PODIATRIC REGISTRATION AND HISTORY
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Date

z PATIENT INFORMATION

INSURANCE

Social .Sc:cur;'{'yfd'-'

Patient Name

Who is responsible for this account?
Relationship to Patient

Insurance Co.

Is patient covered by additional insurance? [J Yes

[ No

SS#

Relationship to Patient

Spouse's Employer

Whom may we thank for referring you?

3 PHONE NUMBERS

| certify that | have insurance coverage with

INSURANCE ASSIGNMENT AND RELEASE

Name of Insurance Company(ies)

all

Last Name
Group #
First Name Middle Initial
Address
Subscriber's Name
City
Birthdate
State Zip
E-mail
Insurance Co.
Sex (JM [JF Age Birthdate
Group #
[ Married [0 Widowed [0 single 1 Minor
[ Separated [ Divorced O Partnered for _______ years
Patient Employer/School
and assign directly to Dr.
Employer/School Address
Employer/School Phone ( )
Spouse’s Name
Birthdate SS#

MEDICARE/MEDIGAP AUTHORIZATION

benefits, be made either to me or on my behalf to

Home Phone ( )

Cell Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name

Doctor or Clinic

insurance benefits, it any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by
insurance. | authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefils payable for related services, This consent will end when my current
treatment plan is completed or one year from the date signed below.

| request that payment of authorized Medicare benefits and, if applicable, Medigap

Name of

for any services furnished to me by that provider.

To the extent permitted by law, | authorize any holder of medical or other information
about me to release to the Centers for Medicare and Medicaid Services, my
Medigap insurer, and their agents any information needed to determine these
benefits or benefits for related services.

Relationship

Signature of Beneficiary, Guardian or Personal Representative

Home Phone ( )

Please print name of Beneficiary, Guardian or Personal Representative

Work Phone ( )

Date

Relationship to Beneficiary

What is the chief complaint for which you
came to be treated? (Include foot, ankle,
knee, thigh, and hip complaints.)

Have you ever been to a Podiatrist before?

(JYes [JNo
If yes, please list.

Name

4 PODIATRIC HISTORY

Is there any personal or family history of
diabetes?
[Yes [JNo

Your occupation

Cigarette/Tobacco use

Years smoked _

Athletic activities in which you participate
(please list and indicate frequency)

Last visit

Please indicate which foot problems you now have or

have had in the past.

Ankle Pain
Athlete's Foot
Bunions

Corns and Calluses

Cramps or Numbness in Feet or Legs

Flat Feet

Foot or Leg Cramps
Heel Pain

Ingrown Toenails
Plantar Warts

Swelling in Ankles or Feet

Tired Feet

CYes
ClYes
[JYes
[ Yes
[JYes
[JYes
JYes
JYes
Yes
CJYes
CVYes
[JYes

[ No
J No
[J No
[J No
[J No
[J No
[ No
I No
[ No
[ No
O No
] No




MEDICAL HISTORY

Place a mark on “Yes" or “No" to indicate if you have had any of the following:

AIDS/HIV JYes [JNo Diabetes [Jves []No Psychiatric Care [JYes [JNo
Allergies to Anesthetics [] Yes [J No Ear Problems [JYes []No Radiation Treatment [JYes [No
Allergies to Medicine or Epilepsy [(Jyes [JNo Rash [JYes [JNo

Drugs [JYes [ No Eye Problems [JYes []No Respiratory Disease CYes [No
Anemia [(JYes [INo Fainting [Oyes [JNo Rheumatic Fever Yes [No
Angina ClYes [JNo Foot or Leg Cramps [JYes [JNo Shortness of Breath [JYes [JNo
Arthritis OYes [JNo Gout [(JYes [INo Sinus Problems [JYes []No
Artificial Heart Valves Headaches [JYes [JNo Special Diet [(JYes [INo

or Joints [JYes [JNo Heart Disease [(Jyes [No Stroke [JYes [JNo
Asthma : [ Yes [JNo Hemophilia CJYes [JNo Swelling in Ankles, Feet []Yes [ No
Back Problems (JYes [INo Hepatitis or Jaundice [Jves []No Swollen Neck Glands OJYes [INo
Bleeding Disorders ClYes [INo High Blood Pressure [JYes [I1No Tired Feet [Yes [JNo
Cancer [JYes [JNo Kidney Problems [JYes [INo Tuberculosis OYes [No
Chemical Dependency  [] Yes [ No Liver Disease [JYes [JNo Ulcers [JYes [INo
Chest Pain [JYes [JNo Low Blood Pressure [JYes [JNo Varicose Veins [OvYes [No
Chronic Diarrhea [1ves []No Nervous Problems [JYes [1No Venereal Disease [(JYes [1No
Circulatory Problems (JYes [JNo Phlebitis C]Yes []No Weight Loss, unexplained [] Yes []No

