Practice: Today’s Date:

Name: DOB: Chart Number:

Sex: fIMEIF  Marital Status: {3 Single [T Married [ Widowed [ Divorced SS&:

E«mail: Spouse/Partner Name:

E-mail newsletters, reminders, statements, etc. Emergency Name: Phone: i
Address: City: State: Zip:

Home #: Cell #: Other #:

Empiloyer: Phone:

Employer Address: City: State: Zip:

Primary Insurance: Are you the insured? [lYes ONo
Insured information

Subscriber Name: Relationship to insured: E3Spouse 3 Chiid £3Self 3 other

Phone #: Sex: CIMate DFermale DOB: 1/

Address:

Policy 1D: Group 1D: Employer:
Secondary Insurance: Are you the insured? [JYes OINo
insured information

Subscriber Name: Refationship to insured: [3Spouse [J Child [ISelf {1 Other

Phone # Sex: [IMale [IFermale DOB: __ 7/ /

Address:

Policy 1D: Group 1D Employer:

Internet

Senior Blue Book

Referral
What is the reason for your visit today? Friend

Result of accident or work injury? [IYes [JNo

How long has this bothered you? [T P TST4TST8[ ] Dydays [ 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: Oburning Cleonstant Cldull Csharp COshooting Dlthrobbing Dtingling Other-

R —— === =
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 o the information fisced above.

Patient Signature: Date:

Rev 1/21/2015







Practice: Today's Date:

Mame: Chart#d @~~~ Dateofbirth:

Ethnicity: [DHispanic or Latine  [INot Hispanic or Latino [MDeciined to specify

Race: ClAsian [TlAmerican Indian or Alaska Native [OBlack or African American
DMwihite [CINative Hawaiian or other Pacific Islander [1Declined to specify

Preferred Language: CIDeclined 1o specify

Pharmacy Name: Pharmacy Phone:

Pharmacy Address: City, State, Zip:

Primary Care Physician: Phone: Date Last Seen: .

Address:

Referring Physician: Phone: Date Last Seen: _

Address:

Privacy information Preferences

If yes, please provide your e-mail address:

Do you want to be exempt from public reporting? [IYes [INo Can we send mail to the address on file? [BYes [INe
Can we call the phone numnber on file? [CIYes CINo Can we leave voicemail or machine?  [lYes [INo
Wiil you allow us to send internet based (e-mail) delivery of reminders and newslerters’ [Ives [No

Who can we leave messages with? [Owife (Husband [Daughter [JSon [TJOther:

Name{s):
LA R
Smoking Status Vital Signs
CXurrent Every Day [Bmoker, Current Status Unknown Biood Pressure: !
[Current Some Day [JHeavy Tobacco ERinknown if Ever Height Weight:
CFormer [Never [light Tobacco [ decline to answer T
Current Medications Allergies
[INo Known Medicationsfl] | take the following medications: Bl No Known Allergies  [J]No Known ®rug Allergies
Name / Dose: Name: Reaction:
Name / Dose: Name: Reaction:
Name / Dose: Name- Reaction: __
Name / Dose: § | Name: Reaction:
Name / Dose: Name: Reaction:
Name / Dose: Name: Reaction:
Name / Dose: Name: Reaction:
Name / Dose: Name: Reaction
Lise the hack of this form if more room is needed I -
Last Flu Shot Date: Did you get a pneumaococcal vaccination! [JYes LINo

Have you fallen in the last 12 months? [lves CNo Were you injured from the fali? [Jves [JNo
Advanced Directives: [JLliving Will [JDNR [JDurable Power of Attorney [ISurrogate Appointed [JNone

S 55 . A RN 2o

PLEASE READ AND SIGN: The information on iy intake form(s) i correct 1o the best of my knowledge. | understand that throughout m,v:»:mwm: !anm responsible
for notitving the physiomn sna/on medical stafl of any and ol upd o the infor listed above.  {Assigement of Bewsfits): | authorize payment of medical benelits (o the
practice named shove. Felecte of informotion). | authornze the release of any medical informaton necessary 1o process this caim.  (HIPAR Srvacys | acknowlodge that |
recoived my HMIPAA Praacy Practces Notics.  {Medication History): | authorize the Doctor's office to retrieve my medication history.

Patient Signature:

Date:




History and Physical i Pasg f-Ol Chart Number: l

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

O Liver [ Sleep apnea [] Gout [ Allergies {7} Heart disease (] Asthma ‘

] Heart murmur [ Stomach/bowel ] Depression ] Anxiety disorder [J Mental iliness (] Kidney disease

{_] Biood clot {73 High cholesterol 71 High blood pressure ] Cancer {7} Mepatitis

] Neuropathy {specify) ] Thyroid disease {(specify) [T Diabetes {type |, type 2)

[ Arthritis (specify) [ other (specify) v cva

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

Surgical History ([ JNone [JAppendectomy [[] C-Section[_JAngiopiasty(Bypass (] Cataracts [T Cholecystectomy
Have you ever had any surgical procedures on foot/ankle or anywhere eise on your body? [ Yes [ No

¥ yes, please describe:
Do you have any artificial joints? [ Yes {(where? )] No Do you have an artificial heart valve! [J]Yes

o i;o

Social History
Do you smoke? [IYes[[INo If yes how many packs per day? 31 L1203 L4005 For how long?

Do you drink alcohol?  [JYes, everyday (5-7 daysiweek) [C] Yes, occasionally/sociaily CJNo/Rarely
Substance abuse: [IYes. 1 have a current substance abuse problem. Please specify:

s, | had a past substance abuse problem, Please specify:

Mo, | have never had a substance abuse problem ’ 4
What is your occupation? Does it involve mostly [} standing or [lsitting
Do you exercise regularty! [ No, | do not exercise reguiarly [ Yes, | do the following regular exercise:

Theabove kﬁommsmmmmebmdwmimm&mmmuﬁmmy reatment, | am responsible for
notifying the physician and/or medical staff of any and all updates to the information listed above.

Pacient Sigmature:

Rev 172172015

Oare:

Family History s there any family history (blood relotive) of. (Please indicate farnily member)
[ Atzheimer's [ Depression
[ Arthritis (] Diabetes -
{71 Bleeding disorders ] Emphysema
7 Blood clot ] Heart disease
O Cancer D High Blood Pressure
{1 Cataracts [ Neurological
{1 Circulation problems ‘ [ Swokes
(3 Odher (specify):
RS
Review of Systerns (Please check the box if you currently have ony of these symptoms or check “NONE”) ‘
Cardiovascular pain when walking i leg swelling cold handsifeet
inti ve problems |_INONE
Gentourinary in urine increased urgency
reased frequency i cidney stones  [_INONE
Gastrointestinal | jabdominal pain {_Jheartburn {_iblood in stool | jvomiting julcers {_jconstipation
rhea [“Jrrouble swallowing decrease appetite increase appeti NONE
Integumentary foot [ Jnail abnormalities | Jkeloids [ Jitchiness Sdry scaly skin_ [ INONE
Hematologic leg uicers [Tsickle cell diseasel_Janemia_[ Iblood thinners [ Jclotting disorder{_JNONE
Neurologica! ingling L_iweakness [Cseizures CInumbness [ Iheadaches
Cleremors : CINONE
Musculoskeletal [ Jback pain  |_Jjoint swelling E;msde weakness [Cmuscle pain [Clneck pain
fatica CJjoint stifiness  [Tjoint pain int instability  [“Jarthritis [CINONE
Respiratory Lchest pain Uwheezing OPD {Tlcoughing snoring
[Clshortmess of breath [ Jemphysema NONE ’
T R Y 5 S PR P
PLEASE READ AND SIGN



David N. Gavin L
15620 McGregor Blvd., Suite 125
Fort Myers, FL 33908
Office: 239-887-4621 Fax: 239-887-4623

David N Gavin, DPM, FACFAS
Board Certified, American Board of Podiatric Surgery
Fellow American College of Foot and Ankle Surgery

Patient Name:

Date of Birth:

HIPPA
Health Insurance Portability Accountability Act

NOTICE OF PRIVACY PRACTICES PATIENT ACKNOWLEDGEMENT

[ understand that under the Health Insurance Portability Accountability Act of 1998, 1 have certain
rights to privacy in regards to my protected health information (PHI). 1 have been offered a copy,
and or read the contents provided in the office, and understand the Notice of Privacy Practice.

David N. Gavin, DPM, FACFAS reserves the right to change the terms of it's Notice of Privacy
Practice. 1 understand the Practice will provide a current Notice of Privacy upon request.

