care, caling, assessment or review of physical and mestadlis/function of the body and
the sale or dispensing of drugs, devices, or atbers required in accordance with a prescriptidnis Tonsent includes contact and
discussion with other health care professionals&me and treatment.

Consent for the Release of Infor mation for Payment and Operations: | also authorize this practice to furnish inforioatto the
identified insurance carrier(s) for any and all payt activities. | further consent to the use foy practice operational needs as
identified in the Privacy Practice Notice.

Consent Related to the Privacy Notice: | have had an opportunity to review the Practidea@y Notice as part of this registration
process. | understand that the terms of the PrifPaagtice Notice may change and | may obtain thedsed notices at any time by
contacting them by phone, fax, email, or in writihave the right to request information on how pngtected health information
has been disclosed. | also have the right to ostow this information is disclosed, but this giee is not required to agree to my
restrictions. If it does agree to abide by my resfee restrictions, then this practice is boundhay agreement. All requests for
disclosure and/ or restriction must be made inimgifor documentation purposes. .

| understand that this practice may refuse me ses\if | refuse to sign this consent. | may reviiie consent at any time, but the
practice may refuse further services at this tisiavall. If | revoke this consent, the revocatiares not go into effect until this
practice receives documented notification (i.e.nzheall, in writing, etc.)

Patient/ Guardian: Date:

Name Printed: Relationship:

Copy of Practice Privacy Policy reviewed and sigoed

Patient unable to sign privacy statement due to:

Revocation
| Hereby Revoke the Consent Given Above:

Patient/ Guardian: Date:

Name Printed: Relationship:

Consent for Assignment of Benefits: | consent to assign all payment for these servizdisis practice. | understand that | am
responsible for all co- payments, amounts appleabideductibles and other amounts that may be eéemy responsibility by the
payment sources, as required by my contract withnsyrance plan and state regulations. | furthelesstand that my contract with
my insurance entity mayor may not cover some sesvitt is my responsibility to obtain informatiaciofn my health plan about
service coverage. If | seek care outside of theraoty | am aware that | may be responsible fotrelcharges that are ensued.

Patient/ Guardian: Date:




Wadsworth Foot & Ankle, LLC
Practice Privacy Statement

THISNOTICE DESCRIBESHOW MEDICAL INFORMATION ABOUT YOU MAYBE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESSTO THISINFORMATION. PLEASE REVIEW IT
CAREFULLY

I. Thisisaformal natification, asrequired by the government concer ning the privacy policy of this practice. This practice has
an obligation to maintain all medical informatiaonthe strictest of confidence. Our practice camal#ase information without your
written consent, including medical records, conagosis, reminder calls, test results and otheridenfial issues. Patient
information about health care is identified as “PéH protected health information. This new poli®guires that you, the patient,
identify at the time of registration with us spézihformation about release of informatiofou can change thisinformation at

any time with either written notification or verbal notification, followed up in writing. Changes can only impact the care or
information from that point in time forward.

Il. Your protected health information (PHI) is arpaf your medical care, and can be used or disdas follows:

* For your treatment in this practice and other lioecet while under our immediate care, for your gaeds. This may
include any foot care evaluation and exam, proesidone related to your needs, medication manadepigrsical
therapy, referral for services, diagnostic testgeatment related to this care. Release of inftiondo family and
significant other (husband or wife) can be dong avith your permission on the registration form.

« For obtaining payment for treatment with your idféed health care program. This would include a@ogumentation
related to this care, including history forms, pexs notes, pictures and procedure notes. Thisdwociude eligibility
verification, prior authorization and claim subniigs

» For operations of this practice, such as enroMNuith insurance programs, hospital privileges, aotiog and compliance
with federal and state laws and regulations.

< Appointment reminders and health related benefitices_ onlywith your consent identified on the registrationnf.

« Disclosure to your family and friends concerning aglated health care information identified on tbgistration form,
which can be modified at any time orally, followleg written consent

e Consent isnot required for emergency careand treatment An emergency isidentified asa medical condition that in
the judgment of the physician requiresinformation for careon your behalf.

Certain disclosures can be made without your cdresashthey are as follows:

» Disclosure required by the government or law erdorent agencies. An example would be victims of abus

* Information used for public health purposes, mddigaminers or related to a person's death ohfhealth department
for disease tracking.

» Information used for health care oversight, such afie review by an insurance program.

« For worker's compensation cases or employmenectésessments

I1. Your rights for your health information incledThe right to request limits on the uses and d&ale at registration or any time
during your care. The right to choose how we déiglinformation to you, including an alternate eels. The right to see and
obtain copies of your PHI, but there may be copy postage fees. The right to get a listing of wi@have made disclosures to
about your PHI. The right to collect your file thugh an amendment process if appropriate.

IV. This practice reserves the right to modify bange this Privacy Statement and process at amy Ravision to the Notice will
be available upon request by contacting the offite2 changes will be effective retroactively to thigial date of the Privacy Notice.
An updated Privacy Notice will be posted in thaa&fwithin 60 days of the revision.

V. If you have a concern or complaint about howrymotected health information is being used, fitbia time forward you should
first contact our Practice Administrator at our Bess office to resolve your concerns or you mayact the Office of Civil Rights
or the Ohio Medicare Carrier, GBA Palmetto.

Office of Civil Rights -Regional Manager Palnee@GBA

Department of Health & Human Services Part B@pons -HIP AA Compliance Concerns
233 N. Michigan Avenue, Suite 240 PO Box 18957

Chicago, Illinois 60601 Columbus, Ohio 43218

Patient name: DOB:

Patient signature on receipt of Privacy Notice: Date:

Patient [ ] unable to sign due to: [ 1 Refused to sign Date:




Wadsworth Foot & Ankle, LLC
229 Leatherman Road
Wadsworth, OH 44281

Health History Form

Name: Date:

What is your current foot/ankle problem?

When did the problem begin? Is the problem work related?

Has this condition been treated by another Dr.?

If yes, describe treatment:

Height: Weight: Shoe Size:
Please list any sports/activities:

Do you smoke? Have you ever smoked? Packs per day:
# of years you smoked: How long ago did gtop smoking?

How often do you drink alcoholic beverages?

What non-prescription medicines, vitamins, or hesb@plements do you take regularly?

Areyou allergic to any of the following medicines? Penicillin Sulfa lodine ABpI
Local Anesthetics Adhesive Tape
Please list any other medicines you are allergic to

Please List any surgeriesyou have had, including the dates

Please list any family member s who have/had the following conditions:

Diabetes High Blood Pressure Cancer Heart Attack
Stroke Arthritis

Please check if you have/had any of the following conditions. Diabetes Hypothyroid
Hyperthyroid Heart Attack Stroke _ High Blood Pressure

Congestive Heart Failure Blood Clots __ Heart Murmur Hepatitis

HIV/AIDS Ulcers Reflux CrohDsease Colitis IBS
Kidney Failure Osteoarthritis Rhewndadrthritis Inflammatory Arthritis
Lupus Neuropathy Fibromyalgia ultikle Sclerosis

Please list any other medical conditions you agatéd for:

Please list any prescription medicinesyou are currently taking (we will be happy to
copy a list if you have one):




