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PLEASE FILL OUT ALL 3 FORMS COMPLETEL V 

p.2

Name ________________________ Blrth Date ___________ Todays Date ______ _ 

Adclress=-""""�---,-------------------------Clty __________ ST ___ _ 
(No PO Box Please) 

Zip __ _ 

Home Phone ,r----------------------�-�., Phone. _________________ _ 

Northern Address. _______________________ Citf _________ ST __ _ 

list dates you reside up north: From: _______ To: _______ Northern Phone# _______________ _ 

Back! Spine 

Carotid Artery 

Cataract 

Mother 
Fa�he• 
lillrothe, I $iste, 

ouble Vision 

RlllS!IIRA'l'OR'lf MUSCULOSKEI.E'l'AI. 

Joint Pain or Swelling 

le Pain 

For Office Use Only 

PCP: ____________________ _ 

GASTROINTES'l'IINAI. 

ping 

I\IEUROI.OGiCAI. 

Tics or Tremors/ Seizures 

PVD- YES I NO 
NEU RO - YES f NO 
Codes 

CAIIUIIOVASClli.AR 

Pressure 

Response 
Response Date: 
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Brielle L. Roggow D.P.M P.A
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p.3

:S@cial Secl!rity ll\h1mber: --------------------------------

Nursing Sto1tion I Careto1ker Phone#

Person Responsible for Payment: ________________________ Phone#

Referred�,. __________________________________________ _ 

I certify that the information given by me in the applying for payment under Title XV/If of the Social Secudty Act is correct. f authorize any holder of 

medical or other information about me to release to the Sor;iaf Security administration or its intermediates or carriers any information needed for 

this ore reloted Medicare Gleim. I permit a copy of this euthoriwtion to be used in pf ace of the original dacumont. I request pDyment of the authorized 

benefits payable for physician or organization fumishing the services or authorize such physician or organization to submit to Medicare for payment 

to me. f hereby authorize the release of any medicaf information necessary for processing insuranco cf13fms and peyment of medical benefits to myself 

or the party who accepts assignment. (Lifetime $ignalwa) 

Hli"AA NOTICE OIF PRIVACY PRACTICES 

TH!S NOTICE DESCRIBES HOW MEDICAL INFORMATION A80UT YOU MAY GE USED P.ND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT. 
Our office safeguard's your protected health information. We are committed to the privacy & confidentiality of your health information whether created by us or maintained on our premises. 
We are required by state & federal regulations to lmplemrmt policies & proc�dures to safeguard the privacy of your liea1th infonnation. We. are required by state and federal regu!ations to ablde 

by the priva,y practices oewlbed in thi, notice including any future reviiions that we may m�ke to the notice that b1;0ome necessary or authorized Dy law. Individual identiriable information 

about your past, present. or future health provisions of hea!th care to you, or payment for U)e health care treatment or services you receive is considered proti;:•cted health information. 
We ore required to provide you with this Privacy Notice that contains infonnation regarding our privacy practices that explains how, when & why we may use or disclose your protected health 
information and your rights and our obligations regarding any such uses or disclosures, Except in specified circumstances, we must use or disclose only the minimum necessary pro1ected health 
inforrrrntion to accomplish the intended purpose of lhe use or disclosure of such information. We reserve lhc right to change this notice at any time and to make the revised or changed notlce 
effective for health information we already have about you as well as any information we receive in the future about you. Should we revise/change the Privacy Notice, we will post a copy of the 
new/revised Privacy Notice in our office. You may also request and obtain a copy of any new/revised Privacy Notice from our Privacy Practlce Manager Wendy Ross. We use and disclose 
protected heo!lh informution for o variety of re�sons, We llave o limited right to use and/or disclose your health inform'11ion for purpo�CG of provic:llns your supplies, pllymont, or for the operations 

of our company. For other uses, you must give us ynur permh;�ion anr1 written authori7,ation to release your protected health infom1ation unless the law permits or requires us to make the use or 
disclosure without your aulhoriz.ation. Should it tiecorne ner,essary to release your protected lleallh information to an outside party, we will requiro the party to have a signed agreement with us 

that the pMy will extend the same deQree of privacy protection to your information as we do. The privacy law permits us to make some uses or disclosures of your protected health information 

without your oonsent or authorization. If you would like the complete copy of the HIPAA Notice, please ask atthe front desk. 

Signature Print Name:
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p.4

Name ______________________________________ _ 

JP'JUMARV CARE PHYSICJIAN DATE LAST SEEN: 

PHYSICIAN NAJ\1E: ___________________________________ _ 

ADDRESS: __________ ., ... _____________________________________ _ 

PHONE#: 

CARDIOLOGIST DATE LAST SEEN: ______ _ 

PHYSICIAN NAME: ________________________ PHONE#:[__}, _______ _ 

ADDRESS: FAX#: ,___.....c. _______ _ 

NEUROLOGIST DATE LAST SEEN: ______ _ 

PHYSICIAN NAME: ______________________ PHONE#: ( ) ______ _ 

ADDRESS: FAX#: L.........L _______ _ 

JENDOCJIUNOLOGKS'f DATE LAST SEEN: _______ _ 

PHYSICIAN NAME: ____________________ _ PHONE#: L.........L ______ _ 

ADDRESS: ·----·-------FAX#:'--'---------

LOCATIOT"l': 

NOTES: 




