
PfactlGe: UK. trvLLrE,AUrrr

Date of birth:
SS#:

Sex:trMtrF Marital Status: tr Single tr Married tr Widowed tr Divorced

Address: City:

EmergencY Name: EmergencY Phone:

state: 

- 

zip: 

-
Ethnicity: tr Hispanic or Latino tr Not Hispanic or Latino tr
n"""if n"i"n tr White E America lndian or Alaska Native--- tr Native Hawailan or other Pacific lslander tr Declined

Declined to sPecifY
tr Black or African American

to SpecifY

Privacy lnformation Preferences

Do you want to be exempt from public reporting? tl Yes tr No

Crri *l 
""nO 

mail to the address on file? tl Yes tr No

Can we call the phone number on file? tr Yes tr No

a;; ;" leave voicemails on your machine? tr Yes tr No

wiil you ailow us to send i;i"";;i n"""J t"-m"iu delivery of reminders and newsletters?

Who can we leave messages with? tr Wife tr Husband tr Son tr Other:

trYesDNo

Name(s):

Secondary insurance:

Relationship to insured: tr Spouse tr Child tr Self tr Other. 
Sex: tr Male tr Female DOB: )-J-

Group lD

Group lD: Employer:

Are you insured? tr Yes tr No

Are you insured? tr Yes tr No

Employer

Subscriber name:
Phone #:
Address:
Policy lD

Subscriber name:
Phone #:
Address:
Policy lD

Date Last Seen:

City, State, ZiP

Phone:

PharmacY Name:

Primary Care PhYsician:
City, State, ZiP'.

City, State, ZiP.

PLEASE READ AND SIGN: The information on my intake form

r"apon.ifi" fot notitylng the physician and/or medical staff ol an

(s) is correct to the best
y and all uPdates to the

of my knowledge. I understand that throughout my trealment' I am

information listed above

Date:
Siqnature:

Name:

Phone: Date Last Seen: =--

Relationship to insured: tr Spouse tr Child tr Self tr Other

Sex: tr Male tr Female OOB.-l-l-



How did you find our practice? tr Physician O lnternet tr Family Member tr Friend tr Other

Result of accident or work iniury? tr Yes tr No

Howlong hasthis bothered you? 1 2 3 4 5 6 7 tr days tr weeks E months E years

What treatments have you tried & have they been effective?

On a scale of 1-10 (1 being no pain & 10 being the worst) what is your level of pain? 

-/10
Thepainqualityis:trburningEconstanttrdull trsharptrshootingtrthrobbingtrtinglingEother
Are your sympiom" getting... tr better gradually tr better rapidly tr worse gradually tr worse rapidly

What l11pqgg your symptoms? E rest tr ice tr heat tr mortin/aleve tr other

What makes your symptoms worse? tr activity tr other

Do you have any of the following?
tr Ankle sprain tr Arch Pain
tr Bunions tr Burning in feet
tr Enlarged veins tr Flat feet
tr High arch feet tr Heel Pain
tr Knee pain tr Leg ulcers
tr Swelling in feet tr Swelling in legs

tr Athlete's foot tr Broken ankle tr Broken foot bone
tr Corns/calluses tr Cramps in feet tr Cramps in legs
tr Foot numbness E Foot ulcers tr Fungal nails
E Hammer toes tr lngrown nails tr ln{oeing
E Lower back pain tr Rash on feet tr Swelling in ankles
D Tingling in feet tr Loss of sensation in feet

Have you ever worn orthotics? E Yes tr No
Does your foot pain limit your desired activity? D Yes tr No

Are your first steps out of bed in the morning painful? tr Yes tr No

Have you ever had any other foot problems? tr Yes tr No

Have you fallen in the past 12 months? tr Yes tr No Were you injured from the fall? tr Yes ! No

Current Medications:
tr No known medications

Name:
Name:
Name:
Name:
Name:
Name:
Name:
Name:
Name:
Name:

Dose:
Dose:
Dose:
Dose:
Dose:
Dose:
Dose:
Dose:
Dose:
Dose:

Use the back of this form if more room is needed

Allergies:
E No known allergies tr No known drug allergies

Name:
Name:
Name:
Name:
Name:
Name:
Name:
Name:
Name:
Name:

Reaction:
Reaction:
Reaction:
Reaction:
Reaction:
Reaction:
Reaction:
Reaction:
Reaction:
Reaction

PLEASE READ AND SIGN: The information on my intake form(s) is correcl to the best of my knowledge. I understand that throughout my treatment, I am

responsible for notitying the physician and/or mediial staff of any and all updates to the information listed above. (Assignment of beneflts): I authorize pavment

of medical benefits io tie p.actice named above. (Release of inf;rmation): I authorize the release of any medical information necessary to process this claim.

