Northern InStride Foot & Ankle Clinics
Dr.James R. Shipley, DPM | Dr. David Collard, DPM, MHA |  Dr. Eric Siceloff, DPM

PATIENT INFORMATION

(Please Print)
DarteE: f /
PaTienT NAME: DaTE oF BIRTH: ¥ Ack: Sex: M F
Lasrt FirsT MI
MariTAL StaTus:  [] SINGLE [ ]MaRrieD [ ] PARTNERED [ | SEPARATED [ | Divorcep [ WipoweD
HoMmE ADDREsS: City/StaTE: Zip:
HowmE PHone #: ( ) - Work PHonE #: ( ) -
CeiL Prone #: () - E-maiL:
MAY WE LEAVE A MESSAGE? HoME PHONE; Work PHONE; CELL PHONE; E-maIL
APPOINTMENT INFORMATION: Yes No
MEDICATION INFORMATION: Yes No
Insurance CoveRAGE INFo: Yes No
DiacNosTic INFORMATION: Yes No
AccouNT INFORMATION: Yes No

PriMARY LANGUAGE:

Do You HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES No
IF vES, NAME: RELATIONSHIP: PHonE #: ( ) -

EMERGENCY CONTACT: RELATIONSHIP: PHonE #: ( ) -

WHO REFERRED YOU TO US?

Privary CARe Docror: Dark oF Last VisiT

PHARMACY: Locarion: PHone #: ( ) .
WHO IS RESPONSIBLE FOR PAYMENT? RELATIONSHIP TO PATIENT?

ADDRESS: Ciry/STaATE: Zip: PHonE #: ( ) -

*%% ] 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 SO CHOSE) AND UNDERSTAND THE NOTICE.

PRrINT NAME OF PATIENT, PARENT OR GUARDIAN IF oTHER THAN PATIENT, RELATIONSHIP TO PATIENT

SIGNATURE DatE

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR MEDICAL INFORMATION?
Yes Nawme(s)

No
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NAME DatE oF BirTH

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS AND HERBAL
SUPPLEMENTS):

PLEASE LIST ALL PRIOR SURGERIES/HOSPITALIZATIONS ([NCLUDE APPROXIMATE DATE)I

SociaL History

Use or ALconoL: [ ] NEveR [ ] No LoNGER USE [ | HISTORY OF ALCOHOL ABUSE

[ ] CurrenT UsE - TypE [[JRaRe [ ]OccasioNnaL [ ]Moberate [ ] Daiy
Usk oF Toacco: [ ] Never [ ] QuiT — HOW LONG AGO? [] Smoke PACKS/ DAY FOR YEARS
Usk or RecreationaL Drugs: [] NeveR  [] Quit — How LoNG AGO? TypE

[] CurrenT UsE - TyPE [ JRare [ ]OccasioNnaL [ ] Mobperate  [_]Damy
EMPLOYER: OccupATION:

Famiry HisTory
Do vou HAVE A FAMILY HISTORY OF: [_] DiaBETES [ JCanNcER [ | Heart Disease [ | Hicn BLoop PRESSURE

[ IStrokE [ ] CoroNARY ARTERY DISEASE [] Tuyrom DiseasE [ ] RHEUMATOID ARTHRITIS
[ ]OTHER

Your MebicaL. HisTory

HEiGHT WEIGHT SHOE SizE

HAVE You EVER BEEN TESTED POSITIVE FOR: (cIRcLE) TB, Hepatits, HIV/AIDS, MRSA, OtHer

AvLLerGies: [ ] None KnowN [ ] MEeDicATIONS
[ ] ANESTHESIA [] Foobs
[ ]Tape [ ] Latex []SueLLrisH [ ] IobiNe [ ] OTHER

Do YOU HAVE ANY KNOWN MEDICAL CONDITIONS CONCERNING:

Eves CHEST StoMAacH MuscLES
Ears HEeart INTESTINES Bones
Nose Lunas LivErR

THRrROAT KiDNEYS
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HAVE YoU EVER HAD ANY OF THE FOLLOWING? (PLEASE cIRcLE Y oR N)

Acip ReFLux Y N  FiBromyaLGia Y N  NEuropATHY Y N
ANEMIA Y N Gour Y N  Oeen Sores Y N
ARTHRITIS Y N  Hearr Arrack Y N Pneumonia Y N
AstHmMA Y N  Hearr Disease/FaILure Y N Pouo Y N
Back TrouBLE Y N  Heparimis Y N  Rueumarc Fever Y N
BLADDER INFECTIONS Y N HIV+/AIDS Y N  Sickie CeLL Disease Y N
ABNoRMAL BLEEDING Y N  Hicn Broop Pressure Y N  Skin Disorber Y N
Broop Crots Y N  Kipney Disease Y N  Steep Apnea Y N
Broop TransFusion Y N  Liver Disease Y N  SromacH ULcers Y N
BronchiTis/ EMPHYSEMA Y N Low Broop Pressure Y N  Stroke Y N
CANCER Y N  Micraine HEADACHES Y N  Tuyrom Disease Y N
D1ABETES Y N  MirraL VAve ProLapse Y N  Tusercurosis Y N
OtHER CONDITIONS: | \ ‘ ‘ ‘ ‘ ‘ |
IF You ARE DIABETIC, DO YOU TAKE INSULIN? Last GrLucose READING

CurRENT PROBLEM

WHAT SPECIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY?

How LONG AGO DID THIS PROBLEM FIRST START? Days / WEeEeks / MonTHs / YEARs

DID YOUR PAIN OR PROBLEM: | | BEGIN ALL OF A SUDDEN [ ] GRADUALLY DEVELOP OVER TIME

How wouLp You DESCRIBE YOUR PAIN? [ [NopraiN [ ] SHarp [ ]DurL [ ]JAcHing  [] Burning
[ JRabiarinc [ ]Itcuing  [] StaBBING [ ] OTHER

How wouLD YOU RATE YOUR PAIN ON A SCALE FROM 0 To 107 (PLEASE CIRCLE)

(voranv) 0 1 2 o 4 5 6 7 8 9 10 (worst paiv possibLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HAS IT: D STAYED THE SAME D BECOME WORSE |:| IMPROVED

WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [_| WALKING [ ] STanpING [ ] DAILY ACTIVITIES
[ JResting [ ]Dress sHoes [ | HicH HEELS  [_] FLAT sHOES [ ] ANY CLOSED TOE SHOE
[ JRunniNGg [ ] 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) [1No




Welcome to our New Patients
Our practice is a division of the InStride Foot & Ankle Specialists, PLLC. We have divisions across North and South Carolina, and we
operate under one tax ID number. As such, if you have seen any of the following physicians in the past three years, we need to
know so that we will not file a new patient code for your visit today. Since the insurance carriers look at us as one large practice, if
you have been seen at any of the following divisions, you will not be considered a new patient in our practice. Visits prior to 2014

do not need to be disclosed.

Please review the names of the divisions and podiatrists below and indicate if you have been seen at any of these divisions by
putting a V on the line to the left of the practice name. Thank you for disclosing this information to us — it will allow us to be in

compliance with nationally mandated correct coding initiatives.

DIVISION

PODIATRIST

Alta Ridge Foot Specialists

Robert van Brederode, William Broyles, Thomas Verla

Ankle & Foot Center of Charlotte (Resigned from group 7/1/2017)

Scott Basinger

Brunswick Foot & Ankle Surgery, PA

Joseph Kibler

Carmel Foot Specialists

Barbara Kaiser, Richard Lind, Richard Miller, Kevin Molan,
Tori Simmons-Lewis

Carolina Foot & Ankle Health Center

Millicent Brown

Carolina Foot Care Associates, PLLC

Ashma Davidson, Terry Donovan, William O'Neill

Carolina Podiatry Group

Brandon Percival, Julie Percival, William Harris

Central Carolina Foot & Ankle Associates

Melissa Hill, Gary Liao, Alan Sotelo, Phil Ward (ret.), John Iredale (ret.)

Chapel Hill Foot & Ankle Associates, P.A.

Jane Andersen, Alan Bocko, Katherine Williams

Charlotte Foot & Ankle Specialists, PLLC (resigned from group 8/1/2017

Kristine Strauss

Coastal Carolina Foot & Ankle

Thomas Hagan, Tyler Hagan

Comprehensive Foot & Ankle Center, P.A.

Zack Nellas

Crystal Coast Podiatry

Thomas Bobrowski

Eastover Foot & Ankle, P.A. (Resigned from Group 1/1/17)

Chris Fuesy, Ron Futerman, Kent Picklesimer

Family Foot & Ankle Center, P.A.

Patrick Dougherty, Doug Smith

Family Foot Care

Kevin McDonald

Foot & Ankle Center of Durham

Eric Simmons

Foot & Ankle of the Carolinas, PLLC

Eric Ward, Blaise Woeste

Gaston Foot & Ankle Associates, P.A.

David Kirlin, Ryan Meredith, Wagner Santiago, Randell Contento

Greensboro Podiatry Associates, P.A.

Martha Ajlouny, N'Tuma Jah

Hendersonville Podiatry

Russ Barone, Pam Stover

James Mazur, D.P.M., P.A.

James Mazur

Kinston Podiatry

Dale Delaney

Matthews Foot Care

Brian Killian, Kevin Killian, David Ellenbogen

Mt. Airy Foot & Ankle Center, PLLC

Jim Shipley, David Collard, Thurmond Siceloff

Myers Podiatric Clinic

William Myers

Piedmont Foot & Ankle Clinic

Rick Hauser, Rob Lenfestey (ret.), Jason Nolan, Joel Kelly, Elizabeth Bass
Daughtry, Jacob Panici

Piedmont Podiatry Associates

Subodh Choudhary, Nicholas Canoutas, Cassandra Pike, Sarah Fitzgerald,
Smitha Jospeh (ret.)

Queen City Foot & Ankle Specialists, P.C.

Roxanne Burgess, Alison Garten

Raleigh Foot & Ankle

Alan Boehm, Robert Hatcher, Jordan Meyers, Kirk Woelffer

Ryan Foot & Ankle Clinic

David Garchar, Jeff Glaser, Michael Ryan, Scott Whitman, Matthew
Borns

Salem Foot Care

Walter Falardeau, Scott Matthews

Summit Podiatry (Starting 5/1/2017)

Derek Pantiel

Upstate Foot Care

Hans Blaakman

Wake Foot & Ankle Center

Mike Hodos, Jim Judge

Wilson Podiatry Associates, PA

Kendall Blackwell

| attest that | have been seen in the above indicated division of the InStride since 11/01/2014.

| attest that to my best recollection, | have not been seen by any of the above divisions/physicians since 11/01/2014.

Signature of patient:

Date:

Printed Name:

DOB:




Patient Financial Policy

Your understanding of our financial policies is an essential element of your care and treatment. If you have any
questions, please discuss them with our front office staff or supervisor.

* As our patient, you are responsible for all authorizations/referrals needed to seek treatment in this office.

- Unless other arrangements have been made in advance by you, or your health insurance carrier, payment for
office services are due at the time of service. We will accept VISA, MasterCard, Discover, cash or check.

* Your insurance policy is a contract between you and your insurance company. As a courtesy, we will file
your insurance claim for you if you assign the benefits to the doctor. In other words, you agree to have
your insurance company pay the doctor directly. If your insurance company does not pay the practice
within a reasonable period, we will have to look to you for payment.

- We have made prior arrangements with certain insurers and other health plans to accept an assignment of
benefits. We will bill those plans with which we have an agreement and will only require you to pay the
copay/coinsurance/deductible at the time of service.

- If you have insurance coverage with a plan with which we do not have a prior agreement, we will prepare and
send the claim for you on an unassigned basis. This means your insurer will send the payment directly to
you. Therefore, all charges for your care and treatment are due at the time of service.

* All health plans are not the same and do not cover the same services. In the event your health plan
determines a service to be "not covered," or you do not have an authorization, you will be responsible
for the complete charge. We will attempt to verify benefits for some specialized services or referrals;
however, you remain responsible for charges to any service rendered. Patients are encouraged to
contact their plans for clarification of benefits prior to services rendered.

* You must inform the office of all insurance changes and authorization/referral requirements. In the event the
office is not informed, you will be responsible for any charges denied.

+ For most services provided in the hospital, we will bill your health plan. Any balance due is your
responsibility.

- There are certain elective surgical procedures for which we require prepayment. You will be informed in
advance if your procedure is one of those. In that event, payment will be due one week prior to the surgery.

+ Past due accounts are subject to collection proceedings. All costs incurred including, but not limited to,

collection fees, attorney fees and court fees shall be your responsibility in addition to the balance due
this office.

- There is a service fee of $25.00 for all returned checks. Your insurance company does not cover this fee.

Signature of Patient/Responsible Party:
Printed Name of Patient/Responsible Party Date:
Witness Signature: Date:

Printed Name of Witness:

Patient initials to indicate copy received.



CANCELLATION AND NO SHOW POLICY

We understand that situations arise in which you must cancel your appointment. I is
therefore requested that if you must cancel your appointment you provide more than
24 hours notice. This will enable for another person who is waiting for an
appointment slot. With cancellations made lessthan 24 hours notice, we are unable
to offer that slot to other people.

Office appointments which are canceled with less than 24 hours notification may be
subject to a $25.00 cancellation fee.

Patient who do not show up for their appointment without a call to cancel an office
appointment will be considered as NO SHOW. Patients who No-Show two (2) or
more times in a 12 month period, may be dismissed from the practice thus they will
be denied any future appointments.

The Cancellation and No Show fees are the sole responsibility of the patient and
MUST be paid in full before the patient’'s next appointment.

We understand that Special unavoidable circumstances may cause you to cancel
within 24 hours. Fees in the instance may be waived but only with management
approval.

Our practice firmly believes that good physician/patient relationship is based upon
understanding and good communication. Questions about cancellation and no

show fees should be directed to the billing or management department at
(336)443-9190.

Please sign that you have read, understand and agree to this
Cancellation and No Show Policy.

Patient Name (Please Print)

Signature of Patient or Patient Representative

Date



InStride
Qou
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

The Health Insurance Portability and Accountability Act (HIPAA; “Act”) of 1996, revised in 2013, requires
us as your health care provider to maintain the privacy of your protected health information, to provide you
with notice of our legal duties and privacy practices with respect to protected health information, and to
notify affected individuals following a breach of unsecured protected health information. We are required
to maintain these records of your health care and to maintain confidentiality of these records.

The Act also allows us to use your information for treatment, payment, and certain health operations unless
otherwise prohibited by law and without your authorization.
e Treatment: We may disclose your protected health information to you and to our staff or to other

health care providers in order to get you the care you need. This includes information that may go
to the pharmacy to get your prescription filled, to a diagnostic center to assist with your diagnosis,
or to the hospital should you need to be admitted. If necessary to ensure that you get this care, we
may also discuss the minimum necessary with friends or family members involved in your care
unless you request otherwise.

o Payment: We may send information to you or to your health plan in order to receive payment for
the service or item we delivered. We may discuss the minimum necessary with friends or family
members involved in your payment unless you request otherwise.

e Health operations: We are allowed to use or disclose your protected health information to train new
health care workers, to evaluate the health care delivered, to improve our business development,
or for other internal needs.

¢ We are required to disclose information as required by law, such as public health regulations, health
care oversight activities, certain law suits and law enforcement.

Certain ways that your protected health information could be used disclosed require an authorization from
you: disclosure of psychotherapy notes, use or disclosure of your information for marketing, disclosures or
uses that constitute a sale of protected health information, and any uses or disclosures not described in
this NPP. We cannot disclose your protected health information to your employer or to your school without
your authorization unless required by law. You will receive a copy of your authorization and may revoke the
authorization in writing. We will honor that revocation beginning the date we receive the written signed
revocation.

You have several rights concerning your protected health information. When you wish to use one of these
rights, please inform our office so that we may give you the correct form for documenting your request.

e You have the right to access your records and/or to receive a copy of your records, with the
exception of psychotherapy notes. Your request must be in writing, and we must verify your identity
before allowing the requested access. We are required to allow the access or provide the copy
within 30 days of your request. We may provide the copy to you or to your designee in an electronic
format acceptable to you or as a hard copy. We may charge you our cost for making and providing
the copy. If your request is denied, you may request a review of this denial by a licensed health
care provider.

¢ You have the right to request restrictions on how your protected health information is used for
treatment, payment, and health operations. For example, you may request that a certain friend or
family member not have access to this information. We are not required to agree to this request,



but if we agree to your request, we are obligated to fulfill the request, except in an emergency
where this restriction might interfere with your care. We may terminate these restrictions if
necessary to fulfill treatment and payment.

« We are required to grant your request for restriction if the requested restriction applies only to
information that would be submitted to a health plan for payment for a health care service or item
for which you have paid in full out-of-pocket, and if the restriction is not otherwise forbidden by law.
For example, we are required to submit information to federal health plans and managed care
organizations even if you request a restriction. We must have your restriction documented prior to
initiating the service. Some exceptions may apply, so ask for a form to request the restriction and
to get additional information. We are not required to inform other covered entities of this request,
but we are not allowed to use or disclose information that has been restricted to business
associates that may disclose the information to the health plan.

¢ You have the right to request confidential communications. For example, you may prefer that we
call your cell phone number rather than your home phone. These requests must be in writing, may
be revoked in writing, and must give us an effective means of communication for us to comply. If
the alternate means of communications incurs additional cost, that cost will be passed on to you.

e Your medical records are legal documents that provide crucial information regarding your care. You
have the right to request an amendment to your medical records, but you must make this request
in writing and understand that we are not required to grant this request.

e You have the right to an accounting of disclosures. This will tell you how we have used or disclosed
your protected health information. We are required to inform you of a breach that may have affected
your protected health information.

e You have the right to receive a copy of this notice, either electronic or paper or both.

e You have the right to opt out of fund raising communications.

if you have any questions about our privacy practices, please contact our Privacy Officer at the number
below.

You have the right to file a complaint with us or with the Office for Civil Rights. We will not discriminate or
retaliate in any way for this action. To file a complaint, please contact the applicable party:

InStride Foot & Ankle Specialists Compliance Manager
Phone number: (704) 886-1918
Fax number: (704) 257-2049

Office for Civil Rights
http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html

We are required to abide by the policies stated in this Notice of Privacy Practices, which became

effective on 01/01/2017.



