350 Pine St. Suite 1420

Beaumont TX 77701

Patient Information Form
Please Print-Mark “N/A” If It Does Not Apply To You

ALL FIELDS ARE MANDATORY .
Date of Service:

Full Name: Date Of Birth:
Last First Middle
Gender: [IMale [ Female Social Security#: Shoe Size:
Race: American indian/Native : Asian Black/African American
Caucasian/White Hispanic/Latino Hawaiian/Pacific Islander
Home Phone/Alternate Number: Celi Phone:
Mailing Address:
Street Address City Zlp
Marital Status: [0 Child [ Single [0 Mamied [J Separated [J Divorced ] Widowsd
Empioyer: Title/Occupation;
Phamacy: Location: Phone #:

Emergency Contact Name (Not Living In The Your Home):
Relation: Phone:

Primary Care Physician; Phone:
When Did You Last See Your PCP?

Pain Management Physician: Phona:

When Did You Last See Your Pain Management?
Responsible For Payment (Full Name): Date Of Birth: SSN:
Insurance 1% ; Policy #:
Policy Holder & Relationship: Group#:
Date Of Birth: ‘ SSN:
Insurance 279 Policy #:
Policy Holder & Relationship: Group#:
Date Of Birth: S8N:

Is This Workers Comp? Oves Ono pateof injury: Employer:
REASON FOR VISIT TODAY? BE SPECIFIC

EDIATRIC PATIENT ONLY:
Is your condition getting Better/Worse? Explain:

Does the probiem involve both sides of the body?

Is there leg or foot pain in rest and/or with certain activities?

Any current or past treatment for leg or foot pain?

If yes, were there any successful treatments for them?

Any significant Medical Problems: Including Medications, Trauma, or Surgery involving the mother during the time of the
pregnancy?

Any significant issues during delivery?

Did you have any issues meeting any of developmental milestones at the appropriate time?
Do you have any issues with school, speech or learning?

From a parent's perspective have you ever been concemned at all with any part of your child's lower Extremity/Type of
Walk/Look of feet prior to today’s visit?

Does your child have any issues with fatigue, endurance, speed, posture or gereral strength?




FamiLy HisTORY- PLEASE LisST Axy Menical HISTORY THAT Your FamiLy May HAVE THAT May Or May Not Be Foor ReLATED:!

RELATION TO PATIENT LisT RELATED HisTory BELow , Living § DECEASED
FATHER
MOTHER :
Seouse
Son
DauGHTER

PATIENT'S MeEDicAL HISTORY- PLEASE CiRCLE "Y” FORr YES/"N™ FOR No

Acip REFLUX YES | NO FIBROMYALGIA YES No | OpeN SORES YES NO
ANEMIA YES | NO Gout YES NO | PNEUMONIA/NVACCINE YES NO
ARTHRITIS YES | NO HEART ATTACK YES NO | PoLio YES NO
ASTHMA YES | NO HEART DISEASE YES NGO | HEART FAILURE YES NO
Back TROUBLE YES | NO | HEPATITIS YES NC | Sickie CeLL Disease YES NO
BLADDER INFECTIONS YES | NO Hiv/AiDs YES NO | Skin DisORDER YES NO
ABNORMAL BLEEDING YES | NO | HiGH BLOOD PRESSURE YES NO | SLEEP APNEA YES NO
Broop CLoTs YES | NO KiDNEY DISEASE YES NO | STOMACH ULCERS YES NO
BLOOD TRANSFUSION YES | NO LiveR DiSEASE YES NO | STROKE YES NO
BRONCHITIS YES | NO Low BLooD PRESSURE YES NO | ThYroiD Disease YES NO
CANCER YES | NO MiGRAINES/HEADACHES YES NO | TUBERCULOSIS YES NO
DIABETES YES | NO MiTrRAL VALVE PrROLAPSE YES NO | INFLUENZA VACCINE YES NO
DATE OF LAST HEMOGLOBIN A1C KeLODS YES NO | NEUROPATHY YES NO
VALUE OF LAST HEMOGLOSIN ATC OTHER; OTHER:

WEIGHT LOSS SURGERY YES | NO OTHER: OTHER:

PATIENT'S SociaL HisTorY

Use OF ALCOHOL- TYPE: O social [0 Occasional tight [OHeawy [ Never
Use Or Tosacco: [ Never [J Smoke-How long? ____ [0 Quit - How long? WOULD YOU LIKE TO QUIT SMOKING?

HAVE YOU TRIED TO QUIT SMOKING PREVIOUSLY? ____ HOW MANY TIMES HAVE YOU TRIED TO QUIT SMOKING? s

Use OF RecreaTionaL Drucs: [ Never [0 Current User - Type: [ Quit - How tong?

How MucH Are You On Your FeeT At Work? [ 10% [025% [Os0% O75% O 100%

0 OtHeRs DePenD UroN You For THeR Care? [ Chitbren — AGE (S)

U PET (S)-WHAT King? [ ELoeriy Or DisaBLED FAMILY MEMBER [0 omrer:

Exeroise: [INever [JRare [ Occasionar [0 Weexey [ Severat Twes AWeex [ Dady :

Tyres OF Exereise;

PATIENT’S SURGICAL HISTORY

| TYPE OF SURGERIES (PLEASE LisT RiGHT OR LEFT} YEAR




Review Or SysTems- PLEASE CHECK ALL THAT APPLY

CONSTITUTIONAL: YES | NO | URINARY: YES | NO | BreasT: YES NGO
CHiLLs - AWAKENING TO URINATE DISCHARGE
FEVER BURNING LUMPS
WEIGHT LOSS/GAIN FLANK PaAIN TENDERMESS
WEAKNESS INFECTIONS PAN
FATIGUE STONES
UriNE ODOR SKIN:
HEAD: BED-WETTING DryNESS
DizzINESS DirFicuLTY STARTING STREAM ITCHING
FANTING FREQUENCY NaiL APPEARANCE CHANGE
PAIN URGENCY SKIN CoLOR CHANGE
HEAD INJURY BLoop In UriNE EAsiLY BRUISED
SWEATS ExcessivE URNATION HaR TEXTURE CHANGE
INCONTINENCE NaiL TExTURE CHANGE
EvEs: RETENTION Eczema
BLurry/DousLe VISION UriNE DISCOLORATION MOLE INCREASED SiZE
EveGLass Use RASHES
Pain W/ LigHT CARDIOVASCTULAR!
UNUSUAL SENSATION CHEST PAIN NEUROLOGICAL:
CATARACTS Hair Loss On LEGS BLAacKouTS
Excessive TEARING SweLLNG OF LEas FAINTING
Graucoma VARICOSE VEINS Loss OF CONSCIOUSNESS
RECENT INJURY CoLD EXTREMITIES PARALYSIS
VISION LOSS HEART MURMUR TINGLING
DISCHARGE THROMBOPHLESBITIS BURNING
EYE PAN DISCOLORED EXTREMITIES SPEECH DISORDER
INFECTIONS HearT TesTs TREMORS
REDNESS RAguMATIC FEVER NUMBNESS
- Utcer On LEGS UNSTEADY GAIT
NOSE: PALPITATIONS
DISCHARGE ENDOCRINE:
SINUS INFECTIONS GASTROINTESTINAL! COLD INTOLERANCE
FreEquUENT CoLDS CHANGE IN STooL COLOR GOITER
NasaL OBSTRUCTIONS DECREASED APPETITE NECK Pain
NOSEBLEEDS EXCESSIVE THIRST WEAKNESS
HEMORRHOIDS HEAT INTOLERANCE
EARs: JAUNDICE FATIGUE
DISCHARGE NAUSEA INCREASED THIRST
HEARING IMPAIRMENT SWALLOWING PROBLEM
RINGING IN EARS CHaANGE IN FrREQUENCY OF BM ALLERGIC/IMMUNOLOGIC:
INFECTIONS DIARRHEA COUGHING
HEARING AID CALLBLADDER DiSEASE ITCHY EYES
PaiN LAXATIVE Use Runny Nose
Rec™aAL BLEEDING WATERY EYES
THROAT/NECK: VOMITING CoucHng W/ EXErcisE
SORE THROAT ANTACID USE Ircry NOSE
ENLARGED TONSILS CONSTIPATION SNEEZING
LUMPS EXCESSIVE HUNGER WHEEZING
TENDERNESS HEARTBURN HIVES
INFECTIONS RECURRENT INFECTIONS
RESPIRATORY: REC~AL Pain STUFFY NOSE
CougHiNG BLooD VomiTng BLooo WHEEZING W/ EXERCISE
Seutum ABDOMINAL PAIN
PaIN PSYCHIATRIC!
CoucH MUSCULOSKELETAL! BeHAVIORAL CHANGES
SHORTNESS OF BREATH RESTRICTED MOTiON DISTURBING THOUGHTS
PALPITATIONS JOINT PAaIN MEMORY Loss
EXERT:ON MuscLe STFENESS PsycHiaTric DisoroeERS
WEAKNESS DEPRESZION
HEmMATOLOGICAL/LYMPH DerFormiTiES ExCEsSiVE STRESS
SwoLLEN GLANDS JOINT STIFFNESS MooD CHANGES
BLEEDING EASILY PARALYSIS DiISORIENTATION
LumMPs MuscLE CrampPs HALLUCINATIONS
TRANSFUSION REACTION NERVOUSNESS
Bioop CLoTs FEMALES: ARE YOU PREGNANT?

RapiaTioN EXPOSURE

IF soLasT CycLE:




PLEASE LisT AuL Mepicanions You ArRe CURRENTLY TAKING-INCLUDE PrReSCRiPTIONS, OTC MEDS AND HEREBAL SUPPLEMENT

NAME OF MeD DOSE (Ma/MLU/MCG) HOW OFTEN Do You TAKE 177

PLEASE LisT TRUE ALLERGIES ONLY & YOUR REACTION TO EACH ALLERGY:

ALLERGIES (WHAT ARE YOU ALLERGIC TO): ReAcTiON (WHAT HappeNs):

[

To THE BesT OF My KNOWLEDGE, | WiLL ANSWER THE QUESTIONS ON THESE FORMS ACCURATELY. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO My HEALTH. | UNDERSTAND THAT IT IS My RESPONSIBILITY TO INFORM THE DOCTOR AND OFFiCE STAFE OF
AnNY CHANGES IN My MenicaL Status. Dr. Japera N. Levine DPM PLLC Offers Her Patients The Opportunity To Communicate By E-Mail.
This Form Provides Information About The Risks Of E-Mai, Guidelines For E-Mail Communication And How We Will Use E-Mail
Communication. It Also Will Be Used To Document Your Consent For Us To Communicate With You By E-Mail By Instructing You On How
To Setup Your Patient Portal.

PATENT/PARENT/GUARDIAN SIGNATURE:

PERSON FILLING OUT DOCUMENT IF DIFFERENT FROM THE PATIENT:




Consent For Phe

Patient’s Name: Patient’s Date Of Birth:

Dr. Japera Levine Typically Takes Pictures Of Each Patient To Help Educate The Patient As Weil As Other Patients’ Who May Have A
Similar Condition. Dr. Levine's Office Strictly Uses Pictures & Videos; We Will Keep Each Patient’s Information Confldential. If You Agres
Please Initial & Sign Below.

| Give My Consent To Have Photographs, Videotaped Images, Or Other Images Made Of My Medical Condition & Myself. | Understand

And Agree That These Images May Be Used By Dr. Japera N. Levine DPM PLLC At Apy Time For The Purpose (8) Cutlined Below
Without Compenasation.

