Dr. Brigette F. Kuhn Inc.
Patient’s Name: _________________________________________________Birth Date: __________________ SS#___________________________
Address: _____________________________________________________________  ZIP CODE: _______________


           Street                                
   City                               
             State






      Email:___________________________________

Home Phone #: _______________________
Sex: ( Male
( Female

Preferred Pharmacy: ______________________________
Occupation: _________________________________________ Employer:______________________________ Work Phone #: _________________
Federal Mandated Info Collection:    Ethnicity: _________________________________________ Race:____________________________________
Do you smoke now? 



( NO

( YES; Packs/day ___ Years ___

Do you ever smoke?



( NO

( YES; Packs/day ___ Years ___

Preferred Language: 
( English

(Tagalog

 (Chinese

( Korean
Person to contact in case of Emergency: _________________________________Relation:______________ Emergency Phone #: _______________

How did you choose this office? __________________________________________________ Referred by Doctor? __________________________

( Family/Friend

( Radio

( Yellow pages

( Other: ________________________________________________
PERSONAL DOCTOR: ______________________________Blood Pressure: _________  Height:​​​​​​​​​​​​​​​​​​_______________ Weight________________
        (I do not have any known drug allergies






                  Do you have a HEART DOCTOR?       Yes/ NO      Dr._______________________
Check those medications you are ALLERGIC to:


 Do you have an EYE DOCTOR?       Yes/ NO     Dr._______________________
( Aspirin reaction


( Codeine reaction

( Cortisone reaction

( Iodine reaction

( Local anesthetics reaction

( Penicillin reaction

( Sulfa reaction


( Tape reaction

( Other reaction: _________________________________________________________________________________________________________
Do you have any implants (i.e. heart valves, artificial knee or hip)
( NO

( YES; explain below
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Why are you seeing Dr Kuhn?                                           
Please encircle where the problem is:
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Date of foot injury OR onset of pain ___________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you been treated for any foot problems or injuries?
 ( NO
( YES; please list
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Check if you have any of the following:





( AIDS/HIV Positive

( Cancer (type: _______)

( Gout


( Menopause

( Thyroid disorder
( Anemia


( Circulation problem

( Heart disease

( Mitral valve prolapse
( Arrhythmias

( Diabetes (# years _________ )
( Hepatitis

( Rheumatic fever
( Arthritis (type:  _______ )
( Dialysis



( High blood pressure
( Sickle Cell
( Asthma


( Drug/Alcohol dependency

( Kidney disorder

( Stomach ulcers
( Bleeding disorder

( Epilepsy


( Liver disorder

( Stroke
List any other Medical Conditions, past surgeries, and serious injuries: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Are you pregnant? ( NO
( YES
 
Breast feeding?  ( NO
( YES 

List relationship to you of family members who had:

Diabetes _________________________________________
Foot problems ___________________________________________

Arthritis __________________________________________
Heart Attack _____________________________________________
Stroke ___________________________________________
High Blood Pressure _______________________________________

Cancer ___________________________________________
Birth Defects _____________________________________________
# of child births _____      Are you currently pregnant?         ( NO 

( YES

Are you slow to heal after cuts?


( NO 

( YES

Any abnormal bleeding, bruising, or scarring? 

( NO

( YES

Alcoholic Beverages? 

( None

( Rarely

( Moderately
         ( Daily
      ( Quit

Recreational Drugs


( None

( Rarely

( Moderately
        ( Daily
     ( Quit
Are you taking insulin?

( None

( Rarely

( Moderately
        ( Daily
     ( Quit

Are you taking other medications?
( None

( Rarely

( Moderately
        ( Daily
     ( Quit

Are you taking your medications
 ( None

( Rarely

( Moderately
        ( Daily
     ( Quit

as prescribed?


NOTE: IF YOU DO NOT PROVIDE CORRECT MEDICATION INFORMATION, DR KUHN CANNOT PRESCRIBE

ANY OTHER MEDICATION IF THAT IS PART OF THE TREATMENT REGIME
	LIST ALL MEDICATIONS 
	DOSE
	FREQUENCY

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	
	 
	 
	LIST ALL MEDICATIONS 
	DOSE
	FREQUENCY

	
	
	
	 
	 
	 

	
	
	
	 
	 
	 

	
	
	
	 
	 
	 

	
	
	
	 
	 
	 


Patient Information continued

All insurance that require Prior Authorizations (i.e. Medicaid) or Referrals (i.e. HPH,  HMO’s, PHC etc.) must have these in place at the time of EACH service. Otherwise the patient is responsible for ALL payments in full.
I understand that I have elected/chosen Dr. Kuhn and her office to facilitate my podiatric healthcare.

I agree to take an active role in directing my healthcare to assist Dr. Kuhn. Only I am responsible for my health and for the direction of my healthcare. Dr. Kuhn and her office is here to help me be an advocate in my own care.

I certify that the above statements are complete and correct to the best of my knowledge. I give permission to Dr. Kuhn and her office to fill all medical claims on my behalf and request that payment of benefits be made to Dr. Kuhn for services /treatments/and supplies rendered to use.

I fully understand not guarantees are made to me regarding treatment/services/or products provided. I do not hold Dr. Kuhn nor her staff liable for any adverse outcome or adverse change in my condition (s).
I understand that I am the party responsible for payment for any pat not covered by any medical insurance and any supplies dispensed to me (which may or may not be covered by insurance).

Release of Information:

I hereby authorize release of information for insurance claim purposes and to their medical entities (i.e. PCP other specialists treating me, etc.) for continuance of care. The information authorized for release may include (but not limited to) information which may be considered a communicate or venereal disease, including hepatitis, syphilis, gonorrhea, HIV, and AIDS and including notes, x-rays, reports, work slips etc.

Benefits to Physician:

I hereby authorize payments directly to the physician of the surgical and /or medical benefits. I also understand I am or my family is responsible for any portion of my bill covered by my insurance.
I agree to make FULL and COMPLETE payment within 45 days of processing of my claim by my insurance company.

If my account goes to collection, I will be assessed fees as described below. I understand I am responsible to these fees.

I understand that 24 hour notice is required to cancel an appointment or it WILL be a “missed appointment”. Subject to the fees outlined.
1. Return check charge $25.00

2. Collection Fee: 35% of balance due
Hence the account goes to collection, ALL inquiries must be directed to the Collection Agency or Lawyer. All legal fees are incurred will be collected from the patient/added to account.

3. Statements are sent to the address we on file. The 4th statement automatically is sent to the Collection Agency and an additional amount is added. At this point, all inquiries must be directed to the Collection Agency NOT this office.

4. Any dispute of a statement must be done within 30 days of the date of the first bill sent. Otherwise, the concedes the statement/bill is correct.

5. No Show (missed appointment) fee is $50.00 unless 24 hour advance notice of cancellation is documented in this office.
6. I will be responsible for payment in full if I provide incorrect insurance information or claims are denied for any reason.

PAYMENT IS EXPECTED AND DUE AT TIME OF STATEMENT

Signature confirms I have read and agree to all stated above.
______________________________________







__________________
Signature











 Date
_______________________________




Print name of PCP_____________________
Print name
