11000 N. Scottsdale RD.,
Aa Phoenician

VB FOOT & ANKLE SPECIALISTS Scottsdale, AZ 85254

ph: 480-253-9996
fx: 844-733-9353

Dr. Nima Sana, DPM, MPH, MHA

New Patient History Form (PLEASE PRINT)

Date:___ /_ /

PATIENT NAME: ___DATE OF BIRTH: /__/___ AGE:_ SEX:M F
LAST FIRST MI

HOME ADDRESS: CITY/STATE: Z1p:

SS# MAY WE LEAVE A MESSAGE?

HOME PHONE #: ( ) - YES No

ALTERNATE PHONE #: ( ) - YES No

E-MAIL: YES No

PRIMARY LANGUAGE:

DO YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES NO

IF YES, NAME: RELATIONSHIP: PHONE #: ( ) -
EMERGENCY CONTACT: RELATIONSHIP: PHONE #: ( ) -
PRIMARY CARE DOCTOR: WHO REFERRED YOU TO US?

PHARMACY: LOCATION: PHONE #: ( ) -

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR MEDICAL INFORMATION?
YES NAME(S)

No
WHO IS RESPONSIBLE FOR PAYMENT? RELATIONSHIP TO PATIENT?
ADDRESS: CITY/STATE: Z1p: PHONE #: ( ) -
INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE: Z1p: PHONE #: ( ) -
INSURED NAME: DATE OF BIRTH EMPLOYER
CONTRACT # GRouP #

SECONDARY INSURANCE COMPANY NAME:

ADDRESS: CITY/STATE: Z1p: PHONE #: ( ) -

INSURED NAME: DATE OF BIRTH EMPLOYER

CONTRACT # GROUP #




PATIENT NAME:
DATE OF BIRTH: / /

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS
AND HERBAL SUPPLEMENTS):
NAME Dosk How OFIEN DO YOU TAKE?

PLEASE LIST ALL PRIOR SURGERIES:
TYPE OF SURGERY DATE TYPE OF SURGERY DATE

PLEASE LIST ALL PRIOR HOSPITALIZATIONS (O'I'HI:]R THAN IFOR SURGERY]:
REASON FOR HOSPITALIZATION DATE REASON FOR HOSPITALIZATION DATE

SOCIAL HISTORY
MARITAL STATUS: [ ] SINGLE [ JMARRIED [ JPARTNERED [ JSEPARATED [ ]DIVORCED [ JWIDOWED

USEOF ALCOHOL: [ ] NEVER [ ] NOLONGERUSE [ |HISTORY OF ALCOHOL ABUSE

[ ] CURRENT UsE - TYPE [[JRARE []0ccasioNaL [ JMobpeEraTE [ ]DAILY
Use oF ToBACCO: [] NEVER [] QUIT - HOW LONG AGO? (] SMOKE____PACKS/DAY FOR____YEARS
USE OF RECREATIONAL DRUGS: [ ] NEVER [ ] QUIT - HOW LONG AGO? TYPE

[] CURRENT USE - TYPE [ JRARE [ ]JOCCASIONAL [ JMODERATE [ |DAILY
EMPLOYER: OCCUPATION:
HOW MUCH ARE YOU ON YOURFEET ATWORK? []10% [J25% [J50% [75% []100%
DO OTHERS DEPEND UPON YOU FOR THEIR CARE? [ CHILDREN-AGL(S) [(JPET(S)-WHAT KIND?

[ JELDERLY OR DISABLED FAMILY MEMBER [ |OTHER

EXERCISE: [ ] NEVER [ JRARE [ ]O0cCCASIONAL [ JWEEKLY [ ]SEVERALTIMESAWEEK [ |DAILY

TYPES OF EXERCISE:

FAMILY HISTORY
DO YOU HAVE A FAMILY HISTORY OF; [ ] DIABETES [ JCANCER [ JHEART DISEASE [ JHI1GH BLOOD PRESSURE
[]STROKE [ ] CORONARY ARTERY DISEASE [] THYROID DISEASE [ ] RHEUMATOID ARTHRITIS
[ JOTHER

Your MEDICAL HISTORY
ALLERGIES: [ ] NONE KNOWN [ ] MEDICATIONS




PATIENT NAME:

DATE OF BIRTH: / /

[ ] ANESTHESIA

[1Tape [] LATEX []JSHELLFISH [ ] IopINE [ JOTHER

HAVE YOU EVER HAD ANY OF THE FOLLOWING?

[] Foobs

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
ASTIIMA Y|N HEART DISEASE/FAILURL Y| N PoLIO Y| N
BACK TROUBLLE Y|N HEPATITIS Y|N RIICUMATIC FEVER Y| N
BLADDER INFECTIONS Y|N HIV+/AIDS Y|N SICKLE CELL DISEASE Y [N
ABNORMAL BLEEDING Y|N HIGII BLOOD PRESSURE Y|N SKIN DISORDER Y| N
BLOOD CLOTS Y|N KIDNEY DISEASE Y|N SLEEP APNEA Y| N
BL.OOD TRANSFUSION Y|N LIVER DISEASE Y|N STOMACIT ULCERS Y| N
BRONCINTIS/EMPIIYSEMA | Y | N Low BLOOD PRESSURL Y|N STROKE Y| N
CANCER Y|N MIGRAINE HEADACIIES Y|N TIIYROID DISECASE Y | N
DIABETES Y|N MITRAL VALVE PROLAPSE Y|N TUBERCULOSIS Y| N
OTHER CONDITIONS:

CURRENT PROBLEM

WHAT SPECIFIC PROBLEM BRINGS YOU TO QUR OFFICE TODAY?

WHERE IS THE PAIN/PROBLI:IM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

LErFT FOOT

RIGHT FOOT

A1 @ z/\ My
| \ | |

} \ f

| ,f
'\lﬁ /} 'f

\ |
-/ \_J

| ’ l'u |||

_
\

TororFoor BorTom or Foor Borrom or Foor Toror Foor
INSIDE OF FOOT OUTSIDE OF FOOT OUTSIDE OF FoOT INSIDE OF FOOT
HOW LONG AGO DID THIS PROBLEM FIRST START? DAYS/WEEKS/MONTHS /YEARS
DID YOUR PAIN OR PROBLEM: [_| BEGIN ALL OF ASUDDEN  [_] GRADUALLY DEVELOP OVER TIME
HOwW WOULD YOU DESCRIBEYOUR PAIN? [_JNOPAIN  [] SHARP [ |DULL [JACHING [] BURNING



PATIENT NAME:
DATE OF BIRTH: / /

[JRADIATING [JITCHING [ ] STABBING [ JOTHER

HOwW WOULD YOU RATE YOUR PAIN ON A SCALE FROM O TO 107 (PLEASE CIRCLE)
(vopav) 0 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?[ JWALKING  [] STANDING [ ] DAILY ACTIVITIES
[ JRESTING [ JDRESSSHOES [ JHIGHHEELS [ JFLATSHOES [ JANYCLOSED TOE SHOE
[ JRUNNIN [ JOTHER

WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?

HOW [AS THIS PROBLEM AFFECTED YOUR LIFESTYLE OR ABILITY TO WORK?

WAS THIS PROBLEM CAUSED BY AN INJURY? []YES (DESCRIBE) [INo

IF YES, WAS IT A WORK-RELATED INJURY? [ ]YES [ ]NO

TO THE BEST OF MY KNOWLEDGE, [ HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. I UNDERSTAND
THAT PROVIDING INCORRECT INFORMA'TION CAN BE DANGEROUS TO MY HEALTH. [ UNDERSTAND THAT I'T ISMY
RESPONSIBILITY TO INFORM TIIE DOCTOR AND OFFICL STAFF OF ANY CHANGLS IN MY MEDICAL STATUS,

PRINT NAME OF PATIENT, PARENT OR GUARDIAN SIGNATURE OF DOCTOR
IF OTHER THAN PATIENT, RELATIONSHIP TQ PATIENT DATE
SIGNATURE

DATE



Aa I)NOCTICIAN

FOOT & ANKLE SPECIALISTS

www.phxfootankle.com

11000 N. Scottsdale Rd.,#270
Scottsdale, AZ. 85254
Work:(480) 2539996

Fax: (844) 7339353

Patient Financial Policy (PLEASE PRINT)

Thank you for cheosing Phoenician Foot & Ankle Specialists as your foot care provider. We are
committed to providing you with quality and affordable health carc. Please read the following office
payment policy and feel free to ask us any guestions that you may have. Once you accept this policy,
kindly sign in the space provided. A copy will be provided to you upon request.

1. Insurance. We participate in most insurance plans, including Medicare. If you are not insured by a plan we
participate with, payment in full is expected at each visit. If you are insured by a plan we participate with
but do not have an up to date insurance card, payment in full for each visit is required until we can verify
your coverage. Please understand it is your full responsibility to know and understand the details of your
insurance policy including, but not limited te, in versus out of network, copays, deductibles, co
insurance and noncovered services. Coverage and benefits you are quoted are done in good faith from what
we believe to be true, but is in no way a guarantee of payment or coverage. Please contact your insurance
company with any questions you may have regarding your coverage.

2. Co-payments and Deductibles. All co-payments and deductibles must be paid at the time of service. This
arrangement is part of your contract with your insurance company. Failure on cur part to collect co
payments and deductibles from patients can be considered fraud. Please help us in upholding the law

by paying your co-payment at each visit. Initial Here

3. Non-covered Services. Please he aware that some and perhaps all of the services you receive may be
uncovered or not considered reasonable or necessary by Medicare or other insurers. You must pay for these
setvices in full at the time of visit if we know it is non covered. Sometimes we will not know until your
insurance claim has gone through, for these you will be billed.

4. Proof of Insurance. All patients must complete our patient information form before seeing the doctor. We
must obtain a copy of your driver's license and current valid insurance to provide proof of insurance. If you
fail to provide us with the correct insurance information in a timely manner, you may be responsible for the
balance of a claim. If required, obtaining the proper referral from your Primary Care Physician is your
responsibility. Patients presenting to our office without a valid referral will be asked to pay in full. This
payment will be held for 48 hours and will become non refundable if the proper referral is not obtained hy
then.

5. Claims Submission. We will submit your claims and assist you in any way we reasonably can to help get
your claims paid. Your insurance company may need you to supply certain information directly. [t is your
responsibility to comply with their request. Please be aware that the balance of your claim is your
responsibility whether or not your insurance company pays your claim. Your insurance benefit is a
contract between you and your insurance company.



6. Coverage Changes. If your insurance changes, please notify us before your next visit so we can make the
appropriate changes to help you receive your maximum henefits.

7. Non-payment. [nvoices are sent out every 30 days. Your prompt payment will assist us in keeping the cost
of healthcare down. If your account is over 60 days past due, you will receive a letter requesting
immediate payment. A $10.00 rebilling fee will he charged for each additional invoice sent out after 30
days. Partial payments will not be accepted unless otherwise approved by our Billing Department. Please be
aware that if a balance remains unpaid, we will refer your account to collections with collection fees

incurred by Phoenician Foot & Ankle Specialists. Initial Here __

8. Missed Appointments. Our policy is to charge $50.00 for missed appointments not canceled within 48
hours or for an understandable reason. These charges will be your responsibility and billed directly to you.
Flease help us to serve you better by keeping your regularly scheduled appointment.

Initial Here _

9, Forms and Documents. It is our policy to charge $35.00 for completion of all forms, such as disability
applications, handicapped parking forms, school and work forms, etc.

Initial Here .

Thank you for understanding our payment policy. Please let us know if you have any questions or
CONCerns.

T have read and understand the payment policy and agree to abide by its guidelines:
v

Signature of patient or responsible party Date
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Phoen1c1an

AMT & ANKLE SPECIALISTS

www.phxfootankle.com
11000 N. Scottsdale Rd., #270
Scottsdale, AZ 85254
Work: (480) 253-9996
Fax: (844)733-9353

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THAT INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY:

This Practice is committed to maintaining the privacy of your protected health information ("PHI"), which includes
information about your health condition and the care and treatment you receive from the Practice. The creation of a
record detailing the care and services you receive helps this office to provide you with quality health care. This Notice
details how your PHI may be used and disclosed to third parties. This Notice also details your rights regarding your PHI.
The privacy of PHI in patient files will be protected when the files are taken to and from the Practice by placing the files
in a box or brief case and kept within the custody of a doctor or employee of the Practice authorized to remove the files
from the Practice’s office. It may be necessary to take patient files to a facility where a patient is confined or to a patient’s
home where the patient is to be examined or treated.

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION:

1. The Practice may use and/or disclose your PHI provided that it first obtains a valid Authorization signed by
you. The Authorization will allow the Practice to use and/or disclose your PHI for the purposes of:

(a) Treatment - In order to provide you with the health care you require, the Practice will provide your PHI to those
health care professionals, whether on the Practice's staff or not, directly involved in your care so that they may
understand your health condition and needs. For example, a physician treating you for a condition or disease may need
to know the results of your latest physician examination by this office.

(b) Payment - In order to get paid for services provided to you, the Practice will provide your PHI, directly or through a
billing service, to appropriate third party payors, pursuant to their billing and payment requirements. For example, the
Practice may need to provide the Medicare program with information about health care services that you received
from the Practice so that the Practice can be properly reimbursed. The Practice may also need to tell your insurance
plan about treatment you are going to receive so that it can determine whether or not it will cover the treatment expense.

(c) Health Care Operations - In order for the Practice to operate in accordance with applicable law and insurance
requirements and in order for the Practice to continue to provide quality and efficient care, it may be necessary for the
Practice to compile, use and/or disclose your PHI. For example, the Practice may use your PHI in order to evaluate the
performance of the Practice's personnel in providing care to you.


http://www.phxfootankle.com/

NO AUTHORIZATION REQUIRED:

1. The Practice may use and/or disclose your PHI, without a written Authorization from you, in the following instances:

(a) De-identified Information - Information that does not identify you and, even without your name, cannot be used to identify you.

(b) Business Associate - To a business associate if the Practice obtains satisfactory written assurance, in accordance with
applicable law, that the business associate will appropriately safeguard your PHI. A business associate is an entity that assists the
Practice in undertaking some essential function, such as a billing company that assists the office in submitting claims for payment to
insurance companies or other payers.

(c) Personal Representative - To a person who, under applicable law, has the authority to represent you in making decisions related
to your health care.

(i) Emergency Situations - for the purpose of obtaining or rendering emergency treatment to you provided that the
Practice attempts to obtain your Authorization as soon as possible; or to a public or private entity authorized by law or by its charter
to assist in disaster relief efforts, for the purpose of coordinating your care with such entities in an emergency situation.

(d) Communication Barriers - If, due to substantial communication barriers or inability to communicate, the Practice has been unable
to obtain your Authorization and the Practice determines, in the exercise of its professional judgment, that your Authorization
to receive treatment is clearly inferred from the circumstances.

(e) Public Health Activities - Such activities include, for example, information collected by a public health authority, as
authorized by law, to prevent or control disease.

(f) Abuse, Neglect or Domestic Violence - To a government authority if the Practice is required by law to make such disclosure. If the
Practice is authorized by law to make such a disclosure, it will do so if it believes that the disclosure is necessary to prevent serious harm.

(g) Health Oversight Activities - Such activities, which must be required by law, involve government agencies and may include, for
example, criminal investigations, disciplinary actions, or general oversight activities relating to the community's health care system.

