Please PRINT clearly and answer all questions to ébest of your ability:

PATIENT INFORMATION

Hill Country Foot Specialist

RobBrtParker, D.P.M
1305 Wonder Wdddve. Suite 201
Salados, TX 78666
Telepho(&l2) 805-7787
Fax: (3BD5-7789

REFERRAL INFORMATION

Date of Onse

[

Name: Referred by:
Date of Birth: Primary Care Physician’s Name:
Gender Martial Status Phone: ( )
Malel! Siagl
Female | Married’
Othert]
Address: PODIATRIC HISTORY
City: CHIEF COMPLAINT
N List the problems that have led you to seek Padiaglp
State/Zip: now and approximately when each began:
Home Phone:( ) Problem(s)
Soc. Sec. #
DL#
Business/Work Phone:( )
Cell Phone:( ) Please indicate which foot problems you have or hav
Employed by: had in the past:
Occupation: Ulcers
How long? Amputations
Ankle Pain
Heel Pain
INSURANCE INFORMATION Athlete’s Foot
Bunions

Primary Insurance:

Corns and Calluses
Cramps or Numbness in Feet or Legs

Secondary Insurance:

Foot or Leg Cramps

Responsible Partynis is the person who is the primary insured onry
insurance card or the parent/guardian of a child):

Name:

Ingrown Toenails
Warts
Swelling in Ankles or Feet

SSN#:

Venus Stasis

Relation: Date of Birth:

Phone: ( )

Toenail Fungus / Discolored Nails

Have you had foot surgery?
If “Yes” what was the Foot Surgeons name:

[1Yesl] No
[1Yesl] No
(1 Yes[] No
[1Yesl] No
[J Yesl] No
[0 Yesl] No
[0 Yes[I No
[J Yesl] No
[0 Yesl] No
[J Yesl] No
[J Yesl] No
[0 Yes[I No
[J Yesl] No
[0 Yesl] No
0 Yes[] No

EMERGENCY CONTACT INFORMATION

DIABETIC INFORMATION (if applicable)

Spouse Name(if applicable):

Emergency Contact Name:

Relation:

Are you a Diabetic?
Type 1 or Type 27?

O YesO No
O Type 10 Type 2
What is your average morning blood sugar reading

Emergency Contact Number: ( )

CONTINUE TO BACK SIDE



MEDICAL HISTORY

Please indicate if you have or had the following naical conditions:

Alcoholism UYeslJNo Emphysema UYeslNo  Phlebitis UYesl No
Anemia YesONo  Epilepsy 0OYeslONo  Pleurisy [JYes(I No
Angina PectorighestPain [1Yesl1No  Frequent headaches [1Yes[INo Pneumonia 0 Yesl No
Asthma [1Yes[INo  Gout [1Yes[INo Prostate Disease [1Yes[1No
Arthritis OYeslONo  Head Injury JYes(JNo Respiratory Disease [1Yesl No
Back/Disk Problems  [1Yes[INo Heart Attack [1Yes(INo  Rheumatic Fever [1Yesl1No
Bleeding Tendency UYesl No Heart Disease U YesL No Rheumatoid Arthritis [ YesJ No
Blood Disease [JYes[INo Hepatitis or Jaundice [JYesll No Sciatica [JYes[l No
Cancer [JYes(I No High Blood Pressure (] Yesl[] No Severe Bronchitis 0 Yesl No
Circulatory Problems [ YeslONo High Cholesterol YeslONo  Shortness of Breath [ Yesll No
Chronic Bronchitis [1Yes[INo Liver Disease [1Yes(INo  Stroke [1Yesl1No
Convulsions or Seizures’] Yes[INo  Low Blood Pressure  [1Yes[INo  Swollen Joints [1YesllNo
Difficulty in Coordination’] Yes(INo  HIV/AIDS [1Yes(INo  Tuberculosis [JYeslI No
Difficulty with Speaking [ YesCINo  Kidney Disease YesONo Ulcers 0 Yesl No
Difficulty with Walking [1YeslONo  Neurological Disease [1Yes(JNo Uncontrolled Movements] Yes[] No
Double Vision Yes[JNo  Neuropathy T1Yes[INo Unexplainedveight Loss/Gain] Yes[] No
Ear Problems UYeslNo  Paralysis OYeslONo  Venereal Disease 0 Yesl No

Any obscure or unusual disease? X-Ray Treatment T YesINo

Please explain any of the selections you have maaigove:

List past surgeries and/or hospitalizations:
Do you smoke? 0 YesU No

If so how many a day:
Did you formerly smoke? 0 Yesd No
When did you quit:

ALLERGIES
Have you had an allergic reaction to any of théofing?
[] Aspirin [1Codeine [1Demerol [llodine [ILatex [lLocal Anesthetics [1Penicillin  [1Novocaine [] Sulfa

Any other Allergies?

Have you ever had a bad reaction to penicillinror ather drug (e.g. rash, itching, swelling, ecfl?$¥o give name
of drug and kind of reaction.):

CONSENT

Consent

I, hereby, being the patient, parent, or guardiangive permission to Dr. Robert D. Parker, DPM to exmine perform diagnostic tests, and treat my
feet and ankles medically, surgically, orthopedidly, and for the administration of local anesthetis which are deemed advisable by the doctor.
Although their occurrence is extremely rare, someisks have been reported to be associated with somgrgical procedures. State and Federal law
requires us to mention the possible risk of numbnes infection, swelling, bleeding, discoloration, ausea, vomiting, allergic reactions, brain damage,
quadriplegia, the loss of function of any organ ofimb, or disfiguring scars associated with such prcedures. | understand and accept the
complications may require hospitalization and may esult in death. |, hereby, certify that I, or my dgendent have insurance coverage and assign
directly to Dr. Parker all insurance benefits, if any, otherwise payable to Dr. Parker for services nedered. | understand that | am financially
responsible for all charges whether or not paid bynsurance. |, hereby, authorize Dr. Parker to releae all information necessary to secure paymer
of benefits. | authorize the use of this signaturen all insurance submissions, and | authorize thisignature to be used for the release of my
medical records under the regulations of State anBederal Law via telephone, fax, mail, internet, oet al.

I have read and understand this consent and all quions have been answered. | understand that theonsent will remain in effect until such time
that | choose to terminate it, in writing.

—

Patient/Guardian Signature Date




CURRENT MEDICATIONS
List all medications you are now taking. For eagilie the name, the strength of each dose, how tdieen, and
when you began taking it. This list must be dethibaccurate, and complete; therefore, consult yath family,
pharmacist, & primary care physician. Do not negéspirin and other pain medicines; hormones;raoaptive;
water, diet, vitamins, nerve, or sleeping pilfsydu need more space for your meds, please lestatirknow and
we’'ll gladly provide you with an extra list.
NAME OF MEDICINE STRENGTH OF DOSE HOW OFTEN TAKEN MEN BEGAN TAKING

HCES FINANCIAL POLICY & AGREEMENT

Welcome to our practice! Please know that our effie committed to your podiatric medical care and
treatment being successful. We are here to agsistand make sure that your visit is thorough, rimfative,
pleasant, and we strive to make you feel as coattatas possible.

Please understand that the payment of your babrsidered part of your treatment. Our officeaatcacted
with private and public insurance plans in an éftor provide the patient with podiatry specialtyecaWe are
committed to providing you with comprehensive ptidtamedical care. Every private and public heal$urance
plan is vastly different depending upon the enrehitncontract the patient has selected. Please khaiveach
insurance plan has different rules & stipulatioegarding how often podiatry services may be pravitte the
patient. This agreement will provide you with arexview regarding our office and billing policies:

The provider will bill for the services renderedtla¢ date and time the service was provid&ease note
that if the provider (Dr. Parker) uses a needle wh or without a syringe for an injection, exploration, or
another service and/or if Dr. Parker uses a scalpdilade for trimming, exploring, shaving, and/or debiding
an area on your foot or ankle your insurance compay considers this a SURGICAL PROCEDURE. Since
your insurance plan considers this service a surgat procedure it may be applied or go toward your
deductible.

