INLAND NORTHWEST FOOT AND ANKLE
1590 E POLSTON AVE STE A POST FALLS ID 83854

PATIENT INFORMATION

We are looking forward to seeing you at your appointment with Dr. Thompson on:

. Please take a few minutes to fill out this form, plus the attached 3
forms and bring with you on your appointment. This will speed up your waiting time. Please arrive 10 minutes early and bring
in your insurance cards and picture identification. If you have any questions, please call our office at (208) 777-9794.

Name:

First Middle Last

SexxM  F Date of Birth: Patient Social Security Number:

Race: (Please Circle) American Indian, Asian, African American, Native Hawaiian or Pacific Islander, Caucasian, Other, Patient
Declined

Ethnicity: (Please Circle) Non-Hispanic, Hispanic, Patient Declined  Language: English Other:
Patient Marital Status: M S D W o

Address: Phone:

City: State Zip Code Cell:

E-Mail Address

Employer Phone
Employer Address:
Guardian: Guardian Phone

Guardian Date of Birth:

Guardian Relationship Guardian Cell

Who referred you to our office:
(Such as doctor, internet, and existing patient. If this was the phone book, please indicate which one.)

Primary Care Doctor

Emergency Contacts: Name: Phone:
Spouse: Cell:
Primary Insurance: 1D Number:
Secondary Insurance: ID Number:

Inland Northwest Foot and Ankle
(208) 7779794

*PLEASE: TURN OFF CELL PHONES & NO PETS. DRIVERS MUST STAY WITH PATIENT



INLAND NORTHWEST FOOT & ANKLE

PATIENT NAME: DATE:

VITALS: Height: Weight:

CHIEF COMPLAINT: (Please Circle) Ankle Pain  Foot Pain Heel Pain Diabetic Foot Exam  Ingrown Toenail Toenail Fungus
SIDE: (Please Circle) Left Right Both

ONSET: (How Many) Days Weeks Months Years

SYMPTOM DURATION: (Please Circle) AllDay 1% thing A.M. After Activities Other:

Ulcer

NATURE: (Please Circle) Aching Burning Dull Piercing Sharp Throbbing  Other:

GETS WORSE BY: RELIEVED BY:
REVIEW OF SYMPTOMS
CHECK ALL THAT APPLY
Chills Foot/Leg Swelling Joint Tenderness Spasms
Muscle Pain Foot/Leg Weakness Joint Instability
Fever Foot/Leg Numbness Weight Gain
ALLERGIES REACTIONS
MEDICATIONS AND DOSAGES SURGERIES COMPLICATIONS
b N
¥ N
Y N
¥ N
Y N
*IF PAIN MEDICATION IS PRESCRIBED, YOU WILL NEED TO SIGN A PAIN CONTRACT
PHARMACY NAME & LOCATION
CURRENT MEDICAL HISTORY
Arthritis Depression Gout High Blood Pressure Psoriasis
Blood Clots Diabetes Heart Disease Obesity Other
Cancer Fibromyalgia Heart Failure Osteoporosis
Last Complete Check up with Dr.
FAMILY HISTORY (please indicate M or F for mother/father)
Arthritis Cancer Fibromyalgia Gout Obesity
Asthma Depression Flat Fect Heart Disease Stroke
Bunions Diabetes Genetic Disease High Blood Pressure Other
ENVIRONMENTAL (Please Circle)
Smoking: Non-Smoker Smoker  Former Smoker Alcohol: Never Daily Weekly Monthly Yearly

OCCUPATIONAL (Please Circle)
Education: Grade HS College Graduate GED Technical Other

Physical Demands: Very Heavy Heavy Moderate Light
Current Work Status:  Full Time  Part Time  Not Working Retired On Disability

EMPLOYMENT
Employer: Occupation:

SIGNATURE DATE




Inland Northwest Foot & Ankle
Bryan T. Thompson, DPM
1590 E Polston Ave, Suite A
Post Falls, ID 83854
(208)777-9794
www.inlandfoot.com

Office Policy Agreement

Thank you for choosing Inland Northwest Foot & Ankle. We are committed to providing you with prompt and excellent foot &
ankle care delivered in a caring and compassionate manner. Your health and peace of mind are important to us. We look
forward to seeing you as a patient in our practice. We appreciate your commitment to adhere to this Office Policy Agreement.
By understanding our policy, we can provide you with the best service. Agreement with this policy is required for all medical
care.

Except as indicated below, payment is required at the time services are provided unless other arrangements have been made in
advance. We accept cash, personal in-state checks, VISA, MasterCard, Discover and American Express.

OFFICE HOURS (By Appointment Only):

e Monday - Friday: 9:00 am to 4:00 pm
¢ The office is closed for lunch from 12:00 pm to 1:30 pm

As a courtesy to other patients, we request you arrive on time. We make every effort to remain on schedule; therefore, you
must arrive on time. If you arrive more than 10 minutes late, you will likely be asked to reschedule for a later date. Your
consideration of a 48-hour notice of a cancelled appointment is greatly appreciated so that we may utilize that time for
someone else. After one "no show" we will charge a $50 fee, and chronic cancellations may result in our inability to further
schedule you.

INSURANCE: We are a participating provider with several insurance plans and we will bill your insurance as necessary. Please
bring your insurance cards to your scheduled appointment. The financial cost of services rendered is the responsibility of the
patient and /or guarantor regardless of insurance coverage. Also, please bring any physician referral documentation that may
be necessary for billing purposes or is required by your insurance company. If you are unsure of what your insurance
requirements are, please contact your customer service member department. You will usually find this toll free number on the
back of your insurance card. If you receive a billing statement that you do not understand, please call our billing department at
(208) 209-6170.

Narcotic medications and other prescriptions will be provided by our office in the immediate post-operative period only (usually
for no more than 6 weeks after surgery). Chronic pain requiring a more protracted course of narcotics is best managed by a
specialist trained to deal with chronic pain, or by your primary care physician. It is very important to note that prescriptions will
only be provided or refilled during normal office hours (not nights, weekends or holidays). Refills take 24 to 48 hours to process.
We do not refill prescriptions after 3:00 pm on weekdays and after 12pm on Fridays. Please plan ahead. We do not replace lost
or stolen prescriptions so please keep these in a safe place.

Patient Printed Name Date

Signature of Patient/Guardian



lnband Northwest Foot & Arkte

Bryan Thompson, D.PM.

1590 E. Polston Ave Ste A
Post Falls, ID 83854
208-777-9794

FINANCIAL POLICY

Patient Name:

All payments are due when services are rendered. For cash only patients, a 15% discount applies.
For insurance patients, all copays are due at the time of service.

e |fa payment plan is needed, we can do a 60 day payment plan. In order for us to do this, we will need a signed
agreement and your credit card information. Your credit card will be charged on the due date.

e There is a monthly 2% interest charge on unpaid balances.

e You will be sent up to three notices for your financial responsibility. After the third and last notice, your
account will be forwarded to our collection agency. We will no longer see you as a patient if your account is
sent to collections.

e Any concerns or disputes that cannot be resolved will need to be discussed with Dr. Thompson during a follow
up visit.

ASSIGNEMENT OF BENEFITS

I request that payment of authorized insurance benefits, including Medicare, if | am a Medicare beneficiary, be
made on my behalf to the organization listed above for any equipment or services provided to me by that
organization.

| authorize the release of any medical or other information necessary to determine these benefits or the benefits
payable for related equipment or services to my insurance carrier or other medical entity. A copy of this
autharization will be sent to my insurance company or other entity if requested. The original authorization will be
kept on file.

| understand that | am financially responsible to Inland Northwest Foot and Ankle for any charges not covered by
health care benefits. It is my responsibility to notify our office of any changes in my health care coverage. In some
cases exact insurance benefits cannot be determined until the insurance company receives the claim. | am
responsible for the entire bill or balance of the bill as determined by our office and/or my health care insurer if the
submitted claims or any part of them denies for payment. | understand that by signing this form 1 am accepting
financial responsibility as explained above for payment for products received.

Signature Patient/Guardian Date



Inland Northwest Foot & Ankle

Bryan T. Thompson, DPM
1390 E Polston Ave, Suite A
Post Falls, 1D 83854
(208)777-9794

www.inlandfoot.com

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Inland Northwest Foot and Ankle has a responsibility to protect the privacy of your health care information and to provide a Notice of
Privacy Practices that describes how your health care information may be used and disclosed, how you can access your health care information,
and whom to contact if you have questions, concerns, or complaints.

We may change the Notice of Privacy Practices at any time, and you may contact Tina Galbraith Office Manager 208-777-9794 to obtain a
current copy of the Notice of Privacy Practices or to ask questions.

By my signature below, I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or had the
opportunity to read if I so chose) and understood the Notice.

Patient Name (please print)

Patient

Legally authorized individual’s signature

Printed name if signed on behalf of the patient  Relationship (parent, legal guardian, personal representative)

AUTHORIZATION TO RELEASE INFORMATION

I authorize the following individuals to have access to my "Protected Health Information," to schedule and cancel appointments and to obtain
financial information on my account.

Please list names:

I give permission for Inland Northwest Foot & Ankle to leave a detailed message.

Yes No

Signature: Date:

For Office Use Only

Office staff complete below:
I have attempted to obtain the patient’s signature on this form, but was not able to obtain it for the reason(s) listed below:

Date: Staff member initials:

Reasons:

May 2013
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