Practice: Today's Date:

Name: Chart#: ___ __ Date of birth: R

Ethnicity: [Hispanic or Latine  [INot Hlspanu: or Latine [Meciined to specify

Race: Clasian ClAmerican Indian or Alaska Native [CIBlack or Africar American
Cwhite CINative Hawaiian or other Pacific Islander  [JDeclined to specify

Preferred Language: : UDeclined to specify

Pharmacy Name: _ Pharmacy Phone:

Pharmacy Address; City, State, Zip: S

Primary Care Physician: o Phane: _ Date Last Seen;

Address: : _ )

Referring Physician: Phone: Date Last Seen; —

Address:

Privacy Information Preferences
Do you want to be exempt from public reporting  [lYes [INo  Can we send maif to the address on file? (lves CINe
Can we call the phone number on file? [IYes CINo  Can we leave voicemail on machine?  [T¥es [No
Will you allow us to send internet based (e-mail) delivery of reminders and newsletters? [Yes [INo

If yes, please provide your e-mail address:

Who can we leave messages with? LIwife CIHusband [CIDaughter [Son [0ther:
Name(s):

| Smoking Status | | Vital Signs Shoe Size
CFurrent Every Day [l moker, Current Status Unknown Bloed Pressure: ol
CXCurrent Some Day EHeavy Tobacco [nkaown If Ever ? —— Weight:
CFormer [:lNever BLaght Tabacco . decline to answer | | eSS S N

R
Current Medications Allergies
[ONe Known Medications T | take the following medications: EINo Known Allergies  CINo Known Drug Allergies
Name / Dose: MName; Reaction; ‘
Name / Dose: ____ Name: Reaction: 5
Name / Dose: | Name; Reaction: ___ |
Name / Dose: MName: Reaction: N
Name / Dose: ) . Name: . Reaction: ___
Name ! Dose: | MNama: Reaction: )
Name / Dose; Name: Reaction:
Name / Dose: _ _ _ Mame: Reaction: n
Uze the hack of this form if more roam is nesded

Last Flu Shot Date; . ... Didyougeta pneumgcuccai vaccination? ElYes CNe |

Have you fallen in the last 12 months? [Ires [No Were you injured from the fall? [Jves ONo :
Advanced Directives: [JLiving Will [JDNR [C3Durable Power of Attorney [Jsurrogate Appointed ClNone |

PLEASE READ AND SIGN: The informaton on my itk formis] s correct to the best of iy knowledpe. | under stand that I:I-;;n;;zughum iy Breatimest | am responsible
for notilfying the plisican andfor madical staif of aty and ali updates 1o the inlarmatson hsted above, {Rstignenent of Bensfits): | aythorize payment of medical benefits 1o the
practice pamed above. (Befeare of Information): | autharze the release of any medical Information necessary to process this clam, (HIPAA Privacy): | acknowledge thar |
receeed my FIPAS Provicy Practices Motice, (Medicarian Histoyl: | authorge the Doctar's office 10 retrieve iy sivedicatsan bestory

Patient Signature: Date:




Practice: Warren Altwerger DPM Today’s Date:

Name: DOB: Chart Number:

Sex: OMOF  Marital Status: [ Single [T Married [] Widowed [] Divorced SS#:

E-mail: Spouse/Partner Name:

E-mail newsletters, reminders, statements, e, Emergency Name: Phone:

Address: City: State: Zip:

Home #: Cell #: Other #:

Employer: Phone:

Employer Address: City: State: Zip:

Primary Insurance: Are you the insured? [IYes OONo

Insured Information

Subscriber Name: Relationship to insured: ESpouse B3 Child E1Self £ other
Phone #: Sex: CIMale OFemale DOB: _ /[
Address:
Policy 1D: Group ID: Employer:
Secondary Insurance: Are you the insured? [JYes [INo

Insured Information

Subscriber Name: Relationship to insured: [QSpouse [ Child [Self [ Other
Phone #: Sex: (O0Male CJFemale DOB: __ / /|

Address:

Policy ID: Group ID: Employer:

How did you find out about our practice? [J Physician (I Internet [ Telephone book LJ Family member [ Friend
O Other:

What is the reason for your visit today?

Result of accident or work injury? [JYes[[JNo
How long has this bothered you? [I [2 [34]5] 6] 7] [days [] weeks months years

What treatments have you tried & have they been effective?

On a scale of 1-10 (1 being no pain and 10 being the worst) what is your level of pain? /10

The pain quality is: Clburning Cconstant [dull Osharp Cshooting Olthrobbing Ctingling Other:

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 1/21/2015



History and Physical | Name: DOB: Chart Number:

o e

Medical History: [] Alcoholism [ Blood disorders [ ] Circulation problems [] Musculoskeletal [] Breathing issues

[ Liver [] Sleep apnea [] Gout ] Allergies [] Heart disease [ Asthma

[ Heart murmur M Stomach/bowel ] Depression [ Anxiety disorder [ Mental illness  [] Kidney disease
[1Blood clot [] High cholesterol [] High blood pressure [] Cancer [ Hepatitis

[] Neuropathy (specify) [ Thyroid disease (specify) [ ] Diabetes (type I, type 2)

L] Arthritis (specify) [ other (specify) I Hiv [JcvA

Are you pregnant?[C] Yes[J] No  Are you nursing? [[] Yes[C] N [ ] Skin disorders [ Stroke

Surgical History [ JNone [JAppendectomy [] C-Section[J Angioplasty[ ] Bypass[]Cataracts [] Cholecystectomy
Have you ever had any surgical procedures on foot/ankle or anywhere else on your body? Yes No
If yes, please describe:

Do you have any artificial joints? [J] Yes (where? )[Z] No Do you have an artificial heart valve? £l Yes [0 No

s AT e POt = T e

Social History
Do you smoke? [C]Yes[CINo If yes how many packs per day? CIIC2[C13 0405 For how long?
Do you drink alcohol?  [[Yes, everyday (5-7 days/week) [] Yes, occasionally/socially []No/Rarely

Substance abuse: [IYes, I have a current substance abuse problem. Please specify:
[C]Yes, | had a past substance abuse problem. Please specify:

E] No, 1 have never had a substance abuse problem
What is your occupation? Does it involve mostly [] standing or [Jsitting
Do you exercise regularly? No, | do not exercise regularly Yes, | do the following regular exercise:

B e Dt e e e T e

Family History Is there any family history (blood relative) of: (Please indicate family member)

O Alzheimer's [] Depression

[ Arthritis [] Diabetes

[ Bleeding disorders [] Emphysema

[ Blood clot [ Heart disease

[ Cancer [] High Blood Pressure
[T Cataracts [] Neurological

[ Circulation problems [ Strokes

[ Other (specify):

e v e e = 3 e e e

Review of Systems (Please check the box if you currently have any of these symptoms or check “NONE”)

Cardiovascular [Jleg pain when walking [Jfever [[] chest pain/pressure [Jleg swelling [Jcold hands/feet
Elfainting [] palpitations [ Jvascular disease [Cvalve problems [ INONE
Genitourinary [(Jblood in urine [Thesitancy [CJincontinence [Jincreased urgency
[[ldecreased frequency [ Jexcessive urination [Ckidney disease [Ckidney stones [ JNONE
Gastrointestinal [ _Jabdominal pain [Iheartburn [“Jblood in stool [ Jvomiting [ulcers [constipation
[diarrhea [_Jtrouble swallowing  [Jdecrease appetite [ Jincrease appetite] |NONE
Integumentary [athletes foot [[Inail abnormalities [ _Jkeloids [ Jitchiness [dry, scaly skin [ INONE
Hematologic [lower leg ulcers [sickle cell disease[ Janemia [ ]blood thinners [Jclotting disorder{ JNONE
Neurological [ltingling [CIweakness [Iseizures [Jnumbness [Jheadaches
[CJtremors [Iparalysis [[JNONE
Musculoskeletal [ Jback pain  [joint swelling [CImuscle weakness [CImuscle pain [CIneck pain
[Csciatica [Jjoint stiffness  [Jjoint pain  [“Jjoint instability [CJarthritis [CJNONE
Respiratory [chest pain [wheezing [IcorD [Jcoughing [Isnoring

[shortness of breath [Jemphysema LINONE

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature: Date:

Rev 1/21/2015
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Warren Altwerger, DPM
450 Gidney Avenue
Newburgh, NY 12550
(845) 565-3331

Effective Date of this Notice: 4/14/03

NOTICE OF PRIVACY PRACTICES

As required by the Privacy Regulations Created as a Result of the Health Insurance Portability
and Accountability Act of 1996 (HIPAA)

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION
ABOUT YOU (AS A PATIENT OF THIS PRACTICE) MAY
BE USED AND DISCLOSED, AND HOW YOU CAN GET

ACCESS TO YOUR INDIVIDUALLY IDENTIFIABLE
HEALTH INFORMATION.

PLEASE REVEIW THIS NOTICE
CAREFULLY.

A. OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your individually identifiable health information
(IH1). In conducting our business, we will create records regarding you and the treatment and services we
provide to you. We are required by law to maintain the confidentiality of health information that identifies
you. We also are required by law to provide you with this notice of our legal duties and the privacy
practices that we maintain in our practice concerning your IIHI. By federal and state law, we must follow
the terms of the notice of privacy practices that we have in effect at the time.

We realize that these laws are complicated, but we must provide you with the following important
information:

. How we may use and disclose your |IH|

- Your privacy rights in your IIH]

- Our obligations concerning the use and disclosure of your [I1H]
The terms of this notice apply to all records containing your lIHI that are created or retained by our
practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or
amendment to this notice will be effective for all of your records that our practice has created or
maintained in the past, and for any of your records that we may create or maintain in the future.
Our practice will post a copy of our current Notice in our offices in a visible location at all times,
and you may request a copy of our most current Notice at any time.

B. IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:

Warren Altwerger D.P.M. , 43 S. Highland Avenue, Ossining, NY 10562 (914) 941-0206



Warren Altwerger, DPM
450 Gidney Avenue
Newburgh, NY 12550
(845) 565-3331

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM.

L
(please print)

, have received a copy of Warren

Altwerger's D.P.M., Notice of Privacy Practices.

Signature of Patient Date



Warren Altwerger, DPM
450 Gidney Avenue
Newburgh, NY 12550
(845) 565-3331

SIGNATURE ON FILE

Please initial the statements below

| authorize use of this form on all my insurance submissions.

| authorize release of pertinent information to all my
insurance companies.

| understand that | am ultimately responsible for my bill.

I authorize my doctor to act as my agent in helping me obtain
payment from my insurance companies.

I authorize payment directly to my doctor.

| permit a copy of this authorization to be used in place of
the original.

As the patient, it is my responsibility to inform the office
of any changes in my insurance company.

Print Name SS#

Signature: Date:




