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Dr. Mikkel C. Jarman, DPM b 480-497-3947
New Patient History Form (PLEASE PRINT)
DATE: / /
PATIENT NAME: — DATE OF BIRTH: /o /. AGE:__ SEXXM F
LAST FIRST Mi

HOME ADDRESS: CITY/STATE: Zip:
SS# MAY WE LEAVE A MESSAGE?
HOME PHONE #: () - Yes No
ALTERNATE PHONE#: (___) - Yes No
E-MAIL: YES No
PRIMARY LANGUAGE:
Do YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES NoO

IF YES, NAME: RELATIONSHIP: PHONE #: (___) -
EMERGENCY CONTACT: RELATIONSHIP: PHONE #: (. ) -
PRIMARY CARE DOCTOR: How Did You Hear About Us?
PHARMACY; LOCATION: PHONE #: (| ) -

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR MEDICAL INFORMATION?
_ YEs NaME(s)

__No
WHO IS RESPONSIBLE FOR PAYMENT? RELATIONSHIP TO PATIENT?
ADDRESS: CITY/STATE: Z1p: PHONE #: (___) -
INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY NAME:
ADDRESS: CITY/STATE: Zip: PHONE #: ( ) -
INSURED NAME: DATEOFBIRTH____ EMPLOYER
CONTRACT # GROUP #

SECONDARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE: Zip: PHONE #: (__) -

INSURED NAME: DATE OF BIRTH EMPLOYER
CONTRACT # GRourP #




PATIENT NAME:
DATE OF BIRTH: / /

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS
AND HERBAL SUPPLEMENTS):

NAME DOSE HOW OFTEN DO YOU TAKE?

PLEASE LIST ALL PRIOR SURGERIES:
TYPE OF SURGERY DATE TYPE OF SURGERY DATE

PLEASE LIST ALL PRIOR HOSPITALIZATIONS (OTHER THAN FOR SURGERY):
REASON FOR HOSPITALIZATION DATE REASON FOR HOSPITALIZATION DATE

SociAL HISTORY

MARITAL STATUS: [ SINGLE [JMARRIED [JPARTNERED [JSEPARATED [JDivorcedD {JWIDOWED
Use OF ALcoHoL: [J NEVER [ ] NO LONGERUSE [ |HISTORY OF ALCOHOL ABUSE

[] CURRENT USE - TYPE [[JRARE []OccASIONAL [ JMODERATE [|DAILY
UsE OF ToBACCO: [] NEVER [] QUIT — HOW LONG AGO? [] SMOKE ____ PACKS/DAY FOR ____ YEARS
USE OF RECREATIONAL DRUGS: [] NEVER [] QUIT - HOW LONG AGO? TYPE

[] CURRENT USE - TYPE [[JRARE [ ]OCCASIONAL [ JMODERATE [ ]DAILY
EMPLOYER: OCCUPATION:
HOW MUCH ARE YOU ON YOUR FEETATWORK? []10% [125% [50% [175% []1100%
DO OTHERS DEPEND UPON YOU FOR THEIR CARE? []CHILDREN-AGE(S) __ [JPET(S)-WHATKIND? ____

[JELDERLY OR DISABLED FAMILY MEMBER  [_]OTHER

EXERCISE: [ ] NEVER [JRARE [ ] OCCASIONAL [ JWEEKLY [|SEVERALTIMESAWEEK []DAILY
TYPES OF EXERCISE:

FAMI T
DO YOU HAVE A FAMILY HISTORY OF: [ ] DIABETES [JCANCER [HEART DISEASE []HIGH BLOOD PRESSURE
[JSTROKE [ ] CORONARY ARTERY DISEASE [C] THYROID DISEASE ] RHEUMATOID ARTHRITIS
[CJOTHER

YouR MEDICAL HISTORY
ALLERGIES: [] NONE KNOWN [] MEDICATIONS




PATIENT NAME:
DATE OF BIRTH: / /

(] ANESTHESIA [1 Foobps
(JTAPE [] LATEX [JSHELLFISH [] IoDINE [ JOTHER

HAVE YOU EVER HAD ANY OF THE FOLLOWING?

AcCID REFLUX Y|N FIBROMYALGIA Y| N NEUROPATHY Y| N
ANEMIA Y |N GouT Y|N OPEN SORES Y|N
ARTHRITIS Y |N HEART ATTACK Y|N PNEUMONIA Y|N
ASTHMA Y |N HEART DISEASE/FAILURE | Y | N PoLIo Y|N
BACK TROUBLE Y|N HEPATITIS Y| N RHEUMATIC FEVER Y|N
BLADDER INFECTIONS Y|N HIV+/AIDS Y| N SICKLE CELLDISEASE | Y | N
ABNORMAL BLEEDING Y |N HIGH BLOOD PRESSURE Y|N SKIN DISORDER Y|N
BLOOD CLOTS Y| N KIDNEY DISEASE Y|N SLEEP APNEA Y|N
BLOOD TRANSFUSION Y|N LIVER DISEASE Y |N STOMACH ULCERS Y|N
BRONCHITIS/EMPHYSEMA | Y | N LOW BLOOD PRESSURE Y|N STROKE Y [N
CANCER Y|N MIGRAINE HEADACHES Y | N THYROID DISEASE Y| N
DIABETES Y| N MITRAL VALVE PROLAPSE | Y | N TUBERCULOSIS Y| N

OTHER CONDITIONS:

CURRENT PROBLEM
WHAT SPECIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY?

