BRIELOFF FOOT CENTERS
PETER N. BRIELOFF, DPM, PA.
805 E OLDTOWN ROAD,SUITE B
CUMBERLAND, MD 21502
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BLACKBURN SQUARE
RTE 3 BOX 6
KEYSER,WV 26726

WELCOME TO OUR OFFICE

PATIENT INFORMATION

NAME DATE
FIRST INITIAL LAST

BIRTHDATE / / AGE SOCIAL SECURITY# - - SEX M F

MARITAL STATUS _ M__ S D w STUDENT Y N

HEIGHT: WEIGHT: SHOE SIZE:

HOME ADDRESS

CITY STATE_____ ZIPCODE ____ HOME PHONE #
FAMILY DOCTOR PHARMACY

EMPLOYER WORK / CELL PHONE #

E-MAIL ADDRESS:

HOW DID YOU HEAR OF OUR OFFICE?

PRIMARY INSURANCE SECONDARY INSURANCE
NAME OF POLICY HOLDER POLICY HOLDER DATE OF BIRTH
HOW MAY WE CONTACT YOU? (CHECK ALL THAT APPLY) PHONE MAIL E-MAIL

PATIENT AUTHORIZATION

| authorize Peter N. Brieloff, DPM, PA to apply for benefits on my behalf for services rendered by Dr. Peter N. Brieloff. | request
payment from my insurance company to be made directly to Peter N. Brieloff, DPM, PA. | certify that the information | have
reported with regard to my insurance coverage is correct and further authorize the release of any necessary information,
including medical information for this or any related claims. | will notify you of any changes to my health status or the above
information. | permit a copy of this authorization to be used in place of the original. | understand that | am ultimately responsible
for the balance on my account for any professional services rendered. | also give permission to the Brieloff Foot Centers to
release information regarding my care to any party involved in my healthcare.

| acknowledge that | was provided a copy the Notice of Privacy Practices and that | have read (or had the opportunity to read if
| so chose) and understand the Notice.

| have also read the Patient Financial Policy and understood the Financial Policy and agree to comply with this policy.

SIGNATURE DATE

PARENT OR GUARDIAN (if patient is a minor) DATE




MEDICAL INFORMATION

Reason for your visit today

When did you first notice this problem Is this the result of an injury If so when was the injury?

Have you treated this condition? ___ Yes ___ No If so, with what

MEDICATIONS: Please list all current medications — including over the counter aspirin, vitamins & herbs:

OPERATIONS:

ALLERGIES: _ No Known Drug Allergies Otherwise please check any medication allergy you have:

__Adhesive Tape  __ Aspirin __Codeine __Demerol __lodine __IVPDye __ Latex
__Local Anesthetics __ Novocain __ Penicillin __ Sulfa __ Other

Do you smoke? __No __ Yes If yes, how much? Quit?___ When?
Do you drink alcohol? __No __ Yes If yes, how much? Socially __ Daily
WOMEN: Areyoupregnant?__ No __ Yes Are you nursing? __No __Yes

Please list any serious illnesses in your family:

PAST MEDICAL HISTORY
Please check any condition you have been treated for

Constitutional Symptoms | Respiratory Musculoskeletal Psychologic
__Fever __Asthma ___Osteoarthritis ___ Anxiety
___Headache __ Tuberculosis ___ Rheumatoid Arthritis ___Depression
___Recent weight ___Emphysema _ Gout ___Alcohol Abuse
loss/gain __ Shortness of Breath ___Back Pain __ Drug Abuse
Ear/Nose/Throat Eyes — gbtrg;n);?fsli — Sleep Problems
___Ear Infection __Glaucoma —Die0p Other Medical Problems
__Sinus Infection __Blurred/Double Vision Neurologic
___Hearing Loss Endociiae _ i\sn?lzr:irr?ess
Cardiovascular Diabetes — Mg
. — y ___Tremors
___High Blood Pressure Thyroid Problems P
. ; — Numbness/Tingling
___Angina/Chest Pain : : —
~ Gastrointestinal RSD
__Heart Attack Ul —
Heart Disease — LI Skin
— A ___Acid Reflux (GERD)
___Arrhythmia Rash
__ Gall Stones — .
Stroke . ; Jaundice
T Liver Disease — S
___High Cholesterol — ; Psaoriasis
: z ___Hemorrhoids =
___Varicose Veins .
Stomach Problems Hematologic
Pacemaker — ; :
— : 3 ___Bowel Disorders ___Anemia
Poor Circulation .
— ; ; Blood Disorders
__Blood Clots Genitourinary T HIVIAIDS
___Prolonged Bleeding __ Kidney Stones ~ Cancer
___Mitral Valve Prolapse __Kidney Disease —

___Bladder Problems




Brieloff Foot Centers

Patient Financial Policy

We are dedicated to providing the best possible care and service to you and regard your complete understanding our
financial policies as 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.

- As our patient you are responsible for all co-pays and deductibles. Co-pays are due at the time of service.

- 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 vou 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, vou will be responsible 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 and will only require you to pay the
co-pay/co-insurance/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.
Thercfore. 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 any charges denied.

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

- Past due accounts are subject to collection proceedings. All fees including, but not limited to collection fees,
attorney fees and court fees shall become your responsibility in addition to the balance due this office.

- There is a service fee of $25.00 for all returned checks. There will also be a $25 service fee for each rebilling
of a patient balance if payments have not been made. Your insurance company does not cover these fees.

- The patient or responsible party will be responsible for any additional fees associated with a claim going to a
collection agency or attorncy.