[Hleen erivacyy: t acknowledge that t received my HTPPA Privacy Practice. (Medication History): I authorize the doctor's office to retrieve my medication

history.
Signature: Date:



Medical History:
tr Alcoholism tr Circulatron problems

tr Blood disorders tr Breathing issues

tr Asthma tr Heart murmur

tr Anxiety disorder tr Mental illness
tr High cholesterol tr HePatitis
tr High blood Pressure
tr Diabetes (tyPe 1, tYPe 2)

tr Musculoskeletal
tr Liver
tr Stomach/bowel
tr Kidney disease
E Skin disorders

tr Allergies
tr Sleep aPnea
tr Depression
tr Blood clot
tr HIV

tr Heart disease
tr Gout
E Cancer
tr Stroke
tr CVA

tr Neuropathy (sPecify) tr Thyroid disease (sPecifY)

tr Arthritis (sPecifY) tr Other (sPecifY)

Are you pregnant? DYes tr No Are you nursing? trYes tr No

Family History: ls there
tr Alzheimer's
tr Arthritis
tr Bleeding disorders
tr Blood clot
E Cancer
tr Cataracts
tr Circulation Problems

any family history (b/ood relative) of: (P/ease indicate family member)
tr Depression
tr Diabetes
tr Emphysema
tr Heart disease
tr High blood Pressure
tr Neurological
E Strokes

Surgical History:
E None tr ApPendectomY
Have you ever had anY surgi

tr C-section tr Angioplasty tr Bypass tr Cataracts tr Cholecytectomy

J ptoieorr"t on fo6Uankleor anywhere else on your body? tr Yes E No

Do you have anY artificial joints?

Do you have an artificial heart valve?
tr Yes (where?
trYestrNo

)trNo

Social History:
Do you smoke?

Yes: E Current everyday smoker D Cunent some day smoker -
lf yes,howmany'packsaday?tr 1 E2 D3 tl 4 tr5 Forhowlong?

No: EFormer trNever

Do you drink alcohol? E Yes, everyday (5-7 times per week) El Yes, occasionally/socially tr No/rarely

I have a current substance abuse problem. Please specify

l've had a past substance abuse problem. Please specify

tr No, I've never had a substance abuse problem

what is your occupation: Does it involve mostly tr standing or tr sitting

Do you exercise regularly? tr No, I do not exercise regularly tr Yes, I do the following regular exercise:

trSubstance Abuse: Yes,
Yes,

PLEASEREADANDSIGN:Theinformatlononmyintakeform(s)iscorrecttothebestofmykn
iesponsiUte for notitying the physician and/or med[al staff of any and all updates to the inlormati

owledge. I understand that throughout my treatment, I am

on listed above.

Signature: Oate:

tr Other:



L *
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PLEASE ANSWER ALL QUESTIONS:

Patient History
SYSTEM REViEWS (Ptease circle yes or no for each item')

GENERAL SYMPTOMS
Good general health lately
Recent weight change
Fever
Fatigue
Headaches

EYES
Blurred or double vision
Glaucoma
Wears glasses or contacts
Cataracts

RESPI TORY
Chronic or frequent coughs
Spitting up blood
Shortness of breath
Asthma or wheezing
Emphysema
Tuberculosis

GENIT RINARY
Frequent urination
Burning/painful urination
Blood in urine
I ncontinence/dribbling
Fema!e - irregular Periods
Female - pregnancies
Kidney failure
Dialysis

CARDIOVASCULAR
Chest pain YES
Swelling of feet, ankles or hands YES
Pacemaker YES

MUSCULOSKELETAL
Joint pain
Joi nt stiffness
Weakness of muscles or joints
Back pain
Cold extremities
Difficulty walking
Arthritis

INTEG UMENTARY (skin)
Rash or itching
Varicose veins
Change in mole

NEUROLOGICAL
FrequenUrecurring headaches
Light headedness or dizziness
Convulsions or seizures
Poor sensation in feet
Paralysis
Stroke

PSYCHIATRIC
Memory loss or confusion
Depression
Claustrophobia

END RINE
Glandular or hormone Problems
Thyroid disease
Diabetes
Excessive thirst or urination
Heat or cold intolerance

HEMO LOGIC/LYM Ttc
Slow to heal after cuts
Bleeding or bruising tendency
Anemia
Phlebitis

GASTROINTESTINAL
Loss of appetite
Nausea or vomiting
Frequent diarrhea
Painful bowel movements
Blood in stool

YES
YES
YES
YES
YES

NO
NO
NO
NO
NO

YES
YES
YES
YES
YES
YES
YES

NO
NO
NO
NO
NO
NO
NO

YES
YES
YES
YES

NO
NO
NO
NO

NO
NO
NO

YES
YES
YE5

NO
NO
NO

EARS/NOSE/THROAT
Hearing loss or ringing YES
Earaches or drainage YES
Chronic sinus problems or rhinitis YES
Nose bleeds YES
Mouth sores YES
Sore throat or voice change YES
Swollen glands in neck YES

NO
NO
NO
NO
NO
NO
NO

YES
YES
YES
YES
YES
YES

YES
YES
YES

YES
YES
YES
YES
YES

YES
YES
YES
YES

NO
NO
NO
NO
NO
NO

YE5
YES
YES
YES
YES
YES

NO
NO
NO
NO
NO
NO

NO
NO
NO
NO
NO
NO
NO
NO

NO
NO
NO

NO
NO
NO
NO
NO

NO
NO
NO
NO

YES
YES
YES
YES
YES
Y trb
YES
YES

YES
YES
YES
YES
YES

NO
NO
NO
NO
NO

I



L *

\,tLDtcAL d SURClC.\t \1.\\\(,t\lt\1 ol lHt', tE(,. 
^\KLt 

\\D tool

SOUTH COUNTY PROFESSIONAL CENTER
16244 S- MILITAY TRAIL

STE. 290
DELRAY BEACH, FL 33484

(561) 499-0033

NAME:

This is to inform you that due to circumstances beyond our control, the treatment
room doors may be partially open at times during our practice, therapy, and

treatment. General advice and conversation may be overheard by others in this

area. lf you wish to have your door closed, please notify us. we strive to make all

of our patients as comfortable as possible.

lf you have concerns, please let us know.

PATIENT SIGNATURE:

DATE

DIPLOMATE, AMERICAN BOARD OF MