East Gilbert Foot & Ankle
Dr. Jamie P. Coffey

NEW PATIENT INFORMATION DATE:

NAME PHONE ( )

EMAIL AGE BIRTHDATE MALE/FEMALE

(local)

SS# ADDRESS

CITY STATE ZiP

(permanent)

ADDRESS CITY/STATE ZIP

EMPLOYER OCCUPATION

WORK PHONE( ) CELL PHONE( )

FAMILY DOCTOR PHONE LAST VISIT

PHARMACY

(CROSS STREETS/PHONE NUMBER)

FAMILY INFORMATION: EMERGENCY CONTACT

NAME PHONE( )

Has any family member been treated at this clinic? YES/NO NAME

WHO MAY WE THANK FOR REFERRING YOU? (PLEASE GIVE NAME)

DOCTOR RELATIVE

FRIEND OTHER

CHIEF COMPLAINT/REASON FOR COMING TO THE CLINIC: Circle

HOW LONG HAS THIS BEEN A PROBLEM

PRIOR HOME/PROFESSIONAL TREATMENT




(PLEASE CHECK ALL THAT APPLY TO YOUR MEDICAL HISTORY

U NONE
-—ACID REFLEX ---GLAUCOMA ----MUSCLE DISEASE
--—-ANEMIA —-GOUT ----PACEMAKER
-—-ANESTHESIA DIFFICULTIES -~_HEARING DEFICIT -—-PHLEBITIS
----ARTHRITIS-type ) ---HEART ATTACK ----PNEUMONIA
-—-ARRHYTHMIA —--HEART DISEASE -—--PROSTATE DISEASE
-—~ASTHMA -—-HEART MURMUR ----PSORIASIS
--—--BLEEDING DISORDERS -—-—-HEPATITIS-type ----PVD
--—BLOOD CLOTS -—-HIATAL HERNIA ---RSD
---BOWEL DISORDERS . -—-HIGH BLOOD PRESSURE ----SHORTNESS OF BREATH
---BRONCHITIS -—-HISTORY OF ALCOHOL DEPENDANCY ~ -—-SICKLE CELL ANEMIA
---CANCER-type -—-HISTORY OF DRUG DEPENDENCY -—SINUS PROBLEM
----CHEST PAIN -—HIV/AIDS ----STOMACH PROBLEMS
----CHRONIC PAINS —--IRRITABLE BOWEL SYNDROME ---STROKE
-—-CIRCULATION DISORDERS -—-KELOID/SCAR FORMATIONS ----THYROID DISEASE
--—COLOR CHANGES OF SKIN ----KIDNEY DISEASE ----TUBERCULOSIS
—DEPRESSION ---KIDNEY STONES ——-ULCERS-type
---DIABETES-type --—-LEG PAIN/CRAMPS -~--VARICOSE VEINS
-—DIALYSIS ---LUNG DISEASE --~-VENEREAL DISEASE
---EMPHYSEMA ---MIGRAINE HEADACHES ----VISION PROBLEMS
--—EPILEPSY ----OTHER -
----FIBROMYALGIA
PREVIOUS SURGERY
(type/date):
HOSPITAL/INJURES:
SOCIAL HISTORY:

Do you use Tobacco? Y /N Do you Smoke? Y/N How much?
Did you drink? Y/N

Do you drink alcohol? Y/N

FAMILY HISTORY: Any family members with Anesthesia Difficulties? Y /N

Diabetes? Y /N

How many Years?
Estimate # of drinks per day/week/month

Years quit

Foot problems? Y/ N

VITAL STATISTICS: Height

Weight Shoe size

*Do you have any metal in your Eyes/Body?
If Yes/Type and Location

*Do you have any Stents?

Female Patients: Are you Pregnant?

If Yes/Location

*Claustrophobic?

LMP?

ALLERGIES: ___ NO KNOWN DRUG ALLERGIES
__Aspirin __Latex

__Codeine . __Local Anesthetics

__General Anesthetics ___Penicillin ‘
__lodine/Shellfish __Sulfa Drugs

__Metals:

__OTHER:

MEDICATIONS: Please list ALL prescription medications WITH DOSAGE, NON-prescription medications. vitamins/herbs. and

supplements. .NONE




EAST GILBERT
FOOT AND ANKLE

NAME DATE

PAYMENT INFORMATION:

PRIMARY INSURANCE

NAME GROUP#

POLICY HOLDER ID#

EMPLOYER SS# DOB
RELATIONSHIP TO POLICY HOLDER: SELF SPOUSE CHILD

SECONDARY INSURANCE

NAME GROUP#

POLICY HOLDER ID#

EMPLOYER SS# DOB

RELATIONSHIP TO POLICY HOLDER: SELF SPOUSE___ CHILD
Is this a work related injury? If yes, date of injury

AUTHORIZATION TO TREAT/RELEASE OF INFORMATION:

1. | hereby give my permission to Dr. Jamie Coffey to administer treatment and to perform procedures as
may be deemed necessary in the diagnosis and treatment of the extremity condition. | also herby
assign to the above named physician all benefits provided by my insurance company policy or policies
for medical or surgical care. | understand that | am financially responsible for any balance due on my
account. | also authorize the above physician to release all information required in the processing of
my claims.

2. | authorize my consent to EAST GILBERT FOOT & ANKLE specialist to call and remind me of
upcoming appointments or to make follow-up calls after treatment.

PRINT NAME

SIGNATURE DATE




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 office manager.

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

Unless others 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, cash or
checks.

There is a service fee of 35.00 for all returned checks. Your insurance company does not cover
this fee.

Your insurance policy is a contract between you and your insurance company. As a courtesy, we will file
your insurance claim for you is 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 insurers and other health plans to accept an assignment of
benefits. We will bill those plans with which we have an agreement, we will prepare and send the claim for
you on a unassigned basis. This means your insurer will send 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,
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 nay 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 that 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 fees including, but not limited to collection

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

Signature of Patient/Responsible party:

Printed name of Patient/Responsible Party:

Dr. Jamie P. Coffey/ East Gilbert Foot & Ankle Specialist



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. You have the right to obtain a paper copy of this Notice upon request.

Patient Health Information: Under Federal Law your patient health information is protected and confidential. Patient health information

includes information about your symptoms, test results, diagnosis, treatment, and related medical information. Your health information also includes payment, billing, and
insurance information.

How We Use Your Patient Health Information: We use health information about you for treatment, to obtain payment, and for healthcare operations (including administrative
purposes and evaluation of the quality of care that you receive). Under some circumstances,

we may be required to use or disclose the information even without your permission.

Examples of Treatment, Pavment, and Healthcare Operations: Treatment, We will use and disclose your health information to provide you with medical treatment of
services. For example; nurses, physicians, and other member of your treatment team will record information in your record and use it to determine the most appropriate course of
care. We may also disclose the information to other healthcare providers who are participating in your treatment, to pharmacists who are filling your prescriptions, and to family
members who are helping with your care. Payment, We will use and disclose your health information for payment purposes. For example, we may need to obtain authorization
form your insurance company before providing certain types of treatment. We will submit bills and maintain records of payments from your health plan. Healthcare Operations,
we will use and disclose your health information to conduct our standard internal operations, including proper administration of records, evaluation of the quality of treatment,
and to assess the care and outcomes of your case and others like it.

Special Uses: We may use your information to contact you with appointment reminders. We may also contact you to provide information about y our treatment alternatives or
other health related benefits and services that may be of interest to you.

Other Uses and Disclosures: We may use or disclose identifiable health information about you for other reasons, even without your consent. Subject to certain requirements, We
are permitted to give out health information without your permission for the following purposes; Required by Law, We may be required by law to report gunshot wounds,
suspected abuse or neglect or similar injuries and events. Research, We may use or disclose information for approved medical research.

Public Heath Activities: As required by law, we may disclose vital statistics, diseases, information related to recalls of dangerous products, and similar information to public
health authorities.

Health Oversight: We may be required to disclose information to assist in investigations and audits, eligibility for government programs,

and similar activities.

Judicial and Administrative proceedings: We may disclose information in response tc an appropriate subpoena or court order.

Law enforcement purposes: Subject to certain restrictions, we may disclose information required by law enforcement officials.

Deaths: We may report information regarding deaths to coroners, medical examiners, funeral directors, and organ donation agencies.

Serious threat to health or safety: We may use and disclose information when necessary to prevent a serious threat to your health and safety or the health and safety of the
public or another person.

Military and Special Government Functions: If you are a member of the armed forces, we may release information as required by military command authorities. We may also
disclose information to correctional institutions or for national security purposes.

Worker's Compensation: We may release information about you for workers compensation or similar programs providing benefits for work related injuries or illness.

In any other situation, we will ask for your written authorization before using or disclosing any identifiable health information about you. If you choose to sign an
authorization to disclose information, you can later revoke that authorization to stop any future uses and disclosures.

Individual Rights: You have the following rights with regard to our health information. Piease contact the person listed below to obtain the appropriate form for exercising these
rights.

Request Restrictions: You may request restrictions on certain uses and disclosures of you healih information. We are not required to agree to such restrictions, but if we do
agree, we must abide by those restrictions.

Confidential Communications: You may ask us to communicate with you confidentially by, for example, sending notices to a special address or not using postcards to remind
you of appointments. '

Inspect and Gbtain Copies: In most cases, you have the right to look at or obtain a copy of your healthcare information. There may be a small charge for the copies.

Amend Information: If you believe that information in your record is incorrect, or if important information is missing, you have the right to request that we correct the existing
information or add the missing information.

Accounting of Disclosure: You may request a list of instances where we have disclosed health information about you for reasons other than treatment, payment or healthcare
operations.

Qur Legal Duty: We are required by law to protect and maintain the privacy cf your health information, to provide this Notice about our legal duties and privacy practices
regarding protected health information, and to abide by the terms of the Notice currently in effect.

Changes in Privacy Practices: We may change our policies at any time. Before we make a significant change in our policies, we will change ou Notice and post the new Notice
in the waiting area and each exam room. You can also request a copy of our Notice at any time. For more information about our privacy practices, contact the person listed below.

Complaints: If you are concerned that we have violated your privacy rights, or if you disagree with a decision we made about your records, you may contact the person listed
below. You also may send a written complaint to the U.S. Department of Health and Human Services. The person listed below will provide you with the appropriate address upon
request. You will not be penalized in any way for filing a complaint.

Contact Person: If you have any questions, requests, or complaints, please contact;

hereby acknowledge receipt of the Notice of Privacy Practices given to me.

Signature: Date:

If not signed, reason why acknowledgment was not obtained:

Staff Witness seeking acknowledgment: ‘ ; Date:
Privacy Officer: 480-892-3180
2550 E. Guadalupe Rd. #106 Effective Date: August 1 2016

Gilbert, AZ. 85234



East Gilbert Foot & Ankle
Dr. Jamie P. Coffey

AUTHORIZATION TO RELEASE PRIVATE HEALTH INFORMATION (PHI)

Patient_
Name__ . . s L DOB

1) Please check one only:
O I only want my medical information released to myself.

O | give East Gilbert Foot & Ankle Specialist and staff authority to release medical
information regarding my care. This authority will be in effect for one year.

NAME RELATIONSHIP

Please initial below:
Yes, | give my permission to leave message results, appointments, etc. at the

following phone numbers

No, do not leave messages regarding my results, appointments etc.

Patient signature Date

Witness

ABOVE INFORMATION REMAINS UNCHANGED
Signed by: Date: Witness:
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