DANIEL BELL D.R.M.
”

REGISTRATION FORM

PLEASE PRINT

PATIENT INFORMATION

Patient’s last haniéfﬁbe/ﬁb’o):

Birth dafe (Fecf}é de Mac):  f
“Heme shone (Teleforo): { }
Street Address (Direcoion)js
City(Giudad):

Smpéover {Empleadors

First (Nombre):

I _Soc’iai Secug-;&y _Nu: _
Celt (Cetular): 3

Employer Address (Direccdion de Empleadon:

Referred by (Referide por; U Dr. Hame

Other family members seen hera:

{(Ctros miembros de la familia vistos aquiy.

- PaTE: :
Middie Sex: M OF
&ge (Fdadis _

Drivers License &

Email ( Correo efecironico):
Apt, B
State (£stado)s Zip Code:

Emplover phone
{Telefong Trab.) £ %

Dr. Phone (Tefeforno 02/ Or) #

_INSURANCE INFORMATION IS THIS PERSON COVERED BY INSURANCE? 0i YES O NO

Primary Dortor Name (Doctor primario):

Person responsible for bhill: S5# Phone:
{Persona responsible de cuerta): Birth Date (Telefongy:
{(Fecha de Nac):
A {
?gf;iigz; ?};ﬁgg;; . Employer address (Direcdion del Empleador):
Primary Insurance
{(Seguro del primaric): Pallcy (Mumerc de polifica) #
Birth date (Fecha de Nac.):
Subscriber’s name (NMombre de suscripfor: ' / /

Patient’s relationshis to
subscriber:

{(Reladon de! paciente af suscriptor):

Mame of secondary insurance
(&l nombre de seguro sscunaario)

Patient’s relationship to subscriber:

{Relacion gel paciente af suscriptory.

Name (Lontacto de emergencia):

0 Self U Spouse 2 Child 23 Other
Subscriber’s name:
(Nombre de suscripfory:
n a
Self LI Spouse Chiid L Other

IN CASE OF EMERGENCY

Relationship (Refadon):

_ Phone no?(Tefefona) { 3

" Home ?h@né

Faxmo. (Teloonodefad i )
Address if differant from shova
{Diraccion difereries de amiba):

' Eéﬁ;ﬁ!oyer phione

{Tetefons Trab): {

et

Group (Agripe numsmc: #

Subscriber's 5.8, no.:
{ Numberg 5.5. def suscripton

Co Payment 3

?o%iéy{ﬁzfmers oe poifiics) #

Groug (Aorupe numercy: &

Wtk Phone :

{ Teleforo de cass) {Telefons Tralh

The above information is frue to the best of my knowledge. T authorize my insurance benefits be paid directly to the phvsician. T understand
that I am financially responsible for any balance, I also authorize [Name of Practice] or insurance company to release any information reguired

processing my claims.,

Patient/Guardian signature

Date:

{& paciente / Firma de guardian

CURRENT PROBLEMS LIST:

{Fecha}

{Lisia de fos problemas actuales):

LENGTH OF TIME
FOR CURRENT

{Izguierdo)

Please use circles and
arrows to indicate
painfis], injured or

probleen arcals)

{Derecho} = DAYS
Right T WEEKS
O MONTHS
I YEARS

PROBLEM:




PAST MEDICAL HISTORY

Patient Name:
(Nombre del Paciente)

Current Medications List:
{Actual lista de medicamentos)

Are you currently taking any of the following?
{ ;Ests tomando algupa de las siguientes? )
OEchinacea oGarlic oGinger 0Gingko Biloba oSt John’s Wort oGinseng cKava kava
dFeverfew  OEphedra
Allergies:
{Alergias)
o Peniciliin - o Sulfadrugs 0 Aspirin o Codeine olodine/shellfish olape

o0 Local anesthetics o General anesthetics o Latex

& Other antibiotics 0 Non-steroidal medications o Other pain medications
(Otros antibidticos) (Medicamentos sin esteroides) {Otros medicamentos para el dolor)

Medication allergies (Alergias a los medicamentos):
Food allergies (Alergias alimentaria):
Environmental allergies (Alergias ambientales):

Previous Injuries: Previous Surgeries; Previous Hospitalizations:
(Lesiones anteriores) {Cirugias previas) (Hospitalizaciones previas)
Patient Signature: BDate:

(Firma del paciente) (Fecha)



NAME:

DAXIEL BELL D.P.M.

