Practice: Dr Steven Lashley | Date:
Name: DOB:
Sex: [JM CJF Marital Status: (I Single (I Married [ Widowed [ Divorced SS#:
Spouse/Partner Name: E-mail:
" Address: City: State: Zip:
Home #: Cell #: Work #:
Northern Address: City: State: _ Zip:

Emergency Contact:

Phone #:

How did you find out about our practice? [] Physician O Internet

(0 Telephone book [0 Family member
O Friend [0 Other:

What is the reason for your visit today?

How long has this botheredyou? | 234567 O days [0 weeks (] months [ years

What treatments have you tried & have they been effective?

On a scale of 1-10 (I being no pain and 10 being the worst) what is your level of pain? ___/10.
The pain quality is: Cburning Oconstant Cldull Csharp Oshooting Llthrobbing DCltingling
Other:

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 to the information listed above

Signature: . Date;




Practice: Today’s Date:

Name: Chart#: _ = Date of birth:
Ethnicity: [lHispanic or Latino ~ [CINot Hispanic or Latino CIDeclined to specify
I Race: BlAsian BElAmerican Indian or Alaska Native EIBlack or African American
CIWhite [CINative Hawaiian or other Pacific Islander  [Declined to specify
Preferred Language: ClDeclined to 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
Do you want to be exempt from public reporting [JYes [TJNo Can we send mail to the address on file? CllYes [CINo
| Can we call the phone number on file? Yes CINo Can we leave voicemail on machine? ElYes CINo :
Will you allow us to send internet based (e-mail) delivery of reminders and newsletters? [JYes [INo

If yes, please provide your e-mail address:
Who can we leave messages with! [Iwife [JHusband [JDaughter [JSon [JOther:
Name(s):

Smoking Status Vital Signs
OCurrent Every Day CSmoker, Current Status Unknown Blood Pressure: /
[ICurrent Some Day [JHeavy Tobacco ElUnknown If Ever
EFormer [INever [llight Tobacco decline to answer

Height: Weight:

. Current Medications | Allergies
[dINo Known Medications 1 | take the following medications: No Known Allergies EINo Known Drug 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:

Use the back of this form if more room is needed

Last Flu Shot Date: Did you get a pneumococcal vaccination? [JYes CJNo

Have you fallen in the last 12 months? [llYes [INo Were you injured from the fall? CJYes CJNo
Advanced Directives: [Living Will CJDNR [JDurable Power of Attorney [TISurrogate Appointed [JNone

PLEASE READ AND SIGN: The information on my intake form(s) 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 to the information listed above. (Assignment of Benefits): | authorize payment of medical benefits to the
practice named above. (Release of Information): | authorize the release of any medical information necessary to process this claim. (HIPAA Privacy): | acknowledge that |
received my HIPAA Privacy Practices Notice. (Medication History): | authorize the Doctor’s office to retrieve my medication history.

Patient Signature: Date:




History and Physical | Name: DOB: Chart Number:

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

[ Liver [ Sleep apnea [J Gout [ Allergies [] Heart disease  [] Asthma

[J Heart murmur [ Stomach/bowelC] Depression [ Anxiety disorder [ Mental illness  [] Kidney disease
[ Blood dlot 1 High cholesterol [J High blood pressure [] Cancer 1 Hepatitis

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

[ Arthricis (specify) O other (specify) O Hiv [Clcva

Are you pregnant?[C] Yes|C] No  Are you nursing?[[] Yes[C] No [ Skin disorders [] Stroke

Surgical History [ JNone [CJAppendectomy [[] C-Section[_J Angioplasty[JBypass [ JCataracts [] Cholecystectomy
Have you ever had any surgical procedures on foot/ankle or anywhere else on your body? ] Yes [C] No
If yes, please describe:

Do you have any artificial joints? [J] Yes (where’ )Q No Do you have an artificial heart valve! [ -Yes i No

ial History
Do yOwgmoke? [C]Yes[CINo If yes how many packs per day? [ | [£]2[C]13 EJ4[C15 For how long?
Do you drifeglcohol?  [[]Yes, everyday (5-7 days/week) [C]Yes, occasionally/socially [CJNo/Rarely
Substance abuse: [Yes, | have a current substance abuse problem. Please specify: :
ElYes, | had a past sub¥agge abuse problem. Please specify: i
El No, | have never had a siaggnce abuse problem |

