CCP Family FootCare
Dr. Bernadette Giangreco  &   Dr. E Bruce Myers







DATE_________

Last Name:_______________________________   First Name___________________________
         Address:________________________________________________________

                       ____________________________________City:__________________State_____Zip_________

Social Security # ___________________                     Gender  (   ) Male    (  ) Female


Home Phone # _______________________ Work # ____________________


Marital Status:  (   ) Single    (   ) Married     (  ) Divorced     (  ) Other


Date of Birth:_____/______/________    Shoe Size ________  Height________ Weight_________

**E-Mail : _______________________________________________________________________
Person to Contact in Case of Emergency:


Name:_____________________________________________________________


Address:  __________________________________________________________


City:  __________________________ State:  ___________  Zip  _____________


Telephone #:  _________________________________________

Mother’s Maiden Name______________________________________
Name of Family Physician:_______________________________________________


Address:  ________________________________________________________


City:  _______________________  State: _____________ Zip _____________


Telephone #    (         )   ______________________________________


Are you presently under his/her care?   (   )  Yes       (     )    No

Preferred Pharmacy___________________________ Telephone Rx ___________________

Insurance Info

Primary Carrier________________________________________ ID# _____________________
** Name & Birth date of Plan Subscriber_______________________________________________
** Social Security # of Subscriber_____________________________

Secondary Carrier____________________________________ ID#-_______________________

ALL PATIENTS-PLEASE READ AND SIGN

I hereby authorize CCP Family FootCare (Creek Crossing Podiatry) to keep this record of my signature on file for verification of treatment and authorization to obtain any and all medical information which I may request be released.   I also authorize CCP Family FootCare to keep this signature on file for any insurance benefits assigned to them.

Signature____________________________________________________________ Date_________________

MEDICARE PT’S –PLEASE READ AND SIGN
I request that payment of authorized Medicare benefits be made on behalf of CCP Family FootCare(Creek Crossing Podiatry) for any services furnished to me by CCP.  I authorize any holder of medical information about me to 

Release to the Health Care Financing Admin or its agents any information needed to determine these benefits or the benefits payable for related services.

Signature__________________________________________________ Date________________________
CCP Family FootCare Information Cont.
Have you ever been to a foot & ankle specialist?   Y  N    if so Name____________________When____________
Briefly describe what brings you in to seek our professional care?______________________________________

___________________________________________________________________________________________
Please Rate Your Pain on scale 1-10

0               1               2               3               4               5               6               7               8            9             10

No                                                                             moderate                                                                severe

Allergies:                                                               Reaction                                            Age of Onset
Drugs_________________________                 ______________________________    _____________

         _________________________                  ______________________________    _____________

        _________________________                   ______________________________    _____________
Social History
Tobacco:______pks/day x_____yrs.  (If quit, how long ago_______) Recreational Drug Use:_______
Alcohol: _______drinks per day/wk/mo  x _____yrs.  Activity Level:  sedentary/mod. Active/ Athletic

Family History:

Diabetes, Coronary Artery Disease, High Blood Pressure,  Heart Attack, Cancer,  Thyroid, RA     Other:_____________________________________________________________________________________
___________________________________________________________________________________________

Prior Surgeries                                                                 Date                       Hospitalizations                   Date

____________________________________________  ______________   ____________________________

____________________________________________  ______________   ____________________________

Medications:

_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

Acknowledgement 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 (or had the opportunity to read if I chose) and understand Notice.


__________________________________________________       ________________________

            Patient Name (please print)





Date


__________________________________________________


Signature (patient or authorized representative) if applicable

Authorization for treatment, Assignment of Benefits and Payment Agreement

I authorize the examination and treatment upon:  ________________________________________________________ (patient name)

1.  For the purpose of advancing of medical education, I consent to the admission of observers to treatment rooms and other facilities in CCP Family FootCare’s podiatry office.  Also, I consent to the photographing or filming of all operations or procedures performed for educational purposes, provided that the pictures do not reveal my identity or by descriptive text accompanying them.
2. This section applies when a patient who is named in section 1 above is a minor.  Under this circumstance, I, as the patient’s guardian, consent to allow him or her to return to the office without me if the follow up care is necessary.  I do understand that the choice of whether or not to accompany the patient to the office is mine.

3. CCP Family FootCare cannot accept responsibility for any property belonging to patients in the office.  The undersigned releases the office from any responsibility due to loss or damage of any personal property.

4. The undersigned hereby authorizes CCP Family FootCare to furnish and release, to all insurance companies insuring the patient named above, any and all information with respect to any illness or injury for which the patient is receiving treatment.  This shall include copies of medical records if requested.  I permit a copy of this to be used in place of original.

5. I authorize payment of my benefits directly to the physician or supplier for services rendered.

6. I agree to be responsible for payment of all services received from the staff of CCP Family FootCare

Signature of Patient or Guardian:________________________________________________________________ Date:______________________

Signature of Witness: ________________________________________________________

For Medicare and Medical Assistance Patients ONLY

I authorize CCP Family FootCare to release Social Security Admin and Health Care Financing Admin or its intermediates including MediGap carries any information needed for this or related claim.  I understand that payment will be from federal and applicable federal and state laws.

I hereby understand and agree that CCP Family FootCare will bill Medicare and the supplemental insurance company that I have provided.  Any charges that Medicare indicates allowable and that is not paid by either Medicare or the supplemental carrier, I am responsible for the payments of the amount due.  These include, but are not limited to, coinsurance and deductibles.

Signature of Patient or Guardian:_______________________________________________________________ Date: ____________________

Signature of Witness:_________________________________________________________________________