You, the patient, are responsible to know yourvittlial plan including your deductible at the tintest
service is provided.This office will not get into a dispute with you inperson or on the phone regarding the
billing process, protocol, or whether or not you fel it was or was not a surgical procedure.lt is the insurance
company that deems it a surgical procedure, notPRrker. Therefore, you may receive a statemettienmail
from this office for this service that the insuranmompany has deemed a surgical procedure. Ifhgoe any



qguestions regarding your statement/account you m@ytact our billing companyHEALTHY IMAGES
BILLING at (512) 547-3501

The undersigned agrees, as the patient or an agethte patient, that the patient is accepting faoiain
responsibility for all services rendered and isigdied to pay the account balance in full. If &és verifiable
medical insurance coverage or other verifiablerfaia coverage a claim will be filed as a convenesto the patient.
However, it remains the responsibility of the patiiguarantor to follow-up with/his insurance compérthe claim is
not paid within 45 daysPlease note that Dr. Parker is a specialist provideand some insurance plans such as
Superior Medicaid, Evercare, Blue Cross Blue ShieltHealth Select, et al require prior authorization kefore an
office visit or any services are rendered by Dr. R&er. Referrals to see Dr. Parker, authorizations,and pre-
certification are the responsibility of the patienfguarantor and should be secured prior to servicegrailure to
obtain referrals/authorizations/pre-certification will result in charges to the patient.

Payment for services that are not covered by teeramce or third party payer is the responsibdityhe
patient/guarantor.Payment of co-pays and deductibles are required ahe time the services are provided
unless prior arrangements have been made with theffice Manager. All patients are responsible for verifying
that Dr. Parker is a participating provider in thaan. If you have an insurance plan that reguiederrals and you
are given a return or follow up appointment you magh to contact your primary care physician toagtmore
office visits. Failure to obtain more office viiif you have an insurance that requires refepadalthorization
may result in the patient receiving a bill for teervices provided by Dr. Parker. X-rays, MRIs, CIHRAs,
pathology reports, special lab tests, and otheor&bry procedures are the patient’s responsibility your
insurance carrier requires you to use special langifacilities (laboratories, x-ray facilities,ce you must inform
Dr. Parker and his staff at each visit. Failureltoso may result in charges to you which your riasce company
may not cover.

Any remaining balance after insurance payment is t@ patient’'s responsibility,. ~No payment plans
will be set up on the day of your treatment. Pleasbe aware that although our office will file yourclaim with
your insurance company, it is never a guarantee gfayment. You, the patient, will be responsible foll
amounts and debts that are not covered by your ingance company. Our office will send out 3 consecutive
monthly statements after we receive the explanatiobenefits from your insurance for the date the/ise was
provided. If no payment or arrangements for tHar@ on the account have been received withinay8 dfter the
billing company sends the final statement the actwill be handed over to a collection compar@ur office will
gladly assist you in any way that we can during tlsi process but we will not get into a dispute with qu
regarding your claim, your insurance, your chargesand your account as all services rendered by DParker
are done so in good faith.

If you cannot keep your appointment please contagffice so that the reserved appointment tiare lve
given to another patient that needs attentionieR&tno shows” or missed appointments are disveptd the
continuity and flow of the practiceDue to an increase in patient “no shows” and misseg@ppointments you
may be billed $35 if you miss an appointment withut giving prior notification. If you consistently miss
appointments and do not contact this office themwdl be discharged from this practice.

This office is committed to protecting your privacyour medical records are managed in a confidénti
manner and in compliance with the HIPAA LaWNo protected health information will be given out vithin the
scope of the HIPAA law unless you sign a medical cerds release.

Please note there are times when the provider takstphotographs, audio & video of a patient’st\asd
foot/ankle condition or deformity for medical redokeeping, diagnostic, and treatment purposes.si@ying this
agreement, |, the patient and/or patient’s legardian, consent and give permission for the provéshel whomever
he may deem his assistant to take images, audiad&owrecordings for diagnostic and treatment pwpposind
medical record keeping.

Your podiatric care is very important to this preet We will do everything possible to make yoftfice
visit a satisfying experience. We care about yod gour feet. Thank you for choosing us as youdiddc
medical specialists.

| have read and understand the office policy andritial agreement stated above and agree to atdiept
financial responsibility as described fully hereand | authorize the release of any medical aratizer information
necessary to process any insurance or other claims.

Patient/Guardian Signature: Date:




