DAVID A. CHARNOTA, D.P.M.
APLINE FOOT SPECIALISTS, P.C.

REGISTRATION
Date Home Phone Cell Phone E-Mail
Patient
Last Name First Name Initial
Street Address
City State Zip
sex OMOF Age Birth Date__/ / O Minor O Single [ Married O widowed O Divorced

Social Security #

Driver’s License #

Student O Full-time O Part-time  Whom may we thank for referring you?
Relationship to Insured
O lliness O Employment OAuto  Oother

Condition Related

O self O spouse O child O other

PATIENT’S Company Name Occupation
EMPLOYER Address Work Phone O Full-time I Part-time
City State Zip
PRIMARY Name Birth Date / /
INSURANCE Last Name First Name Initial
INFORMATION Policy/Group# ID# Social Security #
Employer’s Name Occupation
Address Phone
City State Zip
ADDITIONAL Is Patient covered by other insurance? L Yes LI No Name Insurance Co.
INSURANCE Name of Insured Ins. Birth Date
INFORMATION ID# Policy/Group#
PATIENT Person responsible for account Relationship
BILLING Street Address Home Phone
INFORMATION City State Zip
MEDICAL Are your present symptoms or conditions related to or the result of an auto accident, work-related injury or other
AND LEGAL personal injury someone else might be legally liable for? LI Yes L No  Your Initials:
INFORMATION Pregnant [ yes LI No Pacemaker O ves O No Family Physician
Person to contact in emergency (Name and Phone #)
Attorney Telephone
Address
PATIENT LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS
AGREEMENT In considering the amount of medical expenses to be incurred, | the undersigned, have insurance and/or employee health care benefits coverage with the

above captioned, and hereby assign and convey directly to David A. Charnota, D.P.M., all medical benefits and/or insurance reimbursement, if any, otherwise
payable to me for services rendered from such doctor and clinic. | understand that | am financially responsible for all charges regardless of any applicable
insurance or benefit payments. | hereby authorize the doctor to release all medical information necessary to process the claim. | hereby authorize any plan
administrator or fiduciary, insurer and my attorney to release to such doctor and clinic any and all plan documents, insurance policy and/or settlement
information upon written request from such doctor and clinic in order to claim such medical benefits, reimbursement or any applicable remedies. | authorize
the use of this signature on all my insurance and/or employee health benefits claim submissions.

| hereby convey to the above named doctor and clinic to the full extent permissible under the law and under the any applicable insurance policies and/or
employee health care plan any claim, chose in action, or other right | may have to such insurance and/or employee health care benefits coverage under any
applicable insurance policies and/or employee health care plan with respect to medical expenses incurred as a result of the medical services | received from
the above named doctor and clinic and to the extent permissible under the law to claim such medical benefits, insurance reimbursement and any applicable
remedies. Further, in response to any reasonable request for cooperation, | agree to cooperate with such doctor and clinic in any attempts by such doctor and
clinic to pursue such claim, chose in action or right against may insurers and/or employee health care plan, including, if necessary, bring suit with such doctor
and clinic against such insurers and/or employee health care plan in my name but at such doctor and clinic’s expenses.

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original. | have read
and fully understand this agreement.

Signature of Insured/ Guardian Date




MEDICAL AND PODIATRY INFORMATION

Foot Problem

Family Doctor Date of Last Visit
Doctor’s Address Doctor’s Phone #
1. Areyouingeneral good health? Yes No
2. Have you been treated for Diabetes? Yes No
3. Have you had any serious Iliness or Operation? Yes No
4. Areyou allergic to any of the following? Novocaine____ Penicillin____ AdhesiveTape__ Others___
5. Have you ever been treated for any of the following? Stomach/Bowel High Blood Pressure
Heart Problems Asthma Epilepsy Rheumatic Fever
Kidney Problems Liver Problems Arthritis Bursitis

6. Present medication being taken

| hereby give my permission to Dr. David Charnota and his Associates to administer treatment and to
perform procedures as may be deemed necessary in the diagnosis and/or treatment of my (or my
dependent’s) foot condition.

I, the undersigned, assign all payment of insurance benefits otherwise payable to me directly to the doctor. |
understand that | am financially responsible for charges whether or not paid by insurance. | authorize the
doctor to release all information necessary to secure the payment of benefits. | also authorize the use of the
signature on all insurance submissions.

Signature Relationship Date

PATIENT’S AGREEMENT

| understand that it is my responsibility to provide the proper insurance information/card necessary to
secure payment for any services furnished me by provider. Should | fail to inform you of this at the time of
visit, | agree to be personally and fully responsible for payment. | also understand that it will be my
responsibility to obtain reimbursement from correct insurance carrier.

Signature Of Patient/Responsible Party