What is your occupation? Poes it involve mostly [C] standing or [Jsitting
Do you exercise regularly! [C] No, I doWgg exercise regularly [_LY##®'T do the following regular exercise:
P -
Family History 1s there any family history (bigg®relative) of: (PRggg indicate family member) i
[ Alzheimer's [ T¥mgression !
[ Arthritis ] Diabel® i
[ Bleeding disorders [] Emphysema L
[ Blood clot [ Heart disease I
[ Cancer [] High Blood Pressure ]
O Catarac [ Neurological
[ Cirgetion problems [ Strokes ' 1
[ J#@ther (specify): I
Review of Systems (Please check the box if you currently have any of these symptoms or check “NONE”)
Cardiovascular [Cleg pain when walking fever [ chest pain/pressure [Clleg swelling [Jcold hands/feet
ainting palpitations [Jvascular disease [Ivalve problems [ INONE
Genitourinary blood in urine [Jhesitancy [CJincontinence [Jincreased urgency
decreased frequency [Jexcessive urination  [Jkidney disease [Clkidney stones [JNONE

Gastrointestinal [ labdominal pain [Cheartburn [ blood in stool [ Ivomiting lulcers [Clconstipation

[diarrhea . [Ctrouble swallowing  [T]decrease appetite [Jincrease appetite JNONE
Integumentary  [Jathletes foot [nail abnormalities [ Jkeloids [Jitchiness [ldry, scaly skin [JNONE
Hematologic [___]IOWer leg ulcers [sickle cell dlseasel:lanemla Dblood thinners [lclotting disorder{ JNONE
Neurological [tingling [Iweakness [ Jseizures [Jnumbness [Jheadaches

I;Itremors Clparalysis [JNONE
Musculoskeletal [Jback pain  [Jjoint swelling [CJmuscle weakness CJmuscle pain [CIneck pain

[Csciatica [Ojoint stiffness  [Jjoint pain ]oint instability [Marthritis [INONE
Respiratory Llchest pain [CIwheezing Llcorb [CJeoughing snoring

[shortness of breath  [Jemphysema NONE

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 to the information listed above.

Patient Signature: Date:

Rev‘1/21/2015



(561) 369-3069
N—_————

PODIATRY FOOT SURGERY

DISEASES OF THE FOOT AND LEG 3389 B Woolbright Road
SPORTS MEDICINE Boynton Beach, Florida 33436
bear Pati;ant:

QOur office is not responsible for your deductible. Therefore, payment is expected at the time of service
when our office has verified that your deductible is NOT met.

Also, sometimes insurance companies will , mistakenly send payments to the patient for services
rendered by Dr. Lashley. If you should receive a check in error, you agree to forward that check or your
own check for the same amount to our office so that your account can be credited properly.

ALL APPOINTMENTS MUST BE CANCELLED 24 HOURS PRIOR TO YOUR SCHEDULED APPOINTMENT.

¢ Any appointments cancelled WITHOUT 24 hours notice will be subject to a cancellation
fee of $35.00.
o In office surgical procedures will be charged a fee of $50.00.

This charge will be your responsibility and not that of your insurance company.

| have read and agree to comply with the above.

Patient Signature Date

www.drslashley.com



(561) 369-3069

STEVEN A. LASHLEY, D.P.M.
— e — ——— Neeee—e—————————————

PODIATRY FOOT SURGERY
DISEASES OF THE FOOT AND LEG 3389 B Woolbright Road
SPORTS MEDICINE Boynton Beach, Florida 33436

PATIENT CONSENT

This document is for the use and disclosure of protected health information to carry out a treatment,
payment and healthcare operations.

|, hereby state that by signing this consent, | acknowledge and agree to the
following:

The Practice’s Privacy notice has been provided to me prior to my signing this consent. The Privacy Notice
includes a compliete description of the uses and/or disclosures of my protected health information (PHI) necessary
for the practice to provide treatment and to carry out its health care operations. The practice has further
explained my right to obtain a copy of the Privacy Notice carefully prior to my signing this consent.

The Practice reserves the right to change its privacy practices that are described in it Privacy Notice in accordance
with applicable law.

I understand and consent to the following appointment reminder that will be used by the practice: telephoning
my home and leaving a message on my answering machine or with the individual answering the phone.

The practice may use and or disclose my PH! (which includes information about my health or condition of
treatment provided by to me) in order for the practice to treat me and obtain payment for that treatment, and as
necessary for the practice to conduct its specific health care operations.

| understand | have the right to request that the practice restrict how my PHI is used and/or disclosed to carry out
treatment, payment, and/or health care operations. However, the practice is not required to agree to any
restrictions that | have requested. If the practice agrees to a requested restriction, then the restriction is binding
on the practice.

I understand that this consent is valid for seven years. | further understand that { have the right to revoke this
consent, in writing, at any time for all future transactions, with the understanding that any such revocation shall
not apply to the extent that the practice has already taken action in reliance on this consent.

| understand that if | revoke this consent evidencing my consent the uses and disclosures described to me above
and contained in the Privacy Notice, then the practice will not treat me.

I have read and understand the forgoing notice and all of my questions have been answered to my full
satisfaction In a way that | can understand.

Patient’s Name (print) Patient’s Signature Date

Signature of Legal Representative Relationship (guardian, parent, power of attorney)  Date



