Nathaniel Hamm, DPM, LLC.
PATIENT INFORMATION FORM

(PLEASE PRINT)
DATE: __ /] '
PATIENT NAME: ' DATEOFBIRTH: ___/__/__AGE: SEX:M F
o LAST FIRST ‘MI . . .
HOME ADDRESS: , CITY/ STATE: ' ZIP: _
Social Security #
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 NO
IF YES, NAME: RELATIONSHIP: PHONE #: (__) -
EMERGENCY CONTACT: RELATIONSHIP: PHONE #: (__) -
PRIMARY CARE'DOCTORV WHO REFERRED YOU TO 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:____ 7IP:_____ PHONE#:(__)__ -

INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE: ZIP: - PHONE#:(_)__ -
'IN_SURE_"D NAME: _ __ DATE OF BIRTH EMPLOYER __
CONTRACT # GROUP #

SECONDARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE: ____ ZIP: PHONE #: (___) -
'INSURE"D NAME: DATEOFBIRTH _.__-- EMPLOYER
CONTRACT # GROUP #




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:I:I SINGLEE] MARRIEDEI PARTNERED[] SEPARATED |:] DIVORCED I:I WIDOWED

USE OF ALCOHOL: [ ] NEVER [| NO LONGERUSE [ ] HISTORY OF ALCOHOL ABUSE

[] CURRENT USE - TYPE [] RARE[] OCCASIONAL [ ] MODERATE[] DAILY
' USE OF TOBACCO: o B

[] NEVER[] QUIT -~ HOW LONG AGO? [] SMOKE __ PACKS/DAY FOR_YEARS' |
USE OF RECREATIONAL DRUGS:

[] NEVER[] QUIT - HOW LONG AGO? TYPE

[] CURRENT USE - TYPE [] RARE[] OCCASIONALD MODERATE [ ] DAILY
EMPLOYER: - OCCUPATION:

HOW MUCH ARE YOU ON YOUR FEET AT WORK?[] 10%[] 25%[ ] 50% |j 75% ] 100%
DO OTHERS DEPEND UPON YOU FOR THEIR CARE? [] CHILDREN-AGE(S)
[] PET(S)-WHAT KIND? (] ELDERLY OR DISABLED FAMILY MEMBER
[] OTHER
EXERCISE: [ ] NEVER[] RARE[] OCCASIONAL[] WEEKLY[] SEVERAL TIMES A WEEK[ ] DAILY
TYPES OF EXERCISE

FAMILY HISTORY
DO YOU HAVE A FAMILY HISTORY OF:[_] DIABETES [:] CANCER[_] HEART DISEASE

[] HIGH BLOOD PRESSURE [_] STROKE [ ] CORONARY ARTERY DISEASE [ ] THYROID DISEASE
[] RHEUMATOID ARTHRITIS [] OTHER




YouR MEebDICAL HISTORY

ALLERGIES: [ ] NONEKNOWN  [7] MEDICATIONS

[] ANESTHESIA
. [] TAPE[] LATEX[] SHELLFISH
HAVE YOU EVER HAD ANY OF THE FOLLOWING?

] Foobs
[] TIoDINE[]. OTHER

\
k// %\

- Top of Foot Bottom of Foot

Inside of Foot -

HOW LONG AGO DID THIS PROBLEM FIRST START?

g My

Outside of Foot

ACID 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 PoLo Y N

BACK TROUBLE Y N HEPATITIS Y N RHEUMATIC FEVER Y N
, BLADDER_INFECTIONS Y N HIV+/AIDS Y N SICKLECELLDISEASE . Y N

ABNORMAL BLEEDING Y N HIGH BLOOD PRESSURE 'Y N SKIN DISORDER Y N
* BLoOD CLOTS YN 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 YN 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.

LerFT FooT RIGHT FOOT
. \___J

Bottom of Foot - Top of Foot

_

. Outside of foot. . Inside of Foot

DAys / WEEKS / MONTHS / YEARS
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DID YOUR PAIN OR PROBLEM: (] BEGIN ALL OF A SUDDEN [] GRADUALLY DEVELOP OVER TIME

‘ HOWWOULD YOU DESCRIBE YOUR PAIN? [] NoPAIN [] SHARP (] DuLL [] ACHING [ BURNING
[] RADIATING[] ITCHING ] STABBING[ ] OTHER

How WOULD YOU RATE YOUR PAIN ON A SCALE FROM 0 TO 107 (PLEASE CIRCLE)
(NO PAIN) 0 1 2 3 4 5 6 7 8 9 10 (WORST PAIN POSSIBLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HASIT: D STAYED THE SAME [ ] BECOME WORSE [ ] IMPROVED

WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [] WALKING [] STANDING [:l DAILY ACTIVITIES
[] RESTING [] DRESS SHOES [] HIGHHEELS [] FLATSHOES [] ANY CLOSED TOE SHOE
[] RUNNING [] OTHER

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) 1 No

IF YES, WAS IT A WORK-RELATED INJURY? [j YES [] No

AUTHORIZATIONS ********YOU MUST COMPLETE THIS SECTION Kk

Yes No I hereby authorize benefits directly to the physician of the surgical and/or medical benefits
Yes No I understand I am responsible for any portion of my bill not covered by my insurance company
Yes No I hereby authorize release of information and/or medical records of myself to any treating physician

or insurance company.

. Yés;_ No The information authorized for release may include information which may be considered a
communicable or venereal disease including hepatitis, syphilis, gonorrhea, HIV or AIDS.

Yes No I voluntarily request Dr. Hamm as my podiatric physician and such associates, assistants and
Other health care providers as they deem necessary to treat my condition.

TO THE-BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. I 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 SIGNATURE OF DOCTOR
v IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT ' DATE
SIGNATURE DATE
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Patient Financ¢ial Policv

Your ondeestanding of oaz financial polickes i an esseptind element of your care and treatment, 10 you have any .-
questivns, plense diseuss thens with our Tont office suifi or supervisor, ' .

éignamre af Patlent/Respansible Pacty:

Printed Neme of Wimess:

As our paticnt, you dre respansibie Tor nl suthorizationsrefErrald peeded 10 3 ::rl. treatieitt in Liks, mﬁg

Sl less other Srrin gy v been miade in advance by you, or yourhénhlyi m:—.umnc»“ mmu‘ meﬂr ior ml;u
LA

seovices are dueat Use time of'service, Welwill.acoopt VISAL MaSerCard, Dl:,u.cwu. cash or l:het.l\
P

Your. insurance policy is 4 conract berween vou and your nsurgnee company. As i'courtesy, waewilt filz youw

“insmrsnes clzimm for vou'if you smsign thie beag (itsto m» doctor.’ n mher words, vm& agrealo have soatr INSLrans
Coompany pay the: doctor directii. ifyour inSurande cornpany’ does

fice withing ma@:}ma’e pévnd

pay the’ prac
we will fave to dock o _\«aw for pavinent.

W liitve minde prior arrnngements with certain insureirs and-other m.—um plans to sceepy. a0 B le,:mn.m of bcm-msQ
We will . bill those plans with which sve have an agreement™ and swill ouly require . you 1o pay, thie

co-payico-inssranee’deductibie at 1the thine ollservice,

e d prios agremahi wéwillprepare and sead
urerswitl ~end ‘the 'puyment  ditectly «to” you.

£ you have tnsurance coverage sith e plan'with el welde 1
the, claim. Tor you on-an un ":,xuncd basis. Thissmeasns your-H

“Fherefore. all chamve-* for xour Care: .u;d Lrutmmi are duce: at mc u:m. m service.

Al heubth plens ang nov. the samc-and do notcoyvee the same <cr\'1ce:~. Inihe dvent yr)u. hullth pl.ut d\.u.mam“:s u

service to be oot covered, " or yos do not Xr'n- o .:uﬂmnmrmn }'ou il b mup(msnbi “for the’ Lompittc Lhu:ry.. .

you rn_mnin fesponsible for

e will artempt w verify benefitg for SOME ,pmmhtmi sar\"cna urr-:icm[s however,

- charges 1o @y servics rendered. Patients ure eneouraged to contact i planstor Eharification of benefits priof i

seevices rendered.

You must inform the oftice of all-insuranvi cmmé‘c:s wrtl x:ullmrwnlmmrc:crnl rccxumrm-..nw in'ﬁ}é—cvcm. the
office Iy nat informed, \uu will be respeatsible for any charges dinied.

Por fuost services provided o the hospital, wix will bill your healgrplan, Any Balance die is your respénsibiling.

\-‘1)2 B, ini’omwd in

There are cerain’ eiéctive surgicdl profudires for which we: e piespEy Tt

_advanee If vour procedure 8 one of these, 10 that event, payinentwillbe - dus one week Hriod ts-thé Sirgery.-

Pasl due uccoints are subject w collection pmwtdmm. All Costs dncurred: mundm(' bt ot lum!ed 1o, Collection
fees, attorney foes and cotrnt: fees shell be vour responsibitiny in addition to the balunte due this oftice.

There s-a service fee of $25.00 460 all returned-checks.  Your insugance company. doesast cover this:fee,

~brined Name of Patient/Responsible Party - R 4 Date o
‘»\’ixmmsﬁignamm: ] I . . Dater

Patient mitials 10 indicate copy feceived.

Revievwed Aprl 2008
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Nathaniel Hamm, DPM LLC

Berea Brunswick ’ Parma

429 Front Street 3487 Center Road 5500 Ridge Rd Ste 140
Berea, OH 44017 Brunswick, OH 44212 Parma, OH 44129
440-243-6660 330-225-7520

NOTICE OF PRIVACY PRACTICES
A. CONSENT TO GENERAL CARE

| hereby consent to general care, including routine diagnostic care, treatment procedures (such as x-ray
examination and laboratory procedures), and drugs and supplies ordered by the physician in charge. |
acknowledge that no guarantee or assurance has been made to me regarding the result of any examination or

treatment. _
-B. TEACHING PROGRAMS

| am aware that Nathaniel Hamm, D.P.M. participates in programs for training of health care personnel. Some
services may be provided to me by persons in training under the supervision and instruction of doctors or
hospital employees. These persons may also observe care provided to me by doctors and hospital employees.

C. AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION AND NOTICE OF PRIVACY PRACTICES

| hereby authorize Nathaniel Hamm, D.P.M. to disclose all or any part of my medical information to (A) any .
person or entity that may be liable for payment of charges associated with my medical care, including but not
fimited to, hospitals, insurance companies, governmental payers such as Medicare or Medicaid, workers' -~
compensation carriers, and welfare funds; (B) any person or facility that is currently involved in my care, such
as a nursing home to which | am being transferred, a home health agency, or a durable medical equipment
provider; (C) my employer if my injury is work-related; (D) any person or entity that may process or collect a
claim for payment, such as a billing company or collection agency; (E) Nathaniel Hamm, D.P.M.’s legal counsel
in any matter to which such information is relevant and necessary; (F) persons, committees, or entities
performing audits or analyzing patient medical information for quality of care, peer review, financialor =
compliance purposes; (G) researchers for medical research purposes; (H) family members or relatives involved :
in my care; (1) clergy; (K) Nathaniel Hamm, D.P.M.’s risk manager and compliance officer; (L) companies that
provide services for Nathaniel Hamm, D.P.M. and, in doing so, will have access to patient health information;
and (M) an attorney or law enforcement personnel pursuant to a subpoena.

| acknowledge that Nathaniel Hamm,, D.P.M. has provided me with a copy of his Notice of Privacy Practices.

Signature of Patient/Legal Representative:
Date: The Patient was unable to sign due to medical reasons.
Nathaniel Hamm, D.P.M Representative please initial:
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D. USE OF PHOTOGRAPHY AND OTHER ELECTRONIC RECORDING MI-EDIAS

| authorize the use of photographs when necessary and/or recommended by my physician to record and
measure the progress of certain treatment. | understand that photographs or recordings will not be
undertaken without any knowledge, but to the extent that such media benefits me by its use in the course and
scope of my treatment | consent to its use. In addition the use of such photographs or other recorded
information for purposes of education, training and research by my physician.

- E. LEGAL RELATIONSHIP BETWEEN HOSPITAL AND PHYSICIAN

| understand that, unless | am specifically otherwise informed in writing, all physicians furnishing services to
me, including pathologists, anesthesiologists, radiologists, emergency room physicians and the like, are
independent contractors and are not employees or agents of Nathaniel Hamm, D.P.M. Nathaniel Hamm,
D.P.M. is not responsible for any acts or omissions of physicians that are not directed or controlled by
Nathaniel Hamm, D.P.M. (Section R.C. 2307.48 of the Ohio Revised Code).

F. RELAEASE FROM RESPONSIBILITY OF PERSONAL EFFECTS

| understand that Nathaniel Hamm, D.P.M. will not be responsible for any loss or damage of items such as
glasses, hearing aids, dentures/partials, wallets, purses, watches, clothing, jewelry, etc. unless deposited with
Nathaniel Hamm, D.P.M. for safekeeping.

G. ASSIGNMENTS OF INSURANCE BENEFITS

A hereby assign to Nathaniel Hamm, D.P.M. and/or physician who accepts assignments, any and all beneflts
including major medical, that are payable to the patient or to the undersigned for payment of medical care
and treatment during this hospitalization. The patient or the undersigned insured is responsible for charges
not covered by the assignment. Should the account be referred to an attorney or collection agency for
collection, the undersigned shall be responsible for any reasonable attorney’s fees and collection expense in
addition to the amount being collected. : : o

H. PRICE DISCLOSURE

Pursuant to Section 3727.12 of the Ohio Revised Code, you are entitled, upon request, to a list of the usual
and customary charges for Room and Board, and the usual and customary charges for a selected number of X-
ray, Laboratory, Emergency Room, Operating Room, Physical Therapy, Occupational Therapy, and Respiratory
Therapy Servnces

‘1 CERTIFY THAT | HAVE RECEIVED A COPY OF THE PAMPHLET ENTITLED “YOUR PATIENT RIGHTS AND RESPONSIBILITIES.” -

IMPORTANT MESSAGE FOR MEDICARE INPATIENTS ONLY: | have received a copy of the letter “An Important Message from
Medicare.”

Witness Patient or Legal Representative Date

(Relationship if other than Patient)



- In the event that you have an outstandlng balance on your account that is 90 days S
- fpast due and you have not attempted to settle th|s (desplte multlple recelved o

S _ﬂflnv0|ces phone caIIs and notlflcatlons from our offlce) the credlt card number S

" thatyi you have provrded at'your initial appomtment will be charged for the past

due amount.

o '~-::"':,'-.}'Name on Card e

R .‘,.,-.._,,-‘P'Iease provrde a credlt card that may be held in your flle |n the event of a 90 day R

N :':‘past due outstandmg balance on your account Th|s card W|II NOT be charged for o

- any other instance W|thout your consent

.Card #

Exp. Date: - ' Security Code (on back of card):

. ,S'I'gnature of Patlent/ResponsrbIe Party PR e

Prmted Name of Patlent/Respon5|bIe Party

Date:

- patient initi'alls'toj‘.‘iﬁ'di"c_’afte cqpy?_réc:‘_eivédif: reque"sﬁte'd_;-_ L

o ogillingZipCode

o H6 L



