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o) Q Bessaliea Griffin, D.PM **Confidential** _ Patient Information Sheet
(,';y =} Pi919-934-0711 F: 919-934-0023

Name Age Date of Birth
Address City A State Zip Code
SSN Home phone Cell Phone

E-mail Address:

Ethnicity (circle one) ;. Hispanic  Non-Hispanic Decline Race:

Employer Work Phone

Parent/Guardian (if minor) Spouse's Name: Phone:
Emergency Contact: C oo Relation: Phone:
Pharmacy: Pharmacy Phone: City:

Family Physician Last seen:
Has a family member been a patient in this office? ______ Name

How did you hear about our office?

Responsible Party for Payment (insurance/cther)

What is your present foot problem?

Health Information: &

{.Are you pregnant or plan to be in the near futlure? ... Yes Nao

2.00 YOU SMOKE TOBACCOT 1ottt e e et e s Yes No
If Yes, List Amount and Frequency:

R T oo 1 Vo I TR Yes No

If Yes, List Amount and Frequency:

Have you ever been treated for any of the following?

Diabetes Blood Disorder Anemia Foot Ulcer
Heart Trouble Rheumatic Fever Asthritis

High Blood Pressure/HTN Kidney Ailment Epilepsy

Asthma Liver Ailment Stroke

Gout Cancer Tumors Foot Surgery

Phiebhitis Stomach Ulcers AIDS

Current Medications {(with directions):

Major Surgeries:

Are you currently taking Blood Thinners?

Do you have a family history of (circle all that apply):  Diabetes Cancer Hypertension Relation:
Are you allergic to any medications?

Is there any other information about your health that should be known? Yes No
If yes please list:

Insurance Information: {Please give your insurance card and photo ID fo the receptionist)

fauthorize the release of any medical or other information necessary to process my insurance ciaims, { authorize payment of medical benefits to Dr, Bessallea
Griffin or any supplier for services rendered to me. 1 authorize the release of Medical Information shared from primary care physician to Dr. Bessaliea Griffin
and authorized staff for medical purposes.

Date Patient Signature




BESSALIEA GRIEFIN. DR.M,. -
NOTICE OF PRIVACY PRACTICES

This notice desoribes how medical inforniation abotit you may be used and disclosed and how you

can get dccess to this information. Please review it carefully. The privaty of jour medical

information is important o us, S S

‘ < OurkegatDuty. - .
We are required by applicable federal and state laws to maintaini the privacy of your protected health
information. We are also required to give you this notice abont out privacy pracices, our legal duties and -
your rights concerning your protected health information, We must fTojlow the privacy practices that are
described in this notice, This notice takes effect April 14, 2003, and will rémain in effect until we replace

................ ... it We reserve the right to change our privacy.practices sind the termg of this notice at any time, provided . .
that such changes are permitted by applicable law, We reserve thie right t make the changes in our privacy
practices and the new terms of our natics offective for all protected health information we mainfain,
including medical information we created or received before we made the chinges. You may requesta - .
copy of our notice {or any subsequent revised notice) at any time. For more information about our privacy
practices, or for additional copies of this notice, please contactus; : .

Uses and Disclosures of Pratected Health Information oo

We will use and disclose your protected health information about you for treatment, payment and health
care operations, Following are examples of thie types of uses.and disclosures of your protected health care
infotiation. that may occur, Thse example are ot meait to be exhatistive, it to'describe the types of
uses and disclosures that may be made by our office. e :

Treatment: we will use and disclose your protected health information to provide, coordinate or manage
your health care and any related services, This includes the coordination or management of your healih
oare with a third party. For example; we would disclose your protested health information, as necessary, to
a home health agency that provides care to you, We will also disclose protected health information to ather
physicians who may be treating you. For example; your protected health information may be provided to 2
physician to whom you have been referred-fo ensure that the physician has the necéssary informationto
diagnose or treat you. In addition, we may disclose your protected health information from time to time to
anothter physician or health care provider (e.g., a specialist or laboratory) who, at the request-of your
physician, becomes involved in.your care by. providing assistance with your health care diagnosis or
treatment to your physteian. . . . ¢ ) . ‘

Payment: Your. profected health information will be used, as needed, to obtain payinent for your health
sare services, This ‘may include certain activities that your health insurance plan may undertake before it
approves or pays for the health care services we recommend for you, such as inaking a determination of
eligibility or coverage for insurance benefits, reviéwing services provided to you for protected health
necessity, and undertaking utilization.review acfivities. For example, obtaining approval for a hospital stay
may require that your relevant proteoted heaith information be disclosed to the health plan to obtain
approval for the hospital admission.

Health Care Operations: We may use or disclose, 2s needed, your protected health information in order
to conduct certain business and operation activities, These activities include, but are not limited to, quality
assessment activities, employee review activitiey, fraining of students, licensing, and conducting or
arranging for other business activities, For example, we may use a.sign in sheetat the registration desk
where you will be asked to sign your name in th¢ waiting room when your doctor is ready to see you. We
may disclose your protected health information, as necessary, to contact you by telephone or mail to remind
you of your appointment, We will share your protected health information with third party business
associates that perform various actlvities such as billing or transcription services for the practice, Whenever
an arrangement between our office and & business associate involves the use or diselosure of your protected
health information, we will have a written contract that contains terms that will protect the privacy of your
protected health information. We may use or disclose your protected health information, as necessary, to
provide you with information about freatment alternatives or other health related benefits and services that
may be of interest to you.

Use of Disclosures Based on Your Written Authorization: Other uses and disclosures of your
protected health information will be made only with your authorization, unless otherwise permitted or
required by law as described below. You may give us written authorization to use your



protected health information or to disclose o anyone for any purpose, If you Eive us authorization, you
may revake it in writing at any time. Your revooation will not affect any use or disclosures permitted by
your authorization while it was in effect. We will nat disclose your health care information except as
described in this notice, i

Others Involved Tn Your Health Care: Unless you object, we may discloss toa member of your
family, a relative, a close friend or any other person you identify, your protected health information that
directly relates to that person's involvement in your health qare, If you are unable to agree or ohject to such
a disolosure, we may disclose such information as necessary if we determine that itis in your bast
judgment, We may uss or discloge protected health informdtion to notify or assist in notifying a family

member, personal representative or any other person responsible for your care of your location and general
condition. .

Marketing: We may use your protected health information to"canitdst You with information about
treatment alternatives tiat may be of interest to you,

Research: We may disclose your protected health information for research purposes in limited
circumstances, :
We may also disclose your protected information to the following if we deem necessary: Public Health and
Safety, Food and Drug Administration, criminal activity and neglect or any information that is required by
taw will be reported to Law Enforcement,

PATIENT RIGHTS

You have the right to look at or get capies of your protected health information with limited exceptions.
You must request in weiting to the HIPAA compliance person in our office, You may also request acoess
by sending us a letter to this office. If you request copies, we will chazge you $15.00 per copy. Some
charts may cost more, dzpending on the doctors discretion. .

Accaunting Diselosures: You have the right to receive a list of instanges in which this office disclosed
your protected health information. We will provide you with the date on which we made the diselosure and
the name of the person. who requested the information,

Restriction Request: You have the right to request that we place additional restrictions on our uge er
disclosure of your protecied health information. We are not required to agree with these additional
restrictions, Any agreement must be in waiting, We will not be bound, unless we ggiee in writing,

Confidential Communication: You have the right to request that we communicate with you in
canfidence about your protected health information. You must make your request in writing, We must
accommodate your request if it is reasonable, specifies the alternative means or location, and continues to
permit s to bill and collect payment fiom you.

Amendment: You have the right to request that we amend Your proteoted health informaticn. Your
request must be in writing, and i must explain why the informaticn should be amended. We may deny
your request if we did nat create the information you want amended or for certaln other reasons, If we
deny your request, we will provide you with a waliten explanation. You-may respond with a writien
disagrezment for information Yyou want to be appended. If we acoept your request to amend the
information, we will make reasonable efforts to inform others of the amendment and to include the changes
in any future disclosures of the infonmation,

QUESTIONS AND COMPLAINTS
tf you want more information about our privacy practices or have any questions or concems, please contact
the HIPAA Compliance Officer of the practice. Written complaints are accepted at the U.S. Dept, of
Health and Human Serviges )
ACKNOWLEDGMENT OF RECEIPT OF PRIVACY PRACTICE
Lacknowledpe that I was provided a copy of the Notice of Privacy Practices and that [ have read (or had the
opportuttity to read if [ so chose) and understaod the natice,

Patient Name (please print)

Farents or Authorized Representative

Date:

Signature



® o O T . J.IA\TIR 1—

No Show/Late Cancellation Policy

This policy has been established to help us serve you better,

It is necessary for us to make appointments in order to see our patients as efficientlyas
possible. No-shows and late-cancellations cause problems that go beyond a financial impact
on our practice. When an appointment is made, it takes an available time slot away from

another patient. No-shows and late-cancellations delay the delivery of health care to other
patients, some who are quite ill.

A “no show” is missing a scheduled appointment. A “late cancellation” is canceling an

appointment without calling us to cancel 24 hours in advance of an office visit or 48 hours in
advance of a procedure.

We understand that situations such as medical emergencies occasionally arise when an

appointment cannot be kept and adequate notice is not possible. These situations will be
considered on a case by case basis.

A charge of $25.00 will be assessed for each no show or late cancellation office l
visit appointment if less than 24 hours notice is given.

—tAR

A charge of $50.00 will be assessed for each no show or late cancellation for “

special procedure (i.e. minor surgery) appointment if less than 48 hours notice is
given.

Please understand that insurance companies consider this charge to be entirely the

patient’s responsibility. Policy applies to all, refusing to sign does not make you
exempl,

Date Signature

Print Name



