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o Dougias M. Finkal, D.P.M. F.A.

Brielle L. Reggow D.P.M P A

Office# (941) 408-0222
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0 Douglas M. Finkel, D.P.M. P.A.

Brielle L. Roggow D.P.M P.A

Office# {862) 464-3478

414 N. Brevard Ave. Arcadia, Fl. 34266
PLEASE FiLL OUT ALL 3 FORRMS COMPLETELY

Name Birth Date Todays Date
Address City ST Zip
(Mo PO Box Please)
Home Phone » ~su Phene ,
Northarn Address City ST
List dates you resicde up north: From: To: Nerihern Phone #

Back / Spine

Carotid Artery

Cataract

Mother

Father

Brother / Sister

GASTROINTESTINAL CARDIOVASCULAR
Pressure
outie Vision
ping
RESPIRATORY MUSCULOSKELETAL REURODLOGICAL
Joint Pain or Swelling
2 Pain
Tics or Tremors / Seizures
Fer ®ifice Use Daly PVD - YES / NO Response

rCE:

NEURO —~ YES /7 NO
Ceode s

Respense Date;
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o Douglas M. Finkel, D.P.M. P.A. o Douglas M. Finkel, D.P.M. P.A,
Brielle L. Roggow D.P.M P.A Brielle L. Roggow D.P.M P.A
Office# (941) 438-0222 ®ffice# (063) 484-3478

712 The Rialto  Venice, Fl, 34285 414 N. Brevard Ave. Arcadia, FL. 34266

Social Security Nurmbaer:

Nursing Station / Caretaker Phone #

Person Responsisie for Payment: Phaone #

Referred uy

{ certify that the information given by me in the applying for payment under Title XVIif of the Social Security Act is comect. | authorize any holder of
medical or other infarmation about me to release to the Social Security administration or its intermediates or carriers any information needed for

this or o relpted Medicare Ciaim. | permit & comy of this suthorization (o be used in piace of the original documant. | request payment of the authorized
benefits payahle for physician or organization fumishing the services or authorize such physician or organization fo submit fo Medicare for payment

to me. | hereby authorize the refease of any medical infermation necessary for processing insurance claims and payment of medicai benefits to myself
or the parly who accepls assignment. (Lifetime Signaturs)

Signature Print Name:
HiPAA NOTICE ®F PRIVACY PRACTEICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT.
QOur office safequard's your protected health information. We are commitied to the privacy & confidentiality of yeur health informafien whether created by us or maintained on our premises.

We are required by state & federal regulations e implement palicies & procedures 1o safequard the privacy of your health information. We are required by state and federal regulations fo abide
by the privacy pragtices described in this notice including any future revisions thet we may make t the netice that become necessary or authorized by law. individual identifiable information
abeut your past, present, or future health previsions of heafth care o you, er payment for the health care treatment or services you receive is considered profected health informatian,

We are required {o provide you with this Privacy Netice that contains information regarding sur privacy practices that explains how, when & why we may use or disclese your protected health
information and your rights and our obligations tegarding any such uses or disclosures. Except in specified circumstances, we must use er disclose only the minimum necessary protected heaith
information te accemplish the intended purpese ot the use er disclosure of such information. We reserve the right 1o change this notice at any time and to make the revised or changed notice
effective for health information we already have about you as well as any infurmation we receive in the fufure about you. Should we revisef/change the Privacy Notice, we will post a copy of the
newirevised Privacy Nofice in our office. You may alse request and obtain a copy of any new/revised Privacy Naotice from our Privacy Pracfice Manager Wendy Rass. We use and disclose
protectsd heatih information for a variety of rersens. We have a fimited right e use and/or disclose your health information for purposes of previding your supplies, payment, or fer the eperations
of our company. For other uses, you must give us ynur permission and written authorization to release: your protected heath information unless the law permits or requires us te make the use or
disclosure without your &uthorization. Should it besome necessary lo release youy protected health information te an eutside party, we will require the pary to bave a signed agreement with us
that the party will extend the same degree of privacy protection to your information as we do. The privacy law permits us fo make some uses o disclosures of your protected health information
without yaur cansent or authorization. if you would like the complete cepy of the HIPAA Notice, please ask at the front desk.
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o Douglas M. Finkel, D.P.M. P.A.
Brielle L. Roggow D.P.M P.A

Offico# (863) 424-3478
N. Brevard Ave. Arcadia, FL 34266

PRIMARY CARE PHYSICIAN
PHYSICIAN NAME:

PATE LAST SEEN:

ADDRESS:

PHONE #:

CARBICLOGIST DATE LAST SEEN:
PHYSICIAN NAME: PHONE#: ()
ADBRESS: FAX #, .,
NEUROLOGIST DATE LAST SEEN:
PHYSICIAN NAME: PHONE #:( )
ADDRESS: FAX #:¢ N
ENDOCRINOLOGIST DATE LAST SEEN:
PHYSICIAN NAME: PHBONE #:,
ADDRESS: FAX #,
LOCATION:

NOTES:






