BIGFOOT PODIATRY, PLLC
9927 Mickelberry Rd NW Ste 101 Silverdale WA, 98383
j 360-616-9563 (P) | 360-850-1423 (F) | www.bigfootpodiatrypllc.com
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1A Where will you be seen? [ ] Skilled Nursing Facility [] Assisted Living Facility [] Adult Family Home

[ 1Independent Living [ ] Memory Care [] Retirement Center [ ] Rehabilitation Center
[ 1 Bigfoot Podiatry Clinic — Silverdale
Facility Name (if applicable):

Patient Name: Date of Birth:
Last First Ml

SSN #: Age: Gender: Race: Ethnicity:

Address:

Street City/State ZIP
How did you hear about us?

Leave a Message?

Home Phone: Yes / No
Cell Phone: Yes / No
Cell Phone: Yes / No
Email: Primary Language:

Do you have a legal Guardian or Healthcare Power of Attorney (HPOA/DPOA)? Yes/No

If yes, Name: Relationship: Phone:
Emergency Contact: Relationship: Phone:
Primary Care Doctor: Phone:
Pharmacy: Phone:
Name Location
Is there a family member or other person you would like for us to share your Medical Information with?
NO If Yes, Name(s):

HEALTH INSURANCE (If you have Tricare, subscriber information MUST be provided)
Insurance Carrier: Phone:

Member ID: Group #:
Subscriber: DOB:

Secondary Insurance: Phone:

Member ID: Group #:
Subscriber: DOB:

WORKER’S COMP / INJURY / AUTO ACCIDENT
Is this a work-related injury? Yes/No Insured/Payor:

Who is your employer: Phone:
Claim#: Date of injury: Body Part Injured:

How did the injury happen?




Patient Name: Date of Birth:

CURRENT PROBLEM
WHAT IS YOUR MAIN PODIATRIC CONCERN?

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

LEFT FooT RIGHT FooT
i Top BoTTOM BoTTOM Tor
INSIDE OF FooT OuTsIDE OF FooT INSIDE OF FooT OuTsIDE OF FooT
HOW LONG AGO DID THIS PROBLEM FIRST START? DAYS / WEEKS / MONTHS / YEARS

DID YOUR PAIN OR PROBLEM: [ | BEGIN ALLOF ASUDDEN [ | GRADUALLY DEVELOP OVER TIME

How WOULD YOU DESCRIBE YOUR PAIN? [ JNOPAIN [ ] SHARP [ ]DuLL [ JACHING [ ] BURNING

[ JRADIATING [ JITCHING [ ] STABBING [ |OTHER

HOW WOULD YOU RATE YOUR PAIN ON A SCALE FROM 0 TO 107? (PLEASE CIRCLE)
(voraiv) O 1 2 3 4 5 6 7 8 9 10  (WORST PAIN POSSIBLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HAS IT: [ ]STAYED THE SAME [ | BECOME WORSE  [_]IMPROVED
WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [ | WALKING [ ] STANDING  [] DAILY ACTIVITIES

[ JRESTING [ |DRESSSHOES [ JHIGHHEELS [ JFLATSHOES [ JANY CLOSED TOE SHOE
[ JRUNNING [ _]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?




Patient Name: Date of Birth:

SOCIAL HISTORY
MARITAL STATUS: [ ] SINGLE [ JMARRIED [ |PARTNERED [ ]SEPARATED [ |DIVORCED [ ]WIDOWED

USE OF ALCOHOL: [ ] NEVER [ ] NOLONGER USE [ JHISTORY OF ALCOHOL ABUSE

[ ] CURRENT USE - TyPE [ JRARE [ ]OCCASIONAL [ ]MODERATE [ _]DAILY
USE OF ToBACCO: [ ] NEVER [ ] QUIT —HOW LONG AGO? [] SMOKE _ PACKS/DAYFOR ___ YEARS
USE OF RECREATIONAL DRUGS: [ ] NEVER [ ] QUIT—HOW LONG AGO? TYPE

[ ] CURRENT USE - TYPE [ JRARE [ ]JOcCCASIONAL [ JMODERATE [ |DAILY
EMPLOYER: OCCUPATION:

HOW MUCH ARE YOU ON YOUR FEETATWORK? [ ]10% [ ]125% []50% []75% [ 1100%

DO OTHERS DEPEND UPON YOU FOR THEIR CARE? [_] CHILDREN—AGE(S) [ ]PET(S)—WHAT KIND?
[ ]ELDERLY OR DISABLED FAMILY MEMBER ~ [_] OTHER

EXERCISE: [ ] NEVER [ JRARE [ ] OCCASIONAL [ JWEEKLY [ _]SEVERALTIMESAWEEK [ |DAILY

TYPES OF EXERCISE:

FAMILY HISTORY
DO YOU HAVE A FAMILY HISTORY OF: [ ] DIABETES: TYPE1 ORTYPE2 [ JCANCER  [JHEART DISEASE
[ JHIGH BLOOD PRESSURE [_|STROKE [ ] CORONARY ARTERY DISEASE [ ] THYROID DISEASE
[] RHEUMATOID ARTHRITIS

[ ]OTHER

YouR MEDICAL HISTORY
HAVE YOU EVER HAD ANY OF THE FOLLOWING?

ACID REFLUX Y| N FIBROMYALGIA Y |N NEUROPATHY Y |N
ANEMIA Y| N Gout Y |N OPEN SORES Y |N
ARTHRITIS Y| N HEART ATTACK Y |N PNEUMONIA Y |N
ASTHMA Y| N HEART DISEASE/FAILURE | Y | N PoLIO Y |N
BACK TROUBLE Y| N HEPATITIS Y |N RHEUMATIC FEVER Y |N
BLADDER INFECTIONS Y| N HIV+/AIDS Y |N SICKLE CELL DISEASE | Y | N
ABNORMAL BLEEDING Y| N HIGH BLOOD PRESSURE Y |N SKIN DISORDER Y |N
BLoob CLOTS Y| N KIDNEY DISEASE Y |N SLEEP APNEA Y |N
BLOOD TRANSFUSION Y| N LIVER DISEASE Y |N STOMACH ULCERS Y |N
BRONCHITIS/EMPHYSEMA Y| N Low BLOOD PRESSURE Y |N STROKE Y |N
CANCER Y| N MIGRAINE HEADACHES Y |N THYROID DISEASE Y |N
DIABETES: TYPE 1 ORTYPE 2 (CIRCLE) | Y | N MITRAL VALVE PROLAPSE | Y | N TUBERCULOSIS Y |N

OTHER CONDITIONS:




Patient Name: Date of Birth:

DO YOU HAVE ANY ALLERGIES? YES / NKDA — No Know Drug Allergies
If Yes, list them here):

Please list all medications you are currently taking (Include prescriptions, over-the-counter meds & herbal
supplements):
Name Dose How Often Do You Take?

Please list all prior surgeries:
Date Type of Surgery Location

Please list all prior hospitalizations (other than for surgery):
Reason for hospitalization Date

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND THAT PROVIDING
INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH. | UNDERSTAND THAT IT IS MY RESPONSIBILITY TO INFORM THE DOCTOR AND
OFFICE STAFF OF ANY CHANGES IN MY MEDICAL STATUS.

ForR MoBILE CARE ONLY:

1. I acknowledge and understand that | can discontinue service at any time and will not be charged for cancellations or appointments should a resident refuse
treatment.

2. | affirm that | am authorized to coordinate the care for the resident identified in Section A. Furthermore, | affirm that | am responsible for payment on podiatric
services rendered. Residents that qualify for Medicaid or Medicare will only be charged for services authorized by Medicaid or Medicare unless otherwise discussed
with and consented by resident and/or POA. The guarantor identified in Section B is not financially liable for services that Medicaid or Medicare fails to cover.

3. | authorize Bigfoot Podiatry, PLLC to obtain medical records form the resident’s care facility for the purpose of providing podiatric care. Bigfoot Podiatry, PLLC is
authorized to request, record, and archive the resident’s diagnoses, current medications, historical medications, and history of healthcare providers.

4. | authorize Bigfoot Podiatry, PLLC to obtain authorization for podiatric services from the resident’s physician of record or from the facility’s medical staff.

5. I authorize Bigfoot Podiatry, PLLC to contact me about the resident’s foot and ankle care, the guarantor’s billing preferences, and any issues surrounding insurance
coverage.

PRINT NAME OF PATIENT, PARENT OR GUARDIAN SIGNATURE OF DOCTOR

IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT DATE

SIGNATURE DATE
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PATIENT FINANCIAL AGREEMENT &

o ) ACKNOWLEDGEMENT OF OFFICE POLICIES

Bigfoot Podiatry, PLLC believes that part of good health care practice is to establish and communicate an
office and financial policy to our patients. We are dedicated to providing the best possible care for you,
and we want you to have a full understanding of our policies.

1. PAYMENT is expected at the time of your visit. We accept cash, check, VISA, MASTERCARD,
DISCOVERY, and money order. Payment will include any unmet deductible, co-insurance, co-payment
amount, and charges not covered by your insurance company. If you do not carry insurance, or if your
coverage is under a pre-existing condition clause, payment in full is expected at the time of your visit
unless otherwise discussed as a self-pay option. All non-filed services are expected to be paid at the
time of service.

2. INSURANCE: We are participating insurance providers for most insurance plans. We will file all the
claims for these plans. Please remember that insurance is a contract between the patient and the
insurance company and ultimately the patient is responsible for payment in full. As a courtesy to our
patients, we will verify your insurance coverage, however, our verification is not a guarantee of
benefits payable by your insurance. If you have a managed care plan that requires a referral to see a
specialist, you must obtain that referral in order for your visit to be covered under your medical
insurance. If you do not have the valid referral and still wish to be seen, you will be asked to pay for
the visit prior to your services. In order to bill your insurance and to meet filing guidelines, we do ask
for a copy of the front and back of your most recent insurance card(s) along with a copy of your
photo ID. If there is another guarantor of the insurance for the patient being scheduled, we ask for a
copy of the guarantor’s ID as well.

If our providers are not listed in your plan’s network, you may be responsible for partial or full
payment. In this case, we offer a self-pay option based off our published self-pay fee schedule.

3. POLICY ON NON-COVERED SERVICES: This practice offers access to many innovative services and
procedures, some of them are deemed as “not covered” by insurance. In some cases, you will be given
an ABN (Advanced Beneficiary Notice) for these types of services/procedures before they are
provided/performed. You will be responsible for payment in full at the time of service.

4. RETURNED CHECKS will incur a $45.00 service charge.

5. RESPONSIBILITY FOR PAYMENT: | understand that I, personally am financially responsible to Bigfoot
Podiatry, PLLC for charges non covered by the assignment of insurance benefits and all non-covered
charges.

Updated 5/2022



6. AUTHORIZATION & ASSIGNMENT OF INSURANCE BENEFITS: | hereby authorize Bigfoot Podiatry, PLLC
to furnish information to insurance carriers concerning my illness and treatments and | hereby assign
to Bigfoot Podiatry, PLLC all payments otherwise payable to me for Bigfoot Podiatry, PLLC services.

7. CONSENT AND DISCLOSURES: | voluntarily consent to medical treatment for myself and/or my
dependents.

8. RELEASE OF INFORMATION: | hereby authorize and direct Bigfoot Podiatry, PLLC to release (verbally
and/or in writing) confidential medical information to any person, entity, government agencies,
insurance carriers, or others who are financially liable to Bigfoot Podiatry, PLLC for charges for medical
treatment, and for quality management, utilization review, transfer of medical care, and follow up
purposes. | understand that a copy of this document may be used with the same effectiveness as an
original.

9. SELF-PAY OPTION: Bigfoot Podiatry, PLLC will attempt to collect from all billable insurances. If services
are found to be ineligible and/or denied, then the self-pay option will be available for services to be
rendered.

SELF-PAY FEE SCHEDULE*: Services outside of the list below will be discussed with patient and/or guarantor prior to
performing services.

Services Fee

NAIL and CALLUS CARE including full lower extremity podiatric evaluation $60

Ingrown Toenail Treatment:

TEMPORARY Nail Avulsion $150
Add-on Nail $40/add-on
PERMANENT Nail Avulsion (Matrixectomy) $200
Add-on Nail $50/add on
WART Treatment (1-10 lesions) $130
INJECTIONS per injection Starting at $75
WOUND CARE EVALUATION including initial debridement and recommended $200

treatment plan

*All prices are subject to change

Updated 5/2022



10. BILLING AND COLLECTION: Bigfoot Podiatry, PLLC will submit a claim for payment to your insurance
company. In the event your insurance carrier/company denies the services provided, you will be
responsible for the payment in full. We appreciate prompt payment in full for any outstanding balance.

11. APPOINTMENT NO-SHOWS: Bigfoot Podiatry, PLLC dedicates one-on-one time with each patient to
properly access and treat. In order to provide the same level of attention for each patient, we do
require a 24-hour notice for cancellations of appointments in the Bigfoot Podiatry, PLLC Clinic
location. If you have 2 consecutive no-shows in the clinic, you will be discharged from Bigfoot Podiatry,
PLLC. You will be provided the discharge notice in writing and also asked to sign the document
acknowledging your discharge. We will provide you with a list of podiatrists in the area if requested.

| have read and understand the practice’s office and financial policies and | agree to be bound by its terms.

| also understand and agree that such terms may be amended by the practice at any time.

Signature of Patient/Guarantor, if applicable Date

Disclaimer: Bigfoot Podiatry, PLLC does not consider an individual seeking treatment to be a patient until a
preliminary assessment is completed and the individual has been notified that he/she/they has been
accepted as a patient; simply making an appointment does not automatically initiate doctor-patient
relationship.

Updated 5/2022



HIPAA ACKNOWLEDGEMENT/CONSENT FORM

| understand that | have certain rights to privacy regarding my protected health information. These rights are given to
me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). | understand that by signing this
consent | authorize you to use and disclose my protected health information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment);
e Obtaining payment from third party payers (e.g. my insurance company);
e The day-to-day healthcare operations of your practice.

| have also been informed of and given the right to review and secure a copy of your Notice of Privacy Practices, which
contains a more complete description of the uses and disclosures of my protected health information and my rights
under HIPAA. | understand that you reserve the right to change the terms of this notice from time to time and that | may
contact you at any time to obtain the most current copy of this notice.

| understand that | have the right to request restrictions on how my protected health information is used and disclosed
to carry out treatment, payment and health care operations, but that you are not required to agree to these requested
restrictions. However, if you do agree, you are then bound to comply with this restriction.

| understand that | may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior
to the date | revoke this consent is not affected.

Print Patient Name

Signature

Signature Date

Relationship to Patient (if patient unable to sign)