ILLNESSES

MAJOR DISEASE: ARTHRITIS:

oDiabetes
oHypertension
oAngina
oileart Attack
oArrhythmia
OMurmur
ostroke
oChest Pain

aOsteoarthritis
oRheumatoid
oGout
oSero-negative:

VASCULAR:
OAnemia
oSickle Cell

MISCELLANEQUS:

oEpilepsy

OThyroid Disease
oMuscle Disease
cKidney Problems
mBladder Problems
oProstate Problems
oVenereal Diseass
oSkin Conditions

oBleeding Disorders oCancer History
HEENT: oPoor Conditions oHepatitis
oHeadaches oNight Cramps
nEye Problems rleg Pain when Walking PSYCHOLOGICAL:
oHearing Problems oVein Problems oAnxiety

OSpider Veins oDepression
RESPIRATORY: oVaricose Veins nPsychiatric
oAsthma oSwelling Phiebitis oDrug Dependence
oBronchitis oLeg Ulcerations oAlcohol Dependence
DFrequent Colds oBlood Clots
oLung Disease oTransfusions OTHER ILLNESSES:
r1Shortness of Breath
oTuberculosis GASTRONINTESTINAL:
oEmphysema oUlcers oBowel Disorders

ciStomach Problems oGl or Rectal Bleeding

oiHiatal Hernia oAcid Reflux (GERD)
SOCIAL HISTORY: oSingle

uMarried

Cccupation: Alcchol: oz/day/week
Athletic Activities: Tobacco: pks/d for _vrs
FAMILY HISTORY:
Signature of Responsible Party Date




DANIEL BELL DPM, PA
Adult and Pedigtric

Foot & Ankle Surgery

Sports Medicine

Wound Care

PATIENT CONSENT FORM

I, the undersigned, hereby consent to the following:
-Administration and performance of all treatments
-Administration of any needed anesthetics

-Performance of such procedures as may be deemed necessary or advisabie in the treatment of this patient
-Use of prescribed medication

-Performance of diagnosiic procedures as may be deemed necessary or advisable in the treatment of this patient
-Use of prescribed medication

-Performance of diagnostic procedures/tests
-Taking and utilization of cultures

-Performance of other medically accepted laboratory tests that may be considered medically necessary or advisable based on ths
Judgment of the attending physician or their assighed designees

I fully understand that this is given in advance of any specific diagnosis or treatment.
I intend this consent to be continuing in nature even after & specific diagnosis has been made and treatment
recommended. The consent will remain in fuli force until revoked in writing.

I, the undersigned, authorize that Daniet Beli; D.P.M. will use and disclose my information for the purpases of treatment, payment and
healthcare operations.

Treatment includes but is not timited to: the administration and performance of ail treatments, the administration of any needed
anesthetics, the use of prescribed medication; the performance of such proceduras ad my be deemed necessary or advisable in the
treatment of this patient, such as diagnostic procedures, the taking and utilization of cultures and of other medically sccepied

laboratory tests, all of which the judgment of the attending physician or their assigned designees, may be considered medically
necessary or advisable.

Payment includes but is not Uimited to: the authorization of payment directly to: Daniel Bell, D.P.M. of benefits otherwise payable to
me. | hereby authorize the release of my medical records to third party insurers or authorized persons to whom disclosure is necessary
to establish or callect a fee for the services provided, such as billing and collection services, insurance pavers, auio accident insurers,
or for work related injury, to my employer or designee understand that | am financially responsible for charges not covered. |
understand that patient records may be stored electronically and made available through computer networks.

Healthcare Operations include but are not limited to: release of my medical information to any of my physicians and their offices or
insurance companies participating in my care or treatment and the quality of that care.

I fully understand that this is given in advance of any specific diagnosis or treatment. | intend this consent o be continuing in nature
even after a specific diagnosis has been made and freatment recommended. The consent will remain in full force unti] revoked in
writing. This consent specificatly includes the release of medical information concerning drug-related conditions, aicdhotism,
psychological conditions, psychiatric conditions, and/or infectious diseases including but not iimited to blood-borne dizeases.

A photocopy of this consent shail be considered as valid as the original.

If there is an exposure, and the patient’s test is positive, the attending physician will notify the patient, any person exposed, and the
Broward Health Department and appropriate counseling will be offered.

MEDICARE PATIENTS; | AUTHORIZE TO RELEASE MEDICAL INFORMATION ABOUT ME TO THE Social Security Administration or its
intermediaries for my Medicare claims. 1 assign the benefits payable for services to Daniel Bell, DB M.

t acknowltedge that | have been given the Dr. Bell Notice of Privacy Practices. | understand that i | have guestions or complaints that |
should contact the Privacy Official. Patient Initial:

i certify that | have read and fully understand the above statements and consent fully and voluntarity to ifs contents,

Patient (or Responsibie Party) Signature Date



DANIEL BELL 1.2 - DANIEL BELL DPM, PA |
T P Adult and Pediatric

Foor & Ankle Surgery

Sports Medicine

Wound Care

INSTITU

NOTICE OF PRIVACY PRACTICES
PATIENT ACKNOWLEDGEMENT

PATIENT NAME: DATE OF BIRTH:

I have received this practice’s Notice of Privacy Practices written in plain language. The Notice provides
in detaii the uses and disclosures of my protected health information that may be made by this practice,

my individual rights and the practice’s legat duties with respect to my protected health information.
The Netice includes:

e A statement that this practice is required by law to maintain the privacy of protected health
information.
A statement that this practice is required to abide by the terms of the notice currently in effect,
Types of uses and disclosures that this practice is permitted to make for each of the §§£Eowmg
purposes: treatment, payment and health care operations.

= A description of each of the other purposes for which this practice is permitted or required to use
or disciose protected heaith information without my written consent or authorization.
A description of uses and disclosures that are prohibited or materially limited by law.

¢ A description of other uses and disclosures that will be made only with my written authorization
and that may revoke such authorization.

e My individual rights with respect to protected heaith information and 2 brief éetmpﬁm of how |
may exercise these rights in relation to:

-The right to complain to this practice and to the Secretary of HHS if | believe my privacy
right’s have been violated, and that no retaliatory actions will be used against me in the
event of such a complaint.

-The right to request restrictions on certain uses and disclosures of my protected healih
information and that this practice is not required to agree to a requested restriction,.
-The right to receive confidential communications of protected health information.

-The right to inspect and copy protected health information.

-The right to amend protected health information.

-The right to receive an accounting of disclosures of protected heaith information.

-The right to obtain a paper copy of the Notice of Privacy practices from this practice upon
reguest,

This practice reserves the right tot change the terms of its Notice of Privacy practices and to make new
provisions effective for all protected health information that is maintains. | understand that | can obtain
this practice’s current Notice of Privacy Practices on request.

Signature: Date:

Relaticnship to patient {if signed by a personal representative of patient):

601 N. Flamingo Road, Suite 208
Pembroke Pines, FL. 33028
{954} 942-5005
{954} 432-94456 fax



INSTITUTE
DANIEL BELL, D.P.M, PA THIS 15 QUR OFFICE FINANCIAL POLICY PLEASE SIGH BELOW,.
We at Dr. Bell’s office are committed to providing you with the best possible care. if you have Medical insurance, we

are eager to help you receive your maximum allowable benefits. In order to achieve these goals, we need your
assistance, and your understanding of our payment policy.

Payment for services is due at the time services are rendered. if you have no insurance of your insurance is not valid
on the date of service you are personally responsible for any and all fees. We accept payment in the form of cash,
check, MasterCard, or Visa. We will be happy to help you process your insurance claim at each visit.

You must realize, however that any co-payments required by your insurance company must be paid at the time of
service. Because this is an insurance requirement, we cannot bill you for these.

1. insurance is a contract between YOU and your INSURANCE COMPANY. If we are contracted with vour insurance
company, we must follow our contract and their requirements. If you have a co-pay or deductible, you must
pay that at the time of service. It is the insurance company that makes the final determination of your
eligibility. if your insurance company requires a referral and/or preauthorization, you are responsible for
obtaining it. Failure fo obtain the referral and/or preauthorization may result in & lower payment or non
payment/deniai from the insurance company and you will be personally responsibie for any unpaid charges.
Your INSURANCE COMPANY states: Benefits are based on information availeble at this time and are subject to
coverage in effect on the date of service. This is not a guarantee of payment. Non-payment of premiums and
other contractual limitations may result in denial of benefits or refunds.

2. Our fees generally fall within the acceptable range by most insurance companies, and therefore are covered up
to the maximum allowance determined by each carrier. This applies cnly to companies who pav a percentage
{such as 50% or 80%) of U.C.R.. “U.C.R.” is defined as Usual, Customary and Reasonable fees for this region.
Thus, our fees are considered Usual, Customary and Reasonable by most companies. This does not apply 1o
companies who reimburse based on an arbitrary “schedule” of fees, which bears no relationship fo the current
standard of fees and cost of care in this area.

3. Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily refuse to cover
certain services. We have no contro! over this.

4. MEDICARE PATIENTS: We would like you to understand that taking ASSIGNMENT mezns that YOU are
responsible for the YEARLY DEDUCTIBLE OF $162.00 and for the 20% (CO INSURANCE) of what Medicare
allows. YOU are also responsible for services that your co-insurance doesn’t cover. IF your co-insurance
doesn’t pay this amount, YOU are responsible for it. '

Unlike some offices, the FILING OF INSURANCE CLAIMS is a COURTESY that we have always extended o our patients.
However, all charges are YOUR responsibility, NOT your Insurance Company’s. We will make our BEST EFFORT to

collect from the, but if, despite our best efforts, if we are NOT SUCCESSFUL, YOU are responsible for the unpaid
balance.

We realize that tempoerary financial problems may affect timely payment of your account. We dor’t want any financial

problems to get in the way of our good relationship with you. If such problems do arise, we encourage you to contact
us promptly for assistance in the management of vour account.

If you have a balance on your account, we will send you a monthly statement showing charges and any payment or
credits applied to your account. Unless other arrangements are approved by us in writing, the balance on your
statement is due and payable when the statement is issued, and is past due if not paid by the end of the month.

If you have any questions about the above information or any uncertainty regarding insurance coverage, PLEASE don't
hesitate to ask us. WE REALLY ARE HERE TO HELP YOU.

| authorize payment of MEDICAL BENEFITS be made on my behalf to Dr. Daniel Bell, for any services furnished to me. |

authorize the release of any medical information held by Dr. Daniel Bell to the heaith care financing administration
and its agents, to process my claims.

The Financial Policy continues on the back side of this page.

Please print: Patient’s name Patient Signature Date

Responsible party if not the patient Your Signature Date



DANIEL BELL D.PM. o000 DANIEL BELL DPM, PA
: Aduit and Pediarric
Foot & Ankle Surgery
- i Sports Medicine
INSTITUTE Wound Care

THIS IS REQUIRED BY THE FEDERAL GOVERNMENT FOR YOUR
PROTECTION AND PRIVACY

[1 | AUTHORIZE THE OFFICE OF DANIEL BELL DPM TO LEAVE A MESSAGE OR VOICE MAIL ON MY

ANSERING MACHINE, TELEPHONE OR CELL PHONE IN REGARDS TO MY TREATMENT, APPOINTMENT,
CR SURGERY THAT IS TO BE SCHEDULED. -

1 iponot AUTHORIZE THE OFFICE OF DANIEL BELL DPM TO LEAVE A MESSAGE OR VOICE MAIL ON

MY ANSERING MACHINE, TELEPHONE OR CELL PHONE IN REGARDS TO MY TREATMENT, APPOINT, af\erT
OR SURGERY THAT IS TO BE SCHEDULED.

L] 1 AUTHORIZE THE STAFF OF DANIEL BELL DPM TC DISCUSS MY TREATMENT, APPOINTMENT OR
SURGERY THAT IS TO BE SCHEDULED WITH THE FOLLOWING:

NAME: RELATIONSHIP:

PATIENT SIGNATURE DATE

601 K, Flamingo Road
Suite 208
Pembroke Pines, FL 33022
{954) 942-500%

{954) 432-9446 fax



* DANIEL BELL DPM,

T;tal amount due_:--.'_'- = y ?gg . “g’ a

1 LIBRO DEL PACIENTE

A

Data: Payment Amount

DANIEL BELL DR

Terms:

PAYMENT AGREETMENT
{Acuerdo de pago)
THIS AGREEMENT WILL REMAIN IN EFFECT UNTIL DANIEL BELL B.P.M. IS PAID IN FULL,
{Este Acuerdo permanecera en vigor hasta Daniel Bell DPM se paga por completo)

Signature: Data:
(Firma) {Fecha)

! agree to pay by(Estoy de acuerdo en pagar por): 00 CHECK O CREDIT CARD O CASH

i\iameﬂ._(_il_\ic__}mbre)

Billing address

(Direccion de

facturacion) o - L -

City (Cludad) e . State - ZipCode

-{F'?i?gfi?'::e) (home/casa) (business/trabajo)

Telephone  (cell)
. E-Mait

Name on Credit Card .
Credit card number o r A /

£l
5

C! Visa DM[C_ ) 3 Digit c__ode on back Q__f__;ard

DATE PAYMENT METHOD NOTE CREDITS BALANCE




Notifier(s):

Identification Number;

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE {ABN)
NOTE: If Medicare doesn’t pay for items checked or listed in the box below, you may have o pay. Medicare does
not pay for everything, even some care that you or your health care provider have good reason to think vou need.
We expect Medicare may not pay for the items listed or checked in the box below.
Listed or .
“Checked
Ttems:
‘Only:

Reason

Medicare
May Not
Pay: '

- Estimated
Cost:

WHAT YOU NEED TO DO NOW: T -
®Read this notice, so you can make an informed decision about your care.

®Ask us any questions that you may have after you finish reading.
*Choose an option below about whether to receive the checked items listed in the first box above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance that you might have, but
Medicare cannot require us to do this.
‘Optiens: - ... Check only one box. We cannot cheose a box for You. o . .
LI OPTION 1. Iwant the listed above. You may ask to be paid now, but I also want Medicare
billed for an official decision on payment, which is sent to me on a Medicare Summmary Notice (MSN). 1
understand that if Medicare doesn’t pay, I am responsible for payment, but I ean appeal to Medicare by
following the directions on the MSN, If Medicare does pay, you wiil refund any payments [ made to you,

less co-pays or deductibles.

L2 OPTION 2. T want the listed above, but do not bill Medicare. You may ask to be paid now as
I am responsible for payment. I cannot appeal if Medicare is not billed.

LI OPTION 3.1 don’t want the listed above. I understand with this choice T am not respoasible
for payment, and I cannot appeal to see if Medicare would pay.

Additional Information:

This notice gives our opinion, not an official Medicare decision. If vou have other guestions on this notice or
Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive 2 Copy.

Signature: Date:

According 1o the Paperwork Reduction Act of 1995, no persons 2re required to respond to a collection of mformation unless Cisplays a vaid OMB control number. The valid OMS control number for this

informetion coliection is 0938-0586. The fims required to complete tiis information ollsction is estimated o average 7 minules per response, including the tims to review instructiens, search existing data
resources, gather the date neaded, and complete and review the information collection. if you have comments concering tha accuracy of the time estimate or suggestions for irproving this form, please wrile to:
i ard, Attn: PRA Reports Claarance Officer, Raltiranre Marviand 124418581

CMS, 7500 Sacurty Bouls
Form CMS-R-131 (02108}

Fore Approved: OME No. 0938-0366



i, | , hereby state that | have marked foot
discomfort, and my ability to walk is fimited, when { don't receive podiatric
care, due to the fact that my toe nails have a fungus infection and:

L1 are enlarged and thickened and cause pain when walking in
shoes. - .

1 the corners dig In and cause pain when walking in shoes

L1 the nails just hurt whenever I walk in shoes

Due to the above problems, | need periodic pediatric care to either reduce
the thickness of the nails or to remove the corners, so that | can walk
without pain and avoid infections caused by ingrown nails. [ am aware that

clinical evidence of mycetic {fungus} infection of my toe naiis has been
documented by my podiatrist.

Date Signature ' Circle Painful Nails
- Si141312i1i AL 9272374 8
Sl413/2 11aL1 11,213 4.8
514131211 ]AaL . 1112 21418
51413 2/11aL1 1112234 8
1413 211 pp8 1423418
Si4:312111 88 (112 2 4.8
514131211 1AL /112 3 415
314 31211 AL 11273 4158
Sle13|211|AaLL 11i2/2/4.8
514:13|2/1|A11 (1/2 3 4 5
514132 11a1 L1912 3 418
514312/ 1]A1] (1.2 314158
S{413|2 1AL 1912731418
S1413 21 ALL 1iz2/3/4:8
S1413:2/11ap1 112 2 418
Si4i13jz2t a1tz 32 418




e

Do | Need a Test for PAL

Peripheral Arterial Disease (PAD) is a serious circulatory problem in whick the Blood
vessels that carry blood to your arms, legs, brain, or kidneys, become rarrewed or clogged
ft affects over & million Americans, most over the age of 56, it may resull in log discomfors
with walking, poor kealing of leg sorves/ulcers, difficuit to control blood pressure, or
symptoms of stroke. People with PAD gre af significantly increased risk for stroke and
heart attack. Answers to these guestions will detorming if you are at risk for PAD and ifa
vascular exanm will help us better assess your vascular heglth status.

Name: Diate:
Circie “Fes” or “No”:

Test for PAD
i 20 you have foot, calf, buttock, hip or thigh discomfort (aching, Yes No 1

fatigue, tingling, cramping or pain) when you walk which is
relisved by rest?

2. Do you experience any pain at rest in your lower legisjorfeet? Yes No P

3. Do you experience foot or foe pain that often disturbs voursleep? Yeas  No L

4, Are your toes or feet pale, discolored, or bluish? Yes  No B

5. Be vou have skin wounds or nlcers on your feetortoes thatare  Yes Mo E
slow to heal (8-12 weeks)?

6. Has your doctor ever told you that you have diminished or Yes No O
absent pedal (foot) pulses? '

7. Have you suffered a severe njury to the legls) or feer? 7 Yes  He o

8. Do you have an infection of the leg(s) or feet that may be Yes e P
gangrenous (black skin tissue}?

Patient Signature: :

Physician Signature: Date -




Do | Need a Test for CVi?

Chronic Venous Insufficiency (CVI) is a sevious circulatory problem iz which the leg veing
cannot pump enough blood back to your heart, It affects over 2.5 million Americans, most
over the age of 40, Symptoms of CVT include varicose veins, skin problems, leg and gnile

aig FE-

swelling, fight calves, and legs that feel heavy, tired, restless, or achy, Factors that can

increase the visk of CVT include pregrancy, obesity, smeking, standing or sisting for long
periods of sime and not getting enough exercise. Answers io these guestions witl determine
if you are at visk for CVI and if @ vascular exam wilf help us better assess your vascuiay
health siztus. '

Name: Bater
Circle “Yes” or “Ng”s Test for Venous
Bisease

1 Are your legs swollen, painful, red or warm to the touch? Yes Na o

2. Have you had a blood clot in a vein that caused inflammation, Yes Mo T
pain or frritation?

3 Do you have varicose veins {veins that are enlarged or swollen  Yes No 1
and raised above the surface of the skin} in the legs?

4. Have you had a Deep Vein Thrombosis {DVT) in the pastand  Yes No o
ar¢ experiencing pain, swelling, changes in skin color, celbglites,
or non-healing ulcers?

5. Do your legs feel beavy, tired, restiess or achy? Ye:  Ng {1

6. if you push on your swollen foot, ankle or leg for 10 seconds Yes  No
and release, does your {ingerprint leave 3 dimple? :

7. If vour feet, ankles and legs are swollen, does the skin feok Yes  MNp Pl
stretched or shiny? :

. Do you have an ulcer on the ingide of vour ankle? Yes Mo L

Patient Signature:

Physician Signature: Date :




