WELCOME

PATIENT INFORMATION

S5MHIC/Patient 1D &

Patient Nama
Last Name
Firsl Name Middle Initial
Address
City R
State Zip
E-mail
Sex []M [JF Age Birthdate
] Marriad [ ] Widowed [ ] Single [ ] Minor
[] Separated [] Divorced [ Partneredfor __ years

Patient Employer/School
Employer/School Address

Employer/School Phone | I

Spouse's Name

Birthdate SS#

Spouse's Emplover

Whom may we thank for referring you?

PHONE NUMBERS
)

Home Phone |

Cell Phone | I

Beast time and place to reach you

IN CASE OF EMERGENCY, CONTACT

MName

Relationship

Home Phone ( }

Work Phione

PODIATRIC HISTORY

INSURANCE

Who is responsible for this account?

Relationship to Patien

Insurance Co.

Group #
I5 patient covered by additional insurance? [ [Yes [ Mo

Subscriber's Name

Birthdate 554

Helationship ta Patient

Insurance Co.

Group #

INSURANCE ASSIGNMENT AND RELEASE

| certify that | hawe insurance covarage with o s
Mame of Insurance Company(ies)

amd assign directly Lo Or, all
insurance benefits, f any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges wshethar or rol paid by
insurance, | authorize the use of my signature on all iNsurance sUbmMIissions,

Mhe above-named doctor may use my healh care information and may disclosa
such information to the above-named Insurance Company(ies) and their agenis for
the purposa of abtaining payment for services and determining insurance benefils
o the benefits pavable for related services. This consent will end when my current
treatment plan is complated or one year from the date signed below.

MEDICARE'MEDIGAF AUTHORIZATION
I reguest thal payment of authorized Medicare benefits and, if applicable, Medigap

benefils, be made either 10 me or on my behalf 1o
Marme of

lor any Sorvices lurmished to me Dy hat peovider
Daoctor or Glinic

To e exdent permitted by law, | authonze any holder of medscal or other information
about me to relzase to the Centers for Medicare and Madicaid Services, my
Medigap insurer, and ihair agenls any informafion necded 1o determing Tthese
benafils or benefits for relaled senices,

Signature of Beneficiary, Guardian or Personal Representalive

Flease print mame of Beneficiary, Guardian or Personal Raprasantative

Llate Relatinnzhip to Beneficiary

What is the chief complaint for which Is there any personal or family history of Please indicate which foot problems you now have
you came 1o be treated? (Include foot, diabetes? ar have had in the past.
ankle, knee, thigh, and hip complaints. 1¥es [ 1Mo _
- 2 P ] s Ankle Pain [1Yes [ No
Your occupaton Athlete's Foot [ |Ya=s | | No
: Bunions [ 1Yes []No
C tte/Tobac : .
garRtaTohacn tine o Corns and Calluses [1Yes []No
Years smoked Cramps or Numbness in Feetor Legs | |Yes [ | No
- Flat Feet Yes [ ] No
Have you ever been to a Podiatrist before?  Athletic activities in which you participate _l o
[IYee []Ne (please list and indicate fraquency) Foot or Leg Cramps LlYes: [ ] No
= Heal Pain []¥Yes []MNo
It yes, please list, Ingrown Toenails [1Yes []No
N Plarmtar Warls [ [Yas [ | Mo
o Swalling in Ankles or Feet [Yes []Mo
Last visil Tired Feet [1Yes []No




MEDICAL HISTORY

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

AIDSHIV ClYes [1No Epilepsy [1Yes [ MNe Rash [ 1Yes []No
Allergies to Anesthetics [(O¥es []No Eye Problems [(lYes [] Mo Respiratory Disease [ ]Yes [| Mo
Allergies to Medicine or Drugs [ |Yes [ ] No Fainting [OYes []No Rheumatic Fever [ |¥es []No
Anemia [Yes []MNo Foot or Leg Cramps [IYes []Nao Shariness of Breath [ 1Yes []No
Angina [TYes []No Gout [1Yes []No Sinus Problems [(1Yes []No
Arthritis [I¥es []No Headaches []Yes []No Special Diet [ 1Yes []No
Artificial Heart Valves or Joints [ 1Yes [ | No Heart Disease []Yes []No Stroke [ ]¥es []No
Asthma OYes [ No Hemophilia [1Yes [|Mo Swelling in Ankles, Feet []Yes []No
Back Problems [OYes [1No Hepatitis or Jaundice [1Yes [ 1MNo Swollen Neck Glands [1¥es [|MNo
Bleeding Disorders [IYes [ |No High Blood Pressure [1¥es [JMNo Tired Feet [ 1¥es [|No
Cancer [J¥es []No Kidney Problems [1¥es []No Tuberculosis [(I¥Yes []No
Chemical Dependency [Ives []No Liver Disease [1Yes []No Ulcers OYes [ Mo
Chest Pain [IYes [ ]No Low Blood Pressure [J¥es []No Varicose Veins [OYes [JMNo
Chronic Diarrhea [1¥es []No Meuropathy []¥es []No Venaraal Disoase [IYes []MNo
Circulatory Problems [OYes [INo Phiebitis [Ives []No Weight Loss, unexplained [¥Yes [|MNo
Diabetes (OYes [1No Psychiatric Care [IYes [ ]No

Ear Problems [1¥es [ |No Radiation Treatment [1¥es []MNo

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? OYes []HNo
If yas, please explain I

ALLERGIES

Include prescriplions, over-the-counter medications and vitamins N | AdhesiveTape [] Local Anesthetics
| Anticoagulant Therapy [ Novocaine
| Aspirin [] Penicillin
| Codeine [ ] Seafoods
Pharmacy Name(s) i __| Demarol [ Sulia
Pharmacy Phome{s) | I L] lodine
Other _
Do you take oral contraceptives? [ |Yes [ ] Mo

TREATMENT CONSENT

| hereby consent and give my permission to the doctor (and the doctor's assistants or designated replacement) to administer and per-
form such procedures upon me as the doctor deems necessary.

Signature of Patient, Parent, Guardian or Personal Representative Datbe

Please print name of Patient, Parent, Guardan or Personal Representative Relationship to Patient




DR. A. BIL BUKSH
NORMAN / EDMOND FOOT & ANKLE CLINIC

PRIVACY POLICY

I, UNDERSTAND THAT AS A PART OF MY HEALTH AND MEDICAL CARE, THIS
OFFICE ORIGINATES AND MAINTAINS MEDICAL AND HEALTH RECORDS DESCRIBING MY HEALTH
HISTORY. SYMPTOMS, EXAMINATION AND TEST RESULTS, DIAGNOSIS, TREATMENT, AND ANY PLANS
FOR FUTURE CARE OF TREATMENT. 1 FURTHER UNDERSTAND THAT THIS INFORMATION SERVES AS;
*A basis for planning my care and treatment

*A means of communication among the health professionals who contribute to my care.

*A source of information for applving my diagnosis and treatment information to my bill

*A means for third-party payer to verify that services were billed as actually provided

*A tool or route in healthcare operations such as assessing quality and review the competence of healthcare

professionals.

| have been provided with a PATIENT PRIVACY NOTICE that provides a more complete description of information
uses and disclosures. | understand that | have the right to object to the use of my health information for directory
purposes. [ understand that [ have the right to request restrictions as to how my health information may be used or
disclosed to carry out treatment payments or healthcare operations and that my physician is not required to agree to the
restriction requested. 1 understand that | must revoke this consent in writing, except to the extent the organization has
already taken action in reliance thereon. 1 agree and consent to the performance of diagnostic and therapeutic procedures
deemed reasonably necessary by the physician. 1 acknowledge that there are no guarantees, expressed or implied as to the
results of any procedures or medical treatment. 1 further understand my physician may order tests according to his or her
Judgment that my not be covered by my insurance carrier/third party paver although the physicians and staff will attempt
to arrange testing and consultation with providers in accordance with carrier/third party.

By Oklahoma law we are required to notify you that the information authorized for release may include records which
may indicate the presence of a communicable or venereal disease which may include but not limited to, diseases such as

hepatitis, syphilis. gonorrhea and aids.

| request the following restrictions to the use and/or disclose of my health information

I wish to be contacted in the following manner

Telephone Written

Home Telephone ( ) _ o (JOK to mail to home address

OLeave Message with detailed information OOK to mail to my work/office

OLeave message with call-back number only OOK o fax to this number () )
Work Telephone ()

(.eave Message with detailed information
OLeave message with call-back number only

Signature Date

TROO West 18% Suite 100 ' 1006 24% Ave NW. Suite 110
Edmond, Ok 730103 Morman, Gk 73072



