Practice: Today’s Date:

Name: DOB: Chart Number:
Sex: OM OF  Marital Status: [J Single [ Married [] Widowed [] Divorced SS#:

E-mail: Spouse/Partner Name:

E-mail newsletters, reminders, statements, etc. Emergency Name: Phone:
Address: City: State: Zip:
Home #: Cell #: Other #:

Employer: Phone:

Employer Address: City: State: Zip:

Primary Insurance: Are you the insured? [JYes OONo

Insured Information

Subscriber Name: Relationship to insured: E1Spouse E1 Child E1Self E1 other
Phone #: Sex: [0Male OJFemale DOB: /[
Address:
Policy ID: Group ID: Employer:
Secondary Insurance: ‘ Are you the insured? [Yes CDNo

Insured Information

Subscriber Name: Relationship to insured: [[JSpouse {71 Child [JSelf [1 Other
Phone #: Sex: [Male OFemale DOB: _ / |

Address: . -

Policy ID: | Group ID: Employer:

How did you find out about our practice? [ Physician (3 Internet (3 Telephone book [ Family member (3 Friend
3 Other:

What is the reason for your visit today?
Result of accident or work injury? [JYes[[]No
How long has this bothered you? (V121314 5] 6] 7] £ days weeks months years

What treatments have you tried & have they been effective?

On a scale of 1-10 (I being no pain and 10 being the worst) what is your level of pain? __ /10

The pain quality is: Oburning [Jconstant [Jdull [Tsharp Oshooting [Cthrobbing [tingling Other:

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:
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History and Physical Name: DOB: Chart Number:

Medical History: [] Alcoholism [] Blood disorders [] Circulation problems [] Musculoskeletal [J Breathing issues

[ Liver [J Sleep apnea ] Gout ] Allergies [] Heart disease  [] Asthma

] Heart murmur [ Stomach/bowel] Depression [ Anxiety disorder [] Mental illness  [] Kidney disease
[] Blood clot [] High cholesterol ] High blood pressure [] Cancer ] Hepatitis

[J Neuropathy (specify) [] Thyroid disease (specify) [] Diabetes (type |, type 2)

L] Arthritis (specify) [J other (specify) ] HIvV 1 CvA

Are you pregnant?[C] Yes[T] No  Are you nursing?[[J Yes[] No [] Skin disorders [] Stroke

Surgical History[JNone [[JAppendectomy [[] C-Section[_JAngioplasty[ ] Bypass[_J Cataracts [[] Cholecystectomy
Have you ever had any surgical procedures on foot/ankle or anywhere else on your body! [C] Yes [C] No
If yes, please describe:

Do you have any artificial joints? [J] Yes (where? )[E] No Do you have an artificial heart valve! 1] Yes [ No

Social History
Do you smoke? C]Yes[C]No If yes how many packs per day? []I [[]J2[C]3[C]4[C]5 For how long?

Do you drink alcohol?  [[]Yes, everyday (5-7 days/week) [C]Yes, occasionally/socially [C]No/Rarely
Substance abuse: [1Yes, | have a current substance abuse problem. Please specify:

[C]Yes, | had a past substance abuse problem. Please specify:

& No, | have never had a substance abuse problem
What is your occupation? Does it involve mostly [C] standing or [C]sitting
Do you exercise regularly? No, | do not exercise regularly Yes, | do the following regular exercise:

Family History |s there any family history (blood relative) of: (Please indicate family member)

1 Alzheimer's. ] Depression

[ Arthritis [C] Diabetes

[ Bleeding disorders [] Emphysema

[ Blood clot [] Heart disease

[] Cancer [C] High Blood Pressure
[ Cataracts i [] Neurological

[ Circulation problems [ strokes

[] Other (specify):

o

Review of Systems (Please check the box if you currently have any of these symptoms or check “NONE”)

Cardiovascular [Jteg pain when walking fever [ chest pain/pressure [CJleg swelling [ Jcold hands/feet
[fainting palpitations [Jvascular disease ~ [[Jvalve problems [ JNONE
Genitourinary [JIblood in urine [Jhesitancy [incontinence [Cincreased urgency
[ ldecreased frequency [Jexcessive urination [ Jkidney disease [Jkidney stones [JNONE
Gastrointestinal [ Jabdominal pain [[Jheartburn [Jblood in stool [ Jvomiting [ Julcers [CJconstipation
© [[diarrhea [Jtrouble swallowing  [Jdecrease appetite [_Jincrease appetite] JNONE
Integumentary [Dathletes foot [Inail abnormalities  [_Jkeloids [ Jitchiness [:]dry, scaly skin  [_JNONE
Hematologic . [llower leg ulcers [sickle cell disease[ Janemia []blood thinners [Cclotting disorderd INONE
Neurological [tingling [Cweakness [[seizures [Cnumbness [Jheadaches
[Jtremors [Cparalysis [CINONE
Musculoskeletal [Jback pain Djoint swelling [Imuscle weakness [CImuscle pain [CJneck pain
[Jsciatica [Jjoint stiffness [ Jjoint pain [ Jjoint instability [CJarthritis [CJNONE
Respiratory [_chest pain [COwheezing [IcorD [Cheoughing [ Isnoring
[Cshortness of breath  [Jemphysema [ INONE

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 1/21/2015




Practice: Today’s Date:

Name: Chart #: Date of birth:

Ethnicity: Hispanic or Latino EINot Hispanic or Latino CDeclined to specify

Race: Clasian [CJAmerican Indian or Alaska Native [IBlack or African American
[White [Native Hawaiian or other Pacific Islander [Declined to specify

Preferred Language: [Declined to specify

Pharmacy Name: Pharmacy Phone:

Pharmacy Address: ' City, State, Zip:

Primary Care Physician: Phone: Date Last Seen:

Address:

Referring Physician: Phone: Date Last Seen:

Address: é

e

Privacy Information Preferences
Do you want to be exempt from public reporting? [Cyes EINo  Can we send mail to the address on file? ElYes FINo
Can we call the phone number on file? [CYes [CINo Can we leave voicemail on machine? OyesCNo
Will you allow us to send internet based (e-mail) delivery of reminders and newsletters?[ClYes TNo
If yes, please provide your e-mail address:
Who can we leave messages with? [Cwife [JHusband [CIDaughter [JSon [JOther:
Name(s):

T

Smoking Status Vital Signs
Olcurrent Every Day EJSmoker, Current Status Unknown Blood Pressure: /
Ecurrent Some Day Heavy Tobacco [JUnknown If Ever Height: Weight:
Oformer CNever EILight Tobacco [Tl decline to answer B &
Current Medications Allergies
No Known Medications ElI take the following medications: No Known Allergies [ No Known Drug Allergies
Name: Name: Reaction
Name: Name: Reaction
Name: Name: A Reaction
Name: Name: Reaction
Name: Name: Reaction
Name: 7 Name: Reaction
Name: Name: Reaction
Use the back of this form if more room is needed Use the back of this form if more room is needed
ast Flu Shot Date: Did you get a pneumococcal vaccination? [JYesINo |

Have you fallen in the last 12 months? [lYes[[INo Were you injured from the fall? [JYes CJNo

Have you completed any Advanced Directives? [IYes[[JNo

AR AT

LEASE READ AND SIGN: The information on my intake form(s) is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible
for notifying the physician and/or medical staff of any and all updates to the information listed above. (Assignment of Benefits): | authorize payment of medical benefits to the
practice named above. (Release of Information): | authorize the release of any medical information necessary to process this claim. (HIPAA Privacy): | acknowledge that |
received my HIPAA Privacy Practices Notice. (Medication History): | authorize the Doctor’s office to retrieve my medication history.

T g1 TR T

TR

Patient Signature: Date:
Rev 1/21/2015




Gary Evans, DPM, FACFAS James Korponay, DPM, FACFAS
One Penn Plaza, Suite 1707, New York, New York 10119

ASSIGNMENT AND RELEASE OF INSURANCE BENEFITS INCLUDING MEDICARE
AUTHORIZATION , IF APPLICABLE.

L, the undersigned have insurance with Insurance company

and assign directly to Dr. Evans/ Dr. Korponay for all medical benefits. If any, otherwise payable to me for
services rendered. I understand that I am financially responsible for all charges including copay, coinsurance,
and deductible whether or not paid by insurance. I hereby authorize the doctor to release all information
necessary to secure payment of benefits. [ authorize the use of this signature on all my insurance submissions
whether manual or electronic.

Patient/Guardian Signature: Print Patient Name:

Date

PRIVACY PRACTICES ACKNOWLEDGEMENT

I have received the Notice of Privacy Practice and I have been provided an opportunity to review it.

Name ~ Birthdate

Signature

Date




Surescript Drug History Consent
What is Surescripts?

Surescripts connects pharmacies, care providers, benefit managers, and operates a network to allow for
the movement of electronic clinical health information between different health information systems.
Through the Surescripts network, authorized prescribers and pharmacies can gain access to prescription
information and related information for use in providing clinical care to patients.

What is the Medication History?

The Surescripts Medication History service allows prescribers and pharmacists to use the Surescripts
network to access a patient's medication history across providers, at the point of care. This service can
be used in the course of providing routine care, as well as during emergencies. In both cases,
Medication History enables health care providers to make a more informed clinical decision. To
provide this service, Surescripts connects to a patient's medication history data stored in the databases
of community pharmacies and pharmacy benefit managers. Surescripts then presents that data to
prescribers through software from a certified vendor.

Medication History Consent Form

Patient Name: .

Date of Birth:

Pharmacy Name

Pharmacy Address

Pharmacy Phone #

The medication history data is pulled from Surescripts, a health information network, from the past 12
months or the last 50 drugs filled using the patient's name, date of birth and address to match to the
prescriptions with their consent. Certain information may not be available or accurate in this report,
including items that the patient asked not to be disclosed due to patient privacy concerns, over-the-
counter medications, low cost prescriptions, prescriptions paid for by the patient or non-participating
sources, or errors in insurance claims information. The provider will independently verify medication
history with the patient.

I, ’ , give permission to Dr. Gary Evans,DPM, James Korponay,
DPM, Asimina Balaskonis and the staff at Amazing Feet Podiatry, PC to view my medication history
via Surescripts. .

X
Patient or legal guardian (signature)

Date




sary S. Evans, DPM, FACFAS
James Korponay, DPM
250 West 34th Street
New York, New York 10119
Tel: (212) 279-0086

APPOINTMENT CANCELLATION, NO SHOW AND RESCHEDULE POLICY

Our practice is committed to providing all our patients with exceptional care. When a patient
cancels without giving enough notice, they prevent another patient from being seen. In order
to be respectful of the medical needs of other patients we ask that you kindly adhere to our
cancellation policy.

Please call us at (212) 279-0086 twenty-four (24) hours prior to your scheduled appointment
to notify us of any changes or cancellations. If you have a 10AM appointment, you must call
by 10AM the day before your appointment. To cancel a Monday appointment, please call our
office by 3Pm the Friday before. If you cancel or reschedule with less than 24 HRs notice
you will be charged a fee of $40 for the missed appointment.

Please sign below to consent to these terms.

PRINT NAME

SIGNATURE

DATE -