Surgeries you have had

Hospitalization other than for the surgeries listed

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 years? []Yes []No

If yes, please explain

é MEDICATIONS ALLERGIES
Include prescriptions, over-the-counter medications and vitamins [Tl Adhesive/Tape  [] Local
] Anticoagulant Anesthetics
Therapy (] Novocaine
[] Aspirin ] Penicillin
[] Codeine [] Seafoods
i (] Demerol [] Sulfa
[[] lodine
Other

CONSENT

| certify thal the above information is true and correct to the best of my knowledge. | give my permission to the doctor to administer and
perform such procedures as may be deemed necessary in the diagnosis and/or treatment of my feet.

Patient's Signature Date

Reviewed by :- Date:
Dr. Burton S. Schuler, DPM




Dr. Burton Schuler DPM
2401 W. 15th St.
Panama City, FL 32401
850-763-3333

Patients Name Today’s Date

Patient Policies

Please read these policies carefully as they will serve as standards in our practice. If you have any questions
please ask our staff.

1)
2)

3)

4)
5)
6)

7

8)

9)

Due to limited space we ask that NO MORE than two (2) people accompany the patient back to the
exam room.

Please NO FOOD OR DRINKS IN OUR OFFICE.

We understand waiting can be difficult for children. However, we ask that you be courteous to other
patients and parents by controlling your children.

We understand that waiting can be difficult for adults. We ask you to be patient and respectful to staff
and others in our office.,

Co-pays, fees and other financial obligations are due when services are rendered.

Return check policy. You will be charged $25.00 for each returned check. Once notified, you will be
expected to make full payment within ten (10) days. Repeat offenses will result in CASH ONLY
payment arrangements.

Medical Records. If a patient is requesting medical records, a signed medical processing form will be
filled out. After patient has signed the medical processing form, the records will be ready to be picked
up within three (3) days. There will be a charge for medical records in the amount of $1.00 per page up
to 25 pages and twenty five cents ($.25) per page thereafter.

Medication Refills. If you have a prescription refill our office policy is that a refill request must be
faxed over to our office by your pharmacy. We will only refill the medications that we originally
prescribed. .

Dr. Schuler's Practice is strictly outpatient services only, Please note that if you have an emergency
please report to the Emergency room of the nearest hospital and see the Physician on call. Please call to
follow up with Dr. Schuler on the next business day.

10) Verification of insurance is done as a courtesy to you, Information collected and passed on to the patient

is not a guarantee of benefits, but an estimation given on behalf of your insurance company. It is also
the Patient responsibility to give any correct or updated insurance information to the office.

Dr. Burton Schuler is very pleased to have you as a patient and we will do everything we can to make your
visit with us as comfortable and pleasant as possible.

Thank you for being our patient,

Signature: Date:

TURN OVER AND COMPLETE BACK OF FORM



(initial)

(initial)

(initial)

(initial)

‘POSSIBLE NON-PARTICIPATING PROVIDER:

I understand that Dr. Burton Schuler is a participating provider for many of the
major insurance companies. I further understand that it is my responsibility to
contact my insurance carrier to ensure that the physician I am going to see is a
participating provider under my insurance plan,

lunderstand that Dr. Burton Schuler will file my insurance claim(s) solely as a
courtesy to me whether they are a participating provider or not. Should there be
any problems in getting my claim(s) paid, Dr, Burton Schuler will provide me
with any necessary claim information I may need to resolve the issue but I
understand that it is my sole responsibility to handle any disputes with my
insurance company. I also understand that I am responsible for any charges not
paid by my insurance company within 45 days of service.

RESPONSIBILITY TO PROVIDE CORRECT INFORMATION:

[ understand that should there be any problems in getting my claim(s) paid for
any reason, such as but not limited to, incorrect policy information, failure to
notify Dr. Burton Schuler of any changes to my insurance coverage in writing,
and/ or not updating my contact information, I will be financially responsible
Jor any and all claim(s) not paid by my insurance company within 45 days of
service.

