
wELCcllEt Please talre a few mcmcnts ec flll cut cur
papcrucrlr sc uc may Detten asslst ycu
PATIEXI TXFCRNATICX

Dote:

Lost Nome:.

First Nome: MI_
Mailing Address:

City. Stote Zio Code

Physicol Address:

IXSURAXCE IXFCR!|ATTCX

Primary fnsurance Company Name.

Whose nome is insuronce in2

ID #:

Group #

City

Cell Phone #:
Home Phone#:

Work Phone#t

Sex: XM !F Birthdote

Moritol Stotus: n Morried ! Widowed

u Single n Minor ! Seperoted E Divorced

- Partnered for _yeors

Stote Zip Code- DOB-SS#.
Relotionship to potient:

Eff ective Dote:

Secondary Insurance Company Name.

Whose nome is insuronce in?

5S#
Employer/
School:

Fomily Physicion (reguired if you hove Medicore)

ID#

Group #

DOB_ss#
Relotionship to patient:

Ef f ective Dote:

Whom moy we thonk for referringyou/ How
did you heor about usZ

Stote Zio Code

7691 Olacier Hwy.
Juneou, AK 99gOl

Tel:9O7.769.5516
Fax:9O7.523.6991

Parenl/Guordion:



lledical lllstory
Describe your foot problem: Any post problems with your

f eet and onkles?
Weight:

Height:
!

Shoe Size:

width:

How long hos it beenbothering
you?

Any post surgicol procedures on
yourfeet&onkles2

Dqte of Birth:

ALLERoIES/ SENSITIVE

I Adhesive/Tape n Antibiotics

f Locol Anesthetics n Aspirin

E Tope ! Betodine I Codeine

! Demerol ! fodine E Sulfo

E Penicillin ! Seofoods

[: Anticoogulont Theropy

! Other

Pleose check which foot problems you now hove or hove hod in the post:

'Ankle Pain !
Athlete's Foot tr

Bunions n

Corns/ Colluses E

Cramps/ Numbness in f eet or legs n

Flot Feet !
fngrown Toenoils E

Swelling in onkles or feet 1

Plontar Worts n

Tired u

Heel Poin X

-L

Do you hove diobetes? n No n Yes

Tf yes, do you toke insulin? ! No n Yes

# of years

Hove you hod ony serious illnesses? n No ! Yes

Hove you hod ony mojor surgeries2 ! No E yes

Areyou under o physicion's core2 ! No ! Yes

Tf yes, for whot conditionZ

Dote you lost sqw your fomily physicion_
Moy we contoct your physicionZ n No ! Yes

Nome of your phormocy

Whot medicotions do you toke regulorly?

Juneou, AK

aaaooooaoo aaoaaaaa



Check if you hove hod ony of the following:

IAIDS/ HfV nAnemio DAngino lArthritis lAsthmo UArtificiol Heart Volves or Joints
nBock Problems aConcer DBleeding Disorders tlChemicql Dependency nChest poin lstroke
lChronic Diorrheo lCirculotory Problems tr Eor Problems nEpilepsy nEye Problems lFointing
n6out lHeodoches lHeort Diseose lHemophilio lHepotitis/ Jaundice lHigh Blood Pressure
lKidney Problems nLiver Diseose lLow Blood Pressure lNeuropothy nPhlebitis ERosh

nPsychiotricCare lRodiotion Treotment lRespirotory Diseose XRheumoticFever Especiol Diet
xShortness of Breoth nsinus Problems n Swollen Neck Glonds ETuberculosis nUlcers
nvoricose veins avenereal Diseose lweight Loss, unexproined

Do you smoke? ENo DYes Employment:

# of pocks? _
Previously smoked? lNo EYes

# of years? _
Do you drink olcohol? nNo

Tf yes, how much?

Jl-Z servings per week

AL-? servings per doy

fMore fhon 2 servings doily

lSit ot work

lStond ot work

nStond & Wolk ot work

lYes lRetired

!Unemployed

I HEREBY CONSENT AND 6rVE iAv PER,lmssION TO DR. LAIA (AND THE DOCTOR'5
ASSISTANTS oR DESIGNATED REPLACEIAENT) TO AD,UTNISTER AND PERFOR,U SUCH
PROCEDURES uPoN IAE As rHE DocroR DEE,us NEcEssARy.

STGNATUPE OF PATTENT PARENT, aUARDIAN OR PERSONAL REP

PLEASE PRTNT NAN4E OF PATTENT PAPENT 
^UARDTAN, 

OR PEPSONAL REP

oaaaotoa oaaaaaaaaoa



SOUTHEAST FOOT & ANKLE CENTER, INC

It is our policy to bill your primory, secondory & tertiory lnsuronce compony. This is o service provided for
your convenience os long os you present your insuronce identificotion cord (s) ot time of visit.

Your insuronce compony will bose their reimbursemerrt rotes on whot they consider os usuol & customory.
They moy not toke into considerotion the increosed cost of medicol treotment in our oreo, especiolly if the
rotes ore bosed out of Juneou. Some of our services moy nol be covered or be considered necessory
under your insuronce policy. lt is your responsii:ility to coll your insuronce compony if you hove questions
obout your cloim. For ony procedures/supplies your insuronce compony does not poy, it is your
responsibility to poy the bolqnce in full. lf your insuronce compony foils to poy ofter 90 doys, it is your
responsibility to poy the bolonce in full. We offer o poyment plon without interest chorges if you ore
unoble to poy your bolonce in full.

lf you ore not covered by medicol insuronce, poyment is required ot time of service unless prior orronge-
ments hove been mqde. For your convenience we occept VISA or MosterCord, checks, money order, or
cosh. There is o $25 fee for oll returned checks. Returned checks must be recovered within I0 doys or the
potient moy be denied future services from us.

Bolonces not poid ofter 90 doys will be subiect to collection & legol services. Heolth services from us moy
be denied until the occount is no longer delinquent.

In rne EvENT THAT you ARE UNABLE To KEEn A SCHEDULED ApporNTMENT, rr rs ouR
EXPECTATION THAT YOU WILL CALL OUR OFFICE PRIOR TO YOUR SCHEDULED TIME. WE
RESERVE THE RrGHT TO CHARGE YOUR ACCOUNT OF $50 FOR MTSSTNG AN AppOrr{TMENT
WITHOUT NOTICE. TNTS FEE MUST BE PAID PRIOR TO SCHEDULII{G ADDITIOilAL
APPOII{T1.lEI{TS.

AUTHORIZATION

I. I hereby give permission to the doctor to releose ony informotion requested by my insuronce compony
ocquired in the course of my exominotion ond treotment.

2. I hereby outhorize ond direct my insuronce benefits to be poid directly to the doctor. I om finorrciolly
responsible for ony non-covered service (s) or deductible (s)

3. I hereby give permission to the doctor to odminister treotment ond perform such generol procedures, os

he rnoy deem necessory in the diognosis ond treotment condition.

I hove reod ond ogree to the terms obove of Southeost Foot & Ankle Center, lnc.

ANH T. tAM
DOCTOR Of PODIATRIC

MEDICINE

769I GI.ACIER HWY
JUNEAU, AK 99801

Phone: 907.789.551 I
Fox: 907.523.6991

E-muil:
SEFOOT@IHOTIVIAIL.COM

(Signoture of potient of responsible porty) Dote

-ti,' ..' i. :
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How your HEALTI| lNt0Rl',lATl0N may be used

To Provide Treatment

We will use your HEALTH lNtORl,lATlON within our office to provide you

with the best health care possible. Thi: may include administrative and clinical

office procedure: designed to optimize scheduling and coordination of care

between physi<ian a55i5tant, nur5e, physician and business

offire staff. ln addition, we may share your health information

with referring physician:, clinical and pathology laboratories,

pharmacie: or other health care personnel providing

you treatment.

Io 0btain Payment

We may include your health information with an invoice used to colle(

payment for treatment you re(eive in our office. We may do thi: with

in:urance forms filed for you in the mail or sent electronically. We will

be lure to only work with companie: with a :imilar commitment to the re(urity

of your health information.

To (onduct Health (are 0perations
Your health inlormation may be used during performanre

evaluations of our staff. Some of our best tea(hing

opportunities u5e (linical :ituation: experienced by

patients re(eiving care at our office. As a result, health

information may be included in training programs for student:,

interns, a::ociates, and business and clinical employee:. lt i: also

posible that health information will be disclosed during audit: by

in:urance <ompanie5 or government appointed agen<iu a: part of

their quality asurance and compliance reviews. Your health information may be reviewed

during the routine proce::e: of certification, licensing or <redentialing activities.

Dear Patient:

This is not meant to alarm you! Quite the opporite!

It is our desire to (ommuni(ate to you that we are taking

the new Federal (HIPAA - Health lnsurance Portability and

Accountability Act) laws written to protect the confidentiality

of your health information seriously. We do not ever want you

to delay treatment because you are afraid your personal health

history might be unne(esrarily made available to others outride

of our office.

5o what has changed?

Why a privaq policy now?

Very good questions!

The mo:t significant variable that ha: motivated the [ederal government to legally

enforce the importance of the privacyof health information is the rapid evolution

of romputer technology and ir use in healthcare. The government has appropriately

:ought to standardize and protect the privacy of the electroni< exchange of your health

information. This ha: <hallenged us to review not only how your health information

is used within our computer: but also with the lnternet, phone, faxes, <opy machines,

and char$. We believe thi: has been an important exer<ise for us because it ha: di:ciplined

ur to put in writing the policies and procedure: we use to ensure the protection of your

health information everywhere it is used.

We want you to know about the:e policies and proceduro which we developed

to make:ure your health information will not be shared with anyone who doe5 not require

it. 0ur office ir 5ub,ie( to State and federal law regarding the confidentiality of your health

information and in keeping with these law:, we want you to understand our procedure:

and your rights as our valuable patient.

We will u:e and communicate your

I|EALTH |NIORHATI0N only for the purposes of

providing your treatment, obtaining payment and

conducting health care operation:. Your health

information will not be used for other purpose: unlels

we have asked for and been voluntarily given your written permission

.-) ln Patient Reminders

nffO Becaure we believe regular care is very imponant

Tt S / ' ' to your general health, we will remind you of a scheduled
- 

.. 
,, [.', ,1, \ , ' appointment or that it is time for you to (onta(t u: and make

an appointment. Additionally, we may rontact you to follow

up on your (are and inform you of treatment options

or service: that may be of intere:t to you or your family.

These communications are an imponant pan of our philosophy of partnering with our

patienti to be rure they receive the best preventive and curative care modern medicine

can provide. They may include postcards, folding postcards, lette15, telephone reminden

or electronir reminderr such a: email (unles you tell ul that you do not want to re(eive

these reminders).

Abuse or Neglect

We will notify government authorities if we believe a patient is the victim of abuse,

neglert or dome:tic violenre. We will make this disrlosure only when we are compelled

by our ethical judgment, when we believe we are:pecifically required or authorized

by law or with the patient's agreement.

Public Health and National Security

We may be required to dirclose to [ederal officials or military authorities health

information ne(e55ary to (omplete an investigation related to publi< health or to national

security. Health information could be important when the government belieyes that the

public:afety could benefit when the information could lead to the control or prevention

of an epidemic or the understanding of new :ide effects of a drug treatment

or medi<al device.

Southeosi Foot & Ankle Center
Phone: (907) 789-55.l8

Protectino Your
(onf identiaI Health lnfqrmation

is lmportant to Us

Notice of PrivacY Practices

Ihis notke desoibes how health inlormation about

vou mav be used and diilored and how you can get

ices tb thil information. Phale review it <are{ully.

Pffiise!



tor Law Enforcement
As permitted or required by State or federal law, we may

disclose your health information to a law enforcement

official for rertain law enforcement purposer, includinq, under

certain limited circumstan(e5, if you are a victim of a crime

or in order to report a rrime.

Family, triends and (aregivers

We may share your health information with those you

tell us will be helping you with your home hygiene,

treatment, medications, or payment. We will be

sure to ask your permission fint. ln the <ase

of an emerqency, where you are unable

to tell us what you want we will use our

very best judgment when sharing your

health information only when it will

be important to those participating

in providing your care.

To (oroners, tuneral Directors and l',ledical Examiners

We may be required by law to provide information to coroners, funeral directon

and medical examiners for the purposes of determining a cause of death and

preparing for a funeral.

MedicalResearch

Advancing medical knowledge often involves learning from the careful study

of the medical histories of prior patients. Formal review and study of health

histories as a part of a research study will happen only under the ethical

guidance, requirements and approval and of an lnstitutional Review Board.

Authorization to Use or Disclose Health lnformation

0ther than is stated above or where Federal, State or Local law requires us,

we will not disclose your health information other than with your written

authorization. You may revoke that authorization in writing at any time.

Patient Acknowledgment

Patient

Rights

This new law is careful to dexribe that you

have the lollowing righ$ related to your health information.

Restrictions
You have the right to reque5t rertri(iont on (ertain uiei and disdosurel of your health

information. 0ur oflke will make every effort to honor rea:onable re:triction preference:

lrom our patients.

(onfidential (om munications
You have the right to requeit that we (ommunkate with you in a (ertain way. You may request

that we only <ommunkate your health information privately with no other family member: present

or through mailed <ommunication: that are sealed. We will make every ellort to honor your

reasonable requestl lor <on{idential communications.

lnspect and (opy Your Health

lnformation
You have the riqht to read, review, and ropy your

health information, includinq your <omplete <hart,

x-rays and billing recordl. If you would like a copy

of your health information, plea:e let us know. We may

need to <harge you a reasonable fee to duplicate

and asremble your <opy.

Amend Your Health lnformation
You have the riqht to ask us to update or modify your records if you believe your health

information records are inconect or incomplete. We will be happy to a((ommodate you

a: long as our office maintains this information. In order to rtandardize our process, please

provide us with your request in writing and describe your reason for the thanqe.

Your request may be denied il the health information record in question war not (reated

by our o{fke, is not part of our records or if the records containing your health information

are determined to be accurate and complete.

Documentation of Health lnformation

Request a Paper (opy of this Notice
You have the riqht to obtain a ropy ol this Notke of

at any time. ltop by or give us a <all and we will mail

We are required by law to maintain the

to you and your representative

the polkie: and procedures

of our Notke. lf we

a <opy of the

You have the right to ask us lor a description of how and where your health information

was used by our office for any reason other than for treatment, payment or health operation:.

0ur documentation pro<edures will enable u: to provide information on health information urage

lrom April 14, 2003 and forward. Please let us know in writinq the time period for whkh you are

interested. Ihank you for limiting your requert to no more than six years at a time. We ma

need to <harqe you a rea:onable fee for your reque(.
Patient Name(:):

Thank you very much for taking time to review how we are

carefully using your health information. lf you have any

questions we want to hear from you. lf not we would

appreciate very much your acknowledging your receipt of

our policy by signing and returning this card. We look

fonrard to seeing you again :oon!

Patient 5ignature

Date:- /- I 

-

You

if yo

#FM-0305. Printed in U.S.A.
@smartPracticerM 1 -800-522-0800

F-----


