ALAN L. BASS, DPM

PATIENT INFORMATION SHEET

NAME:

     





     
              

(Last Name)                                                  

(First Name)

HOME ADDRESS:      



      


      

     
                                   (Street)                                          (City)                  
(State)     
(Zip Code)
HOME PHONE #      
CELL PHONE #:             SSN #:     -      -     
BIRTHDATE:      

AGE:           MARITAL STATUS:  FORMCHECKBOX 
 S    FORMCHECKBOX 
M    FORMCHECKBOX 
D   FORMCHECKBOX 
 W    FORMCHECKBOX 
STUDENT
==================================================================================

WHAT IS THE MAIN REASON FOR YOUR VISIT TODAY?

     
HAVE YOU SEEN ANOTHER PHYSICIAN FOR THIS PROBLEM?
YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

==================================================================================

HOW WERE YOU REFERED TO MY OFFICE?

 FORMCHECKBOX 
 PHYSICIAN     FORMCHECKBOX 
 FRIEND      FORMCHECKBOX 
 INSURANCE BOOK/WEBSITE     FORMCHECKBOX 
 DR BASS’ WEBSITE

 FORMCHECKBOX 
 PHONE BOOK      FORMCHECKBOX 
 OTHER

==================================================================================

IS THE PATIENT RESPONSIBLE FOR THE BILL? YES  FORMCHECKBOX 
  NO  FORMCHECKBOX 
 (IF NO, PLEASE LIST BELOW)?

NAME:  
     





     
                         
(Last)                                                  

(First)

HOME ADDRESS:
     



     

     

     
                                  
 (Street)                                          
(City)                  
(State)     
(Zip Code)
HOME PHONE #:____________________
==================================================================================
PRIMARY INSURANCE:

INSURANCE COMPANY NAME:      
NAME OF CARD HOLDER:      
INSURED BIRTHDATE (IF DIFFERENT FROM PATIENT):     
INSURED SOCIAL SECURITY # (IF DIFFERENT FROM PATIENT):      -       -     
INSURED/CARD HOLDERS EMPLOYER:      
ADDRESS:

     



     

     

     
                                  
 (Street)                                        
  (City)                  (State)     
(Zip Code)
PHONE #:      EXT.     
==================================================================================

SECONDARY INSURANCE:

INSURANCE COMPANY NAME:      
NAME OF CARD HOLDER (SELF, SPOUSE, PARENT):     
INSURED BIRTHDATE (IF DIFFERENT FROM PATIENT):     
INSURED SOCIAL SECURITY # (IF DIFFERENT FROM PATIENT)     
PATIENT HISTORY
Generally speaking, are you in good health now?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Do you have a personal history of Diabetes?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Is there any family history of Diabetes?

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Do you smoke?




Yes  FORMCHECKBOX 


No  FORMCHECKBOX 


If yes, how much?     
Do you drink alcohol?



Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Are you subject to prolonged bleeding?

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 


If yes, do you take a blood thinner?

(Coumadin or Aspirin)


Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Do you have allergies to drugs, medicines or other substances?







Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

If yes, please list:      
Are you being treated for or have you ever been treated for (please check all that apply):


 FORMCHECKBOX 
High Blood Pressure (Hypertension)
 FORMCHECKBOX 
Liver Disease or Hepatitis


 FORMCHECKBOX 
High Cholesterol


 FORMCHECKBOX 
 Epilepsy


 FORMCHECKBOX 
Heart Trouble



 FORMCHECKBOX 
Thyroid Conditions


 FORMCHECKBOX 
Circulation issues


 FORMCHECKBOX 
Syncope (Fainting issues)


 FORMCHECKBOX 
Asthma



 FORMCHECKBOX 
 Other (please list):      

 FORMCHECKBOX 
 Kidney Disease

Have you had any serious illnesses or operations?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


If yes, what type and when?  (please list)


Type:      




Date:      
Do you have a primary care physician?

Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Name:      
Address:     
Phone #
     
Date last seen:      
Are you taking any medications?


Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, please list:      
I hereby give permission to Dr. Bass to examine and/or perform diagnostic tests, and treat my condition medically, surgically or orthopedically.  The undersigned consents to and authorizes the administration and performance of medical care that may be in the judgment of the physician considered advisable and necessary, why may include the performance of certain blood tests for communicable diseases such as Hepatitis and HIV. Dr. Bass is authorized to furnish information, necessary to process claims, to an insurer, compensation carrier or welfare agency that may be providing financial acceptance for hospital care. I understand that although I have medical insurance, I am solely responsible for payment of medical bills.  I agree to pay all fees billed to me immediately upon completion of all services unless other arrangements have been made in advance.  I also understand that payment is not dependent upon my insurance.  
Signature: ________________________________




Date: ________________


  Signature of Patient or Legal Guardian

HIPPA AUTHORIZATION FORM

Patient Authorization for Use and Disclosure of Protected Health Information

By signing below, I authorize Dr. Alan Bass to use and/or disclose certain protected health information (PHI) about me to the following:

· Health Care Professionals

· Patients’ Insurance Company

· Parties authorized by the patient

This authorization permits Dr. Bass to use or disclose the following individually identifiable health information about me: my medical/surgical history, medications, lab values and radiographic imaging. The following will be used or disclosed for the following purposes at the request of the individual. This authorization will not expire. Dr. Bass will not receive payment or any other remuneration from a third party in exchange for using or disclosing PHI.

I understand that I do not have to sign this authorization to receive treatment from Dr. Bass. I have the right to refuse to sign this authorization. When my information is used or disclosed pursuant to this authorization, it may be subject to re-disclosure by the recipient and may no longer be protected by the federal HIPPA privacy rule. I have the right to revoke the authorization in writing except to the extent that Dr. Bass has acted in reliance upon this authorization. My written revocation must be submitted to the privacy officer at Dr. Bass’ office. 

Signed By: ______________________________


______________________________


     Signature of Patient or Legal Guardian


 Relationship to Patient

     ______________________________


______________________________


      Printed Patient’s Name




  Date

The patient/guardian will be provided with a signed copy of this authorization form upon request

FOR MEDICARE PATIENTS, PLEASE READ AND SIGN BELOW

MEDICARE PATIENTS’ CERTIFICATION/AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST
I certify that the information given to Dr. Bass is applying for payment under title XVII of the Social Security Act is correct and I request payment of the authorized Medicare/Insurance benefits be made to Alan L. Bass, DPM,PC on my behalf for any services furnished to me by or in the office including physician services. I authorize any holder of medical and any other information about me to release to Medicare/Insurance and its agents or intermediaries any information needed to determine these benefits or benefits for related services. 

I further authorize the Medicare/Insurance program to furnish medical or other information acquired on the visit acquired by its intermediary under the Title XVII Program to the extent necessary to process any complementary coverage claim. 

I hereby certify that I have read and fully understand the above authorization. 

Signed By: ______________________________


______________________________


     Signature of Patient or Legal Guardian


 Relationship to Patient


     ______________________________


______________________________


      Printed Patient’s Name




  Date

UNDERSTANDING YOUR RESPONSIBILITY

If you have a deductible and you have not met it yet, you may be responsible to pay out of pocket until you have met your deductible. Only then your insurance will start paying for your visits.

If you have a co-pay, it is your responsibility to pay it at the time of your visit.

I ____________________________(Print name)  have read and understand my responsibility and am willing to pay any balance and fees on my account, which are not part of my insurance coverage, depending on the plan that I have.

(Signature)_______________________________________ 

(Date)________________ 