_____Teaching Purposes (May Include Being Shown To Other Patients)

. Advertisements By Dr. Japera N. Levine DPM PLLC

_____ Placement On Dr. Japera N. Levine 6PM PLLC'S Website- drjlevinedpm.com
______Placement On Dr. Japera N Levine DPM PLLC'S Office Social Media- FB: Dr. Japera N. Levina/

SC: Dr. JLavine/IG: Dr. JNLevine
Continuing Medical Education Or Board Certification Examinations

Signature Of Patient/Parent/Legal Guardian " Date

-Mall Consent/A megnt
Risks
Communication By E-Mail Has A Number Of Risks That Indude, But Are Not Limited To, The Following:
E-Mail Can Be Circulated, Forwarded, And Stored In Paper And Electronic Flies.
Backup Copies Of E-Mail May Exist Even After The Sender Or The Reciplent Has Deleted His/hers Copy.
E-Mali Can Be Received By Unintended Recipients.
E-Mall Can Be Intercepted, Altered, Forwarded, Or Used Without Authorization Or Detection.
E-Malil Senders Can Easily Type In The Wrong E-Mail Address.
E-Mail Can Be Used To Introduce Viruses Into Computer Systems.

o0 0 0O0O0

1) We Will E-Mail You Instructions To Set-Up Your Patient Portal.

2) We Will Limit E-Mail Correspondence To Established Patients Who Are Adults 18 Years Or Oider, Or The Legal Representativas Of
Established Patients.

3) We Will Use E-Mail To Communicate With You Only About Non-Sensitive And Non-Urgent Issues

4) All E-Mails To Or From You Will Be Made A Part Of Your Medical Record. You Will Have The Sama Right Of Access To Such E-Mailz
As You Do To The Remainder Of Your Medical File.

8) Your E-Mali Messages May Be Forwarded To Another Office Staff Member As Necessary For Appropriate Handling.

8) We Will Not Disclose Your E-Mails To Researchers Or Others Uniess Allowed By State Or Federal Law. Please

Refer To Our Notice Of Privacy Practices For Information As To Permitted Uses Of Your Hesalth Information And Your Rights Regarcing
Privacy Matters.

| May Want To Communicate With Dr. Japera N. Levine DPM, PLLC, And The Office Staff By E-Mail. | Understand The Risks Of
Communicating By E-Mail, In Particular The Privacy Risks Explained in This Foorm. | Understand That Dr, Japera N. Levine DPM PLLC
Cannot Guarantee The Security And Confidentiality Of E-Mail Communication. Dr. Japera Levine Will Not Be Responsible For Messages
That Are Not Received Or Delivered Due To Technical Fallurs, Or For Disclosure Of Confidential information Unless Caused By Intentional
Misconduct.

| Understand That | May Aiso Communicate With Dr. Japera Levine DPM, PLLC By Telephone Or During A Scheduled Appointment, And
That E-Mail Is Not A Substitute For Care That May Be Provided During An Office Visit. Appointments Should Be Made To Discuss Any New
issues Or Any Sensitive Medical Information.

| Understand That Either Dr. Japera N. Levine DPM PLLC Or | May Stop Using E-Mail As A Means Of Communication Upon My Written
Request. My Revocation Of Consent Will Not Affect My Ability To Obtain Future Health Care Nor Wil it Cause The Loss Of Any Benefits To
Which | Am Otherwise Entitied.

| Have Read And Understand This Form. | Have Had The Opportunity To Ask Questions And My Questions Have Been Answered To My
_ Satisfaction. | Understand And Agree With The Information Contained In This Form And Give My Consent For E-Mall Communications To
And From Dr. Japera N. Levine DPM PLLC.

E-Mail:

Signature: Date:
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thorization to Treat Minor Patient in A n f Parent/Guardian

Nama of patient: Date of Birth:

This form is to authorize any person who is NQT the parsnt/guardian to be prasent with the patient for an office visit In the event the pa; it
is not able to bring the patient in for their appointment.

By signing this document, you are giving the person listed bsiow authorization to make medical decisions for your child in your absence.,

To revoke authorization, a letter must written and new consent must be signed. The person authorized must present to office with a pictura
..

You may list more than one person, but any person not listed on this consent will ba sent home without the patlent being seen for their
sppointment, .

Dr. Japera Levine is not responsible for any decisions made by the authorized personnel without the parent/guardian’s knowladge.

Fhone calls will not be permitted during the patient’s visit in order for the parent/guardian to be contacted.

if you do not wish to authorize anyone other than the parentlegal guardian to bring the patient in for an appointment, please indicate that at
the bottom of the page. :

You can simply write, “Do not consent” in the blank space.

if you do not authorize anyone besides the parent/guardian to bring the patient in for his or her appointment, the parenV/guardian must be
present to each visit.

Any child under the age of 18 will NOT be seen without a parent/guardlan/authorized person present.

Parent/Legal Guardian Name & Phone Number:

Authorized Person Name & DOB:
Phone Numbsr:
Relationship to Patient:

Authorized Person Name & DOB:
Phone Number:
Relationship to Patient:

Autheorized Person Name & DOB:
~hone Number:

Relationship to Patient:

Parent/Guardian Signature: Date:

THIS FORM PERTAINS TO ANYONE UNDER THE AGE OF 18 ONLY
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Fatient’s Financial Responsibility Policy

. Payment is Due At Tha Time Of Service-Without Excention. Wa Will Accept Visa,
MasterCard, Discover, Or Cash. We Do Not Accept Amex Or Check.

6 Your Insurance Policy Is A Contract Between You And Your Insurance Company.
it Is your responsibility to know/understand your insurance benefits.
As A Courtesy, We WIil File Your Insurance Claim For You If You Assign The Benefits To The
Doctor. Iif Your Insurance Company Does Not Pay The Practice Within A Reasonable Period,
We Will Lock To You For Payment.
o Copayments: By Law Wa Must Collect Your Carrier Designated Copay At The Time Of Service

Referrals: If Plan Requires A Referral From Your PCP It Is Your Responsibility To Obtain Tha Refarral Or Assure
*hat Your PCP's Office Has Obtained The Referral Prior To Your Appointment.
o Non-Plan Patients/Non Insured: Payment Is Expected At Time Of Servics.

: We Will Submit To Medicare For The Entire Medicare Allowed Amount. The Patient Will Be Responsible

For Ths Deductnble And The 20% Co-insurance, Wh;ch Can Be Billed Directly To Secondary Insurancs I You Have One.

® We Havs Made Prior Arrangements With Certain Insurers And Other Health Plans To Accapt
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 Or

Any Services That Are Deemed Not Medically Necessary Or Covered By Your Plan.

® All Health Plans Are Not The Same And Do Not Cover The Sams 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 Compiste Charge. We Will Attsmpt To

Verify Bensfits For Some Specialized Services Or Referrals; However, You Remain Responsible

For Charges To Any Service Rendered. Patients Are Encouraged To Contact Their Plans For Clarification Of Benefits Pricr
To Services Rendered.

* You Must Inform The Office Of Al! Insurance Changes And Authorization/Referral Requirements Prior To Your Arriv
in The Event The Office Is Not Informed, You Wiil Be Responsible For
Any Charges Deniad.

® For Most Services Provided In The Hospital, We Will Bill Your Health Plan. Any Balance
Due Is Your Responsibility.

Past Dus Accounts Are Subject To Collection Proceedings. All Costs Incurred Including,
But Not Limited To, Collection Fees, Attorney Fees, And Court Fees Shall Be Your Responsibility
in Addition To The Balance Due To This Office. Your Past Due Balance Will Be Collected At
Your Next Office Visit Or Be Paid Within 30 Days Of The Statement Date:

Whichever Comes First. There Is A Service Fes Of $35.00 For All Returned Checks.

Your insurance Company Does Not Cover This Fee.

s Treatments For Injuries/Accidents Related To “On-The-Job” Or Automobila Accidents
- involving Attorneys Are Required To Be Paid In Cash. We Will Not File Your Insurance For
These Visits,

° We Are Sorry To inform You That All Nail/Catlus Trimming ls Not A Covered Servics
By Your Insurance Plan And Results In A $75 Charge Up Front. Any Medicaid Patients
Requiring Diabetic Foot Exams Will Have An Qut Of Pocket Expense. In Addition, Msdicaid

Will Not Cover Any Wound Debridement,

Signature: - Date:

Print Name:
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