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

LEFT FooT RIGHT FOOT
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Top oF FooT BoTTOoM OF FooT BoTrToM OF FooT Top oF Foot
INSIDE OF FOOT QUTSIDE OF FoOT OUTSIDE OF FooT INSIDE OF FOOT
How LONG AGO DID THIS PROBLEM FIRST START? DAYs / WEEKS / MONTHS / YEARS
DID YOUR PAIN OR PROBLEM: El BEGIN ALL OF A SUDDEN l:l GRADUALLY DEVELOP OVER TIME

HOW WOULD YOU DESCRIBE YOUR PAIN? [ INoPAIN [ ] SHARP [JDuLL [JACHING [J] BURNING



PATIENT NAME:
DATE OF BIRTH: / /

[ JRADIATING [JITCHING [] STABBING [ JOTHER

HOW WOULD YOU RATE YOUR PAIN ON A SCALE FROM 0 TO 107 (PLEASE CIRCLE)
(vopraiN) 0 [ 2 8 <] 5 6 ] 8 ) 10  (worsT PAIN POSSIBLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HAS IT: [JSTAYED THE SAME [_]BECOME WORSE [_]IMPROVED

WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [ JWALKING [ ] STANDING [ ] DAILY ACTIVITIES

[CJRESTING []DRESSSHOES [ |HIGHHEELS [ JFLATSHOES [ JANY CLOSED TOE SHOE
[CJRUNNING [JOTHER

WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?

HOW HAS THIS PROBLEM AFFECTED YOUR LIFESTYLE OR ABILITY TO WORK?

WAS THIS PROBLEM CAUSED BY AN INJURY? [(]YES (DESCRIBE) [JNo

IF YES, WAS IT A WORK-RELATED INJURY? (JQYES [JNo

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND
THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH. [ UNDERSTAND THAT IT IS MY
RESPONSIBILITY TO INFORM THE DOCTOR AND OFFICE STAFF OF ANY CHANGES IN MY MEDICAL STATUS.

PRINT NAME OF PATIENT, PARENT OR GUARDIAN

IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT

SIGNATURE

DATE



F?‘%ﬁrred Foot & ﬂnﬁ[k Specialists

Patient Financial Policy
Thank you for choosing Preferred Foot and Ankle Specialists. We are committed to providing you with
quality and affordable health care. Please read the following office payment policy. We are happy to
answer any questions you may have. Please initial and sign where indicated. A copy will be provided
to you upon request.

Insurance. We participate with many insurance plans. If you are not insured by a plan we
participate with, payment in full is due at each visit. If you are insured by a participating plan,
we will verify your benefits as a courtesy. It is your responsibility to know and understand the
details of your insurance including, in/out of network benefits, co-pays, deductibles, co-
insurance and non-covered services. Coverage and benefits quoted are information shared,
not a guarantee of coverage or payment. Your insurance benefit is a contract between you and
your insurance company. Be aware the balance of a claim is your responsibility whether or
not your insurance company pays your claim. If your insurance changes, notify us as soon
as possible before your next visit. Please contact your insurance company with any
questions you may have regarding coverage.

Co-payment and deductibles. All co-payments, deductibles and co-insurance must be paid at
the time of service. This arrangement is part of your contract with your insurance company.
Failure on our part to collect co-payments and deductibles from patients can be considered
fraud. I agree to make these payments at time of service. Initial

Non-covered services. Please be aware that some or all of the services you receive may be
non-covered or not considered medically necessary by your insurer. If we are aware of this
information on day of service, payment in full will be collected at your appointment. If the
information is not available to us on the day of service, you will be billed after your claim has
been processed.

Proof of Insurance. All patients must complete our patient information form before seeing
the doctor. We must obtain a copy of your driver’s license and a current valid insurance card.
If you fail to provide us with the correct (active) insurance information in a timely manner,
you may be responsible for the balance of a claim. If required, obtaining the proper referral
from your Primary Care Physician is your responsibility. Patients presenting to our office
without a valid referral will be asked to pay in full or reschedule their appointment. If
payment is collected, it will be held until the service provided is paid by your insurance
company.

Nonpayment. Statements are sent out on a 30 day cycle. Your payment is due within 21 days
of receipt. If a balance remains unpaid, your account may be referred to collections where
additional fees may be incurred. Initial

Missed appointments. We appreciate advance notice (24-48 hrs) for appointment
cancellation. No Call/No Shows will be billed at $25. Initial

Forms and documents. It is our policy to charge $20, for completion of forms each time
completion is needed. This includes functional capacity, long and short term disability
documents. Notes for school are exempt. Initial

I have read and understand the financial policy and agree to abide by its guidelines.

Signature of patient or responsible party Date



ACKNOWLEDGMENT OF RECEIPT

OF

NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy
Practices and that I have read them or declined the opportunity to read them and
understand the Notice of Privacy Practices.

Patient Name (please print) Date

Parent, Guardian or Patient’s legal representative

Signature

Preferred Foot and Ankle Specialists maintains a confidentiality policy with all patients’
medical information. Please list the names of those that you give this office permission
to speak with concerning your medical condition.

I hereby give permission for this office
to give information regarding my medical condition with the following:

Initial ~__Date
Initial Date
__Initial _ Date
- Initial Date -
~ Date

Signature of Patient