Patient's Signature/Guardian Date



A. Notifier:
B. Patient Name: C. Identification Number:

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: if Medicare doesn’t pay for D. below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have

e

good reason to think you need We expect Memcare may not pay for the D. below.

¢ Routine Foot Care
» Orthotics

e Medical Supplies
¢ RX Prescriptions

WHAT YOU NEED TO DO NOW:
» Read this notice, so you can make an informed decision about yourcare.
s Ask us any questions that you may have after you finish reading.
s Choose an option below about whether to receive the D. listed above.

Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have but Medlcare cannot requrre us to do tms

O OPTiON 1 | want the D. ltsteé above You may ask to be paid now, but |

also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn't pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays ordeductibles.

[J OPTION 2. lwantthe D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is notbilled.
(] OPTION 3. | don't want the D. listed above. | understand with this choice |

am not responsible for payment, and | cannot appeal to see if Medicare would pay.
H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on

this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).

Signing below means that you have received and understand this notice. You also receive a copy.
1. Signature: J. Date:

2

CMS does not discriminate in its programs and activities. To request this publication in an

alternative format, please call: 1-800-MEDICARE or email: AltFormatReguest@cms.hhs.gov.

According to the Paperwork Reduction Act of 1995, no persons are required to respond 1o a collection of information unless it displays a valid OMB control number
The valid OMB control number for this information coliection 1s 0938-0566. The time required to complete this information colfection is estimated to average 7 minutes
per response. mcluding the ime (o review instructions, search existing data resources, gather the data needed, and complete and review the information collection. {f
you have comments conceming the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard. Atin PRA
Reports Clearance Officer, Baltimore, Maniandz 1244-1850

Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566



15620 McGregor Blvd,, Suite 125
Fort Myers, FL 33908

The staff is fully committed to providing you with the best service and medical care while under our care. We understand that
insurance billing and patient responsibility can sometimes be challenging to understand. To ensure you fully understand and comply
with our payment policy we require all patients review and sign this contract prior to seeing the doctor for the initial visit. Please read

carefully and initial each line.

Insurance
A. We participate with may insurance plans. Your plan’s benefits is a contract between you and your
Insurance company; we are not a partv to the details of the contract. Knowing the details is your responsibility.
Please contact your insurer as soon as possible with any questions you may have regarding your coverage to receive its
maximum benefit. Be Aware that not all services are covered by all insurance plans and coverage varies from state to
state. Services not covered are vour financial responsibility.
B If your plan is NOT one in which we participate “in-network”, you may want to seek an “in-network™ provider. If you
choose to see Dr. Gavin a “self-pav” payment is due in full the day of your appointment, prior to leaving the office. We
give al 5% discount to self-pay patients.
C. Insurance co-payments are collected at time of service. Co-insurance and deductibles are due with-in two weeks of
receiving a statement in the mail from our office. It is important to note that after the claim is submitted the insurance
company sends the provider a remittance of payment; this is where the amount to bill patient is located. If we find the
patient has an over payment after the claim has been fully processed a refund will be issued, Once a claim is submitted the
insurance company sends the patient an EOB (Explanation of Benefits) please refer to this with any guestion or call the
insurance company with any billing questions,
D We will submit your insurance claim in a timely manner and assist you in any reasonable way that we can, to help get
your claim paid. Your insurance company may not approve all services charged and may require more information. We
will submit claim a second time; however it is your financial responsibility to pay what vour insurer does not cover.
E Depending on your medical plan, some medical services may require pre-authorization, either directly through a specific
referral from your Primary Care Physician. It is your responsibility to request and obtain the appropriate authorization.
from you PPC or insurer. You will be responsible for payment of services that are not authorized in advance

F When an account has a balance that is owed by the patient, we will mail up to two monthly statements. During that
time you must make every effort to pay. If this is difficult, call the office to discuss a payment arrangement.

When an account is more than 90 days past due, and no payment arrangement has been initiated, a final letter will
be sent stating that, in 30 days, your account will be sent to our collection agency. Take note: that as per cur
business policy, we are unable te do continued business with a patient who is currently past due.

The undersxgned hereby obhgate him/her to pay the pattent account batance as mention above for the medical services
rendered L : S : 3 3 :

Patient’s Signature

Print Patient’s Name

Date