(h) Judicial and Administrative Proceeding - For example, the Practice may be required to disclose your PHI in response to a court
order or a lawfully issued subpoena.

(i) Law Enforcement Purposes - In certain instances, your PHI may have to be disclosed to a law enforcement official. For
example, your PHI may be the subject of a grand jury subpoena. Or, the Practice may disclose your PHI if the Practice believes that your
death was the result of criminal conduct.

(j) Coroner or Medical Examiner - The Practice may disclose your PHI to a coroner or medical examiner for the purpose of
identifying you or determining your cause of death.

(k) Organ, Eye or Tissue Donation - If you are an organ donor, the Practice may disclose your PHI to the entity to whom you have
agreed to donate your organs.

() Research - If the Practice is involved in research activities, your PHI may be used, but such use is subject to numerous
governmental requirements intended to protect the privacy of your PHI.

(m) Avert a Threat to Health or Safety - The Practice may disclose your PHI if it believes that such disclosure is necessary to
prevent or lessen a serious and imminent threat to the health or safety of a person or the public and the disclosure is to an
individual who is reasonably able to prevent or lessen the threat.

(n) Specialized Government Functions - This refers to disclosures of PHI that relate primarily to military and veteran activity.

(0) Workers' Compensation - If you are involved in a Workers' Compensation claim, the Practice may be required to disclose your
PHI to an individual or entity that is part of the Workers' Compensation system.

(p) National Security and Intelligence Activities - The Practice may disclose your PHI in order to provide authorized governmental
officials with necessary intelligence information for national security activities and purposes authorized by law.

(q) Military and Veterans - If you are a member of the armed forces, the Practice may disclose your PHI as required by the military
command authorities.



APPOINTMENT REMINDER:

The Practice may, from time to time, contact you to provide appointment reminders or information about
treatment alternatives or other health-related benefits and services that may be of interest to you. The following
appointment reminders are used by the Practice: a) telephoning your home and leaving a message on your
answering machine or with the individual answering the phone.

DIRECTORY/SIGN-IN LOG:

The Practice maintains a directory of and sign-in log for individuals seeking care and treatment in the office.
Directory and sign-in log are located in a position where staff can readily see who is seeking care in the office, as well
as the individual's location within the Practice's office suite. This information may be seen by, and is accessible to,
others who are seeking care or services in the Practice's offices.

FAMILY/FRIENDS:

The Practice may disclose to your family member, other relative, a close personal friend, or any other person
identified by you, your PHI directly relevant to such person's involvement with your care or the payment for your care.
The Practice may also use or disclose your PHI to notify or assist in the notification (including identifying or locating) a
family member, a personal representative, or another person responsible for your care, of your location, general
condition or death. However, in both cases, the following conditions will apply:

(a) If you are present at or prior to the use or disclosure of your PHI, the Practice may use or disclose your PHI if you agree, or if
the Practice can reasonably infer from the circumstances, based on the exercise of its professional judgment, that you do not
object to the use or disclosure.

(b) If you are not present, the Practice will, in the exercise of professional judgment, determine whether the use or disclosure is
in your best interests and, if so, disclose only the PHI that is directly relevant to the person's involvement with your care.

AUTHORIZATION:

Uses and/or disclosures, other than those described above, will be made only with your written
Authorization. YOUR RIGHTS:

1. You have the right to:

(a) Revoke any Authorization, in writing, at any time. To request a revocation, you must submit a written request to the
Practice's Privacy Officer.

(b) Request restrictions on certain use and/or disclosure of your PHI as provided by law. However, the Practice is not
obligated to agree to any requested restrictions. To request restrictions, you must submit a written request to the
Practice's Privacy Officer. In your written request, you must inform the Practice of what information you want to limit,
whether you want to limit the Practice's use or disclosure, or both, and to whom you want the limits to apply. If the
Practice agrees to your request, the Practice will comply with your request unless the information is needed in order to
provide you with emergency treatment.

(c) Receive confidential communications or PHI by alternative means or at alternative locations. You must make your
request in writing to the Practice's Privacy Officer. The Practice will accommodate all reasonable requests.

(d) Inspect and copy your PHI as provided by law. To inspect and copy your PHI, you must submit a written request to
the Practice's Privacy Officer. The Practice can charge you a fee for the cost of copying, mailing or other supplies
associated with your request. In certain situations that are defined by law, the Practice may deny your request, but you will
have the right to have the denial reviewed as set forth more fully in the written denial notice.

(e) Amend your PHI as provided by law. To request an amendment, you must submit a written request to the Practice's
Privacy Officer. You must provide a reason that supports your request. The Practice may deny your request if it is not in
writing, if you do not provide a reason in support of your request, if the information to be amended was not created by
the Practice (unless the



individual or entity that created the information is no longer available), if the information is not part of your PHI
maintained by the Practice, if the information is not part of the information you would be permitted to inspect
and copy, and/or if the information is accurate and complete. If you disagree with the Practice's denial, you will
have the right to submit a written statement of disagreement.

{f) Receive an accounting of disclosures of your PHI as provided by law. To request an accounting, you must submit a
wrillen requesl Lo the Practice’s Privacy Officer. The requesl musl slate a time period which may not be longer than
six [6) years. The request should indicate in what form you want the list {such as a paper or clectronic copy). The first
list you request within a twelve month period will be free, but the Practice may charge you for the cost of providing
additional lists. The Practice will notify you of the costs involved and you can decide to withdraw or modify your request

before any costs are incurred.

{g) Receive a paper copy of this Privacy Notice tfrom the Practice upon request to the Practice's Privacy Officer.

(h) Complain to the Practice or to the Secretary of HIIS if you believe your privacy rights have been violated. To file a
complaint with the Practice, you must contact the Practice’s Privacy Officer. All complaints must be in writing.

(i) To obtain morc information on, or have your questions about your rights answered, you may contact the Practice's
Privacy Officer.

PRACTICE'S REQUIREMENTS:

1. The Practice:

{a) Is required by federal law to maintain the privacy of your PHI and to provide you with this Privacy Notice
detailing the Practice's legal duties and privacy practices with respect to your P11

{b) Is required by State law Lo maintain a higher level of confidentiality with respect to certain portions of your
medical information that is provided for under federal law. In particular, the Practice is required to comply with the
following State statutes: Section 381.004 relating to HIV testing, Chapter 384 relating to sexually transmitted
diseases and Section 456.057 relating to patient records ownership, control and disclosure.

(c) Is rcquired to abide by the terms of this Privacy Notice. (d) Reserves the right to change the terms of this Privacy
Notice and to make the new Privacy Notice provisions effective for all of your PIII that it maintains,

(e) Will distribute any revised Privacy Notice to you prior to
implementation.

(f) Will not retaliate against you for filing a complaint.
QUESTIONS AND COMPLAINTS:

You may obtain additional information about our privacy practices or express concerns or complaints to the
person identified below who is the Privacy Officer and Contact person appointed for this practice.

You may file a complaint with the Privacy Officer if you believe that your privacy rights have been violated
relating to release of your protected health information. You may, also, submit a complaint to the Department of
Ilealth and Iluman Services the address of which will be provided to you by the Privacy Cfficer. We will not retaliate

againsl you in any way il you file a complainl.

EFFECTIVE DATE: This Notice is in effect as of 04/01/2016.
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ACKNOWLEDGMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy Practices and
that I have read them or declined the opportunity to read them and understand the
Notice of Privacy Practices.

Patient Name (please print) Date

(Parent, Guardian or Patient’s legal

representative)

Signature

Phoenician Foot & Ankle Specialists maintains a confidentiality policy with all patients’
medical information. Please list the names of those that you give this office permission
to speak with concerning your medical condition. *this does not include an already
treating physician*

I hereby give permission for this office to give
information regarding my medical condition with the following:

Date

Signature of Patient

11
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