Foxhall Podiatry Associates
3301 New Mexico Ave, NW
Suite 228
Washington, DC 20016

I acknowledge receipt of the Notice of Privacy Practices as it pertains to Foxhall
Podiatry Associates,

Print Name (Patient or Guardian) Signature (Patient or Guardian)

Date



Foxhall Podiatry Associates, P.C.
M. Joel Morse, DPM
3301 New Mexico Aven ue, NW
Suite 228
Washington, DC 20016
202 966-4811

HIPAA 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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected health information” is information

about you, including, demographic information, that may identify you and that relates to your past, present or future physical or
mental health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your carc and treatment for the purpose of providing health care services to you, to pay your health
care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services, This includes the coordination or management of your health care with a third party. For example, we
would disclose your protected health information, as necessary, to a health agency that provides care to you. For example, your

protected health intormation may be provided to a physician to whom you have been referred to ensure that the physician has
the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For

example, obtaining approval for an office procedure may require that your relevant protected health information be disclosed to
the health plan to obtain approval for the visit,

Healthcare Operations: We Mmay use or disclose, as-needed, your protected health information in order to support the business
activities of your provider's practice. These activities include, but are not limited to, quality assessment activities, employee
review activities, training of medical students, licensing, and conducting or arranging for other business activities. For
example, we may disclose your protected health information to medical school students that see patients at our office, In
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your
provider. We may also call you by name in the waiting room when your provider is ready to sce you. We may use or disclose
your protected health information, as hecessary, to contact you to remind you of your appointment,

We may use or disclose your protected health information in the following situations without your authorization, These
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: L.aw Enforcement: Coroners, Funf:ral
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers' Compensation:
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary

of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section
164.500,

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.



Your Rights

Following is a statement of your rights with respect to your protected health information.

You have the right to ins rect and co our protected health information. Under federal law, however, you may not
inspect or copy the following records; psychotherapy notes: information compiled in reasonable anticipation of, or use in, a

civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits
access 1o protected health information, )

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected heal

th information for the purposes of treatment, payment or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may be

nvolved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction to apply.

to permit use and disclosure of your protected health information
then have the right 10 use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative

location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept

this notice alternatively j.e. electronically.

amendment, you have the right to file a statement of disagreement with us and we may prepare a
will provide you with a copy of any such rebuttal.

You have the right to receive an_accounting of certain disclosures we have made, if any, of vour protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints . ‘
You may complain to us or to the Sccretary of Health and Human Services if you believe your privacy rights have b_cen
violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We_will not retaliate

against you for filing a complaint.

This notice was published and becomes effective on/or before April 14, 2003.



PODIATRIC REGISTRATION AND HISTORY

PATIENT INFORMATION INSURANCE

Date Who is responsible for this account?

SS/HIC/Patient ID # Relationship to Patient

Patient Name Insurance Co.

Last Name
Group #
Flrst Name M et Is patient covered by additional insurance? []Yes [ No
Address
Subscriber's Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance Co.
Sex (JM [JF Age Birthdate
Group #
[ Married [ Widowed [ Single ] Minor
INSURANCE ASSIGNMENT AND RELEASE
Separated Divorced Partnered for a
L] Sep O L1 Fartnes years | certify that | have insurance coverage with ;
Patient Employer/School Name of Insurance Company(ies)

and assign directly to Dr. B all
insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by

insurance. | authorize the use of my signature on all insurance submissions.

Employer/School Address

Employer/School Phone ( )

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate SS#

Spouse’s Employer MEDICARE/MEDIGAP AUTHORIZATION

Whom may we thank for referring you? | request that payment of authorized Medicare benefits and, if applicable, Medigap

benefits, be made either to me or on my behalf to

Name of

for any services furnished to me by that provider.

PHONE NUMBERS

Home Phone ( )

Doctor or Clinic

To the extent permitted by law, | authorize any holder of medical or other information
about me to release to the Centers for Medicare and Medicaid Services, my
Medigap insurer, and their agents any information needed to determine these
benefits or benefits for related services.

Cell Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Signature of Beneficiary, Guardian or Personal Representative

Name

Relationship Please print name of Beneficiary, Guardian or Personal Representative
Home Phone ( )

Work Phone ( ) Date Relationship to Beneficiary

48 PODIATRIC HISTORY

What is the chief complaint for which you
came to be treated? (Include foot, ankie,
knee, thigh, and hip complaints.)

Is there any personal or family history of
diabetes?
[OYes [JNo

Please indicate which foot problems you now have or

have had in the past.

Ankle Pain [JYes [INo
Your occupation Athlete’'s Foot [JYes []No
. Bunions [JYes []No
Cigarette/Tobacco use
4 Corns and Calluses [IYes [1No
Years smoked Cramps or Numbness in FeetorLegs []Yes []No
Have you ever been to a Podiatrist before? Athletic activities in which you participate g)a(:t’:oielieg Cramps g:z g zg
[ Yes No lease list and indicate frequenc
B (p . iz Heel Pain [OYes [JNo
If yes, please list. Ingrown Toenails [CYes [No
N Plantar Warts CYes [INo
ame oy
Swelling in Ankles or Feet [JYes []No
Last visit Tired Feet [JYes []No

(Vers. P2S5504)
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ﬁMED]CAL HISTORY 7

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV [JYes []No Epilepsy [lYes [No Rash [OYes []No
Allergies to Anesthetics [JYes []No Eye Problems [dYes []No Respiratory Disease [lYes [JNo
Allergies to Medicine or Drugs []Yes [] No Fainting [JYes [No Rheumatic Fever [JYes [INo
Anemia [JYes [JNo Foot or Leg Cramps [JYes [No Shortness of Breath [JYes []No
Angina [CYes [ No Gout [JYes [ No Sinus Problems [JYes []No
Arthritis [JYes [ No Headaches [JYes [JNo Special Diet [JYes []No
Artificial Heart Valves or Joints []Yes [] No Heart Disease [OYes []No Stroke [JYes []No
Asthma [Yes [ No Hemophilia [OYes [INo Swelling in Ankles, Feet [OYes []No
Back Problems [JYes [ No Hepatitis or Jaundice O Yes [ No Swollen Neck Glands [JYes [ No
Bleeding Disorders [JYes []No High Blood Pressure [OYes []No Tired Feet [CJYes [JNo
Cancer [JYes []No Kidney Problems [OYes [ No Tuberculosis [JYes [INo
Chemical Dependency [JYes [1No Liver Disease [JYes []No Ulcers [OYes []No
Chest Pain [COYes [JNo Low Blood Pressure [JYes [JNo Varicose Veins [OYes []No
Chronic Diarrhea [JYes [1No Neuropathy CYes []No Venereal Disease [JYes [JNo
Circulatory Problems [JYes []No Phlebitis [JYes [JNo Weight Loss, unexplained [JYes []No
Diabetes [OYes [JNo Psychiatric Care OYes []No

Ear Problems [JYes [INo Radiation Treatment [OYes []JNo

Surgeries you have had

Hospitalization other than for the surgeries listed

Family physician Last visit date

Are you now, or have you been, under any other doctor's care for any reason over the past two years? [JYes [JNo

If yes, please explain

;.i MEDICATIONS Ei ALLERGIES

Include prescriptions, over-the-counter medications and vitamins [] Adhesive/Tape [] Local Anesthetics
[] Anticoagulant Therapy [] Novocaine
[J Aspirin [C] Penicillin
[] Codeine [] Seafoods
Pharmacy Name(s) [] Demerol (] Sulfa
Pharmacy Phone(s) ( ) [ lodine
Other

Do you take oral contraceptives? []Yes [ No

TREATMENT CONSENT

| hereby consent and give my permission to the doctor (and the doctor’s assistants or designated replacement) to administer and per-
form such procedures upon me as the doctor deems necessary.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient




Foxhall Podiatry Associates Patient Financial Policy

Effective 12/10/2008

Thank you for choosing our practice! Your understanding of our financial policy is an essential element of your care and treatment. If
you have any questions, please discuss them with our front office staff or the office manager.

L.

2

10.

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

You will be responsible for co-payments and any other charges not covered by your insurance company. Copays will not be
billed. Payment is required at the time of service. For your convenience we accept cash, check, MasterCard, Visa, Discover
and American Express.

Your insurance policy is a contract between you and your insurance company. As a courtesy, if you have health insurance
and if we participate with your health insurance plan we will bill your health insurance company for services rendered (both
primary and secondary insurance plans, if applicable) if you assign the benefits to the doctor. You are responsible for any
remaining balance not paid by your insurance plan.

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.

If we do not participate with your health insurance plan, payment in full is required at the time of service. We will bill your
health insurance company as a courtesy if you wish us to.

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
“Non-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 relerrals; 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.

If you have Medicare

a. As a participating provider, we will bill Medicare directly for services rendered.
You will be responsible for your annual deductible, co-payments and charges for non-covered services.
c. You will be asked to sign a Waiver ol Liability Form in the event that we know a service provided is not

covered by Medicare.
If you have no health insurance, payment in full is required at the time of service.

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 denied charges.

We kindly request that you give us 24 hours notice if you are unable to keep your appointment. Failure to do so will result in
a cancelled without sufficient notice or a no-show fee of $50.00

Initials

Forms, letters and copying of records may be subject to applicable fces.

Initials
In the event we reccive a returned check, a fee of $50.00 will be charged to your account and payment is due upon receipt of
your statement, either by credit card or cash.

Initials
Should your account go to collections due to non-payment, you will be responsible for all collection and attorney fees.

Initials

Il you have any questions, please do not hesitate to ask. We are here (o assist you any way possible.

My signature below and initials above signifying that I have read and fully understand my financial responsibility under
this policy.

Patient/Guarantor Signature Date
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