MEDICARE PARTICIPANTS

I understand that Dr. Burton Schuler participates in Medicare and will file
Medicare based upon the information I have given them. I also understand that
if I do not give them the correct Medicare information (such as an insurance
card for HMO plans), and Medicare denies my claim(s) for this reason, then I
will be responsible for the claim(s) and Dr. Burton Schuler will not file any .
further insurance for me. I also understand that if I have a Medicare HMO plan
that requires pre-certification/ pre-authorization to see a doctor, that it is my
responsible to get the pre-certification/ per-authorization. I am also aware that
Medicare has a 814700 deductible and then an 80/20 co-insurance that [ may
be responsible for.




HIPAA Notice of Privacy Practices

Patient Name Date

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW TO
GET ACCESS TO THIS INFORMATION. PLEASE REVIEW CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment, payment or
health care operations and for other purposes that are permitted or required by law. It also describes your rights to access and control your
protected health information. “Protected health information” is information about you, including demographic information, that may identify you and
that relates to your past, present or future physical or mental health or condition and related health care services. We are required to abide by the
terms of this Notice of Privacy Practices. We may change the terms of our notice, at any time. The new notice will be effective for all protected
health information that we maintain at that time. Upon your request, we will provide you with any revised Notice of Privacy Practices by calling the
office and requesting that a revised copy be sent to you in the mail or asking for one at the time of your next appointment.

1. Uses and Disclosures of Protected Health Information
Uses and Disclosures of Protected Health Information Based Upon Your Written Consent
You will be asked by your physician to sign a consent form. Once you have consented to use and disclosure of your protected health information
for treatment, payment and health care operations by signing the consent form, your physician will use or disclose your protected health information
as described in this Section 1. 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. Your protected health information
may also be used and disclosed to pay your health care bills and to support the operation of the physician’s practice. Following are examples of the
types of uses and disclosures of your protected health care information thatl the physician's ofiice is permittad to make once you have signed our
consent form. These examples are not meant to be exhaustive but to describe the uses and disclosures that may be made by our office once you
have provided consent.
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related
services. This includes the coordination or management of your health care with a third party that has already obtained your permission to have
access to your protected health information. For example, we would disclose your protected health information, as necessary, to a home health
agency that provides care to you. We will also disclose protected health information to other physicians who may be treating you when we have the
necessary permission from you to disclose your protected health information. For example, your protected health information may be provided to a
physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you. In addition, we may
disclose your protected health information from time-to-time to another physician or health care provider (e.g., a specialist or laboratory) who, at the
request of your physician, becomes involved in your care by providing assistance with your health care diagnosis or treatment to your physician.
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. This may include certain
activities that your health insurance plan may undertake before it approves or pays for the health care services we recommend for you such as;
making a determination of eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity, and undertaking
utilization review activities. For example, obtaining approval for a hospital stay may require that your relevant protected health information be
disclosed to the health plan to obtain approval for the hospital admission.
Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your
physician's practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical
students, licensing, marketing and fundraising activities, and conducting or arranging for other business activities. For example, we may disclose
your protected health information to 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 to sign your name and indicate your physician. We may also call you by name in the waiting room when
your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your
appointment. We will share your protected health information with third party "business associates” that perform various activities (e.g., billing,
transcription services) for the practice. Whenever an arrangement between our office and a business associate involves the use or disclosure of
your protected health information, we will have a written contract that contains terms that will protect the privacy of your protected health
information. We may use or disclose your protected health information, as necessary, to provide you with information about treatment alternatives
or other health-related benefits and services that may be of interest to you. We may also use and disclose your protected health information for
other marketing activities. For example, your name and address may be used to send you a newsletter about our practice and the services we
offer. We may also send you information about products or services that we believe may be beneficial to you. You may contact our Privacy Contact
to request that these materials not be sent to you. We may use or disclose your demographic information and the dates that you received treatment
from your physician, as necessary, in order to contact you for fundraising activities supported by our office. If you do not want to receive these
materials, please contact our Privacy Contact and request that these fundraising materials not be sent to you.
Uses and Disclosures of Protected Health Information Based upon Your Written Authorization
Other uses and disclosures of your protected health information will be made only with your written authorization, unless otherwise permitted or
required by law as described below. You may revoke this authorization, at any time, in writing, except to the extent that your physician or the
physician's practice has taken an action in reliance on the use or disclosure indicated in the authorization.
Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity to Object.
We may use and disclose your protected health information in the following instances. You have the opportunity to agree or object to the use or
disclosure of all or part of your protected health information. If you are not present or able to agree or object to the use or disclosure of the
protected health information, then your physician may, using professional judgement, determine whether disclosure is in your best interest. In this
case, only the protected health information that is relevant to your health care will be disclosed. ‘
Facility Directories: Unless you object, we will use and disclose in our facility directory your name, the location at which you are receiving care, -
your condition (in general terms), and your religious affiliation. All of this information, except religious affiliation, will be disclosed to people that ask
for you by name. Members of the clergy will be told your religious affiliation.
Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person
you identify, your protected health information that directly relates to that person's involvement in your health care. If you are unable to agree or
object to such a disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our professional
judgment. We may use or disclose protected health information to notify or assist in notifying a family member, personal representative or any other.
' person that is responsible for your care of your location, general condition or death. Finally, we may use or disclose your protected health
information to an authorized public or private entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or other
individuals involved in your health care,




Emergencies: We may use or disclose your protected health information in an emergency treatment situation. If this happens, your physician shall
try to obtain your consent as soon as reasonably practicable after the delivery of treatment. If your physician or another physician in the practice is
required by law to treat you and the physician has attempted to obtain your consent but is unable to obtain your consent, he or she may still use or
disclose your protected health information to treat you.

Communication Barriers: We may use and disclose your protected health information if your physician or another physician in the practice
attempts to obtain consent from you but is unable to do so due to substantial communication barriers and the physician determines, using
professional judgement, that you intend to consent to use or disclosure under the circumstances.

Other Permitted Uses and Disclosures That May Be Made Without Your Consent, Authorization or Opportunity to Object

We may use or disclose your protected health information in the following situations without your consent or authorizationions:

Required By Law: We may use or disclose your protected health information to the extent that the use or disclosure is required by law. The use or
disclosure will be made in compliance with the law and will be limited to the relevant requirements of the law. You will be notified, as required by
law, of any such uses or disclosures.

Public Health: We may disclose your protected health information for public health activities and purposes to a public health authority that is
permitted by law to collect ar receive the information. The disclosure will be made for the purpose of controlling disease, injury or disability. We may
also disclose your protected health information, if directed by the public health authority, to a foreign government agency that is collaborating with
the public health authority.

Legal Proceedings: We may disclose protected health information in the course of any judicial or administrative proceeding, in response to an
order of a court or administrative tribunal (to the extent such disclosure is expressly authorized), in certain conditions in response to a subpoena,
discovery request or other lawful process.

Law Enforcement: We may also disclose protected health information, so long as applicable legal requirements are met, for law enforcement
purposes. These law enforcement purposes include (1) legal processes and otherwise required by law, (2) limited information requests for
identification and location purposes, (3) pertaining to victims of a crime, (4) suspicion that death has occurred as a result of criminal conduct, (5) in
the event that a crime occurs on the premises of the practice, and () medical emergency (not on the Practice’s premises) and it is likely that a
crime has occurred.

2. Your Rights
You have the right to inspect and copy your protected health information. This means you may inspect and obtain a copy of protected health

information about you that is contained in a designated record set for as long as we maintain the protected health information. A “designated record
set” contains medical and billing records and any other records that your physician and the practice uses for making decisions about you. Under
federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of,
or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to
protected health information. Depending on the circumstances, a decision to deny access may be reviewable. In some circumstances, you may
have a right to have this decision reviewed. Please contact our Privacy Contact if you have questions about access to your medical record.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of
your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your
protected health information not be disclosed to family members 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. If your physician does agree to the
requested restriction, we may not use or disclose your protected health information in violation of that restriction unless it is needed to provide
emergency treatment. With this in mind, please discuss any restriction you wish to request with your physician.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. We will
accommodate reasonable requests. We may also condition this accommodation by asking you for information as to how payment will be handled or
specification of an alternative address or other method of contact. We will not request an explanation from you as to the basis for the request.
Please make this request in writing to our Privacy Contact.

You may have the right to have your physician amend your protected health information. This means you may request an amendment of
protected health information about you in a designated record set for as long as we maintain information. In certain cases, we may deny your
request for an amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may
prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. Please contact our Privacy Contact to determine if you
have questions about amending your medical record.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. This right
applies to disclosures for purposes other than treatment, payment or healthcare operations as described in this Notice of Privacy Practices. It
excludes disclosures we may have made to you, for a facility directory, to family members or friends involved in your care, or for notification
purposes. The right to receive this information is subject to certain exceptions, restrictions and limitations.

You have the right to obtain a paper copy of this notice from us, upon request.

3. Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe we have violated your privacy rights by us. You may file a

complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint. You may contact our
Privacy Contact for further information about the complaint process.

| HAVE BEEN TOLD ABOUT THE PRIVACY FORM AND IT IS LISTED IN THE WAITING ROOM. | MAY READ IT OR ASK TO
TAKE ONE HOME IF | NEED TO.

Patient Signature Date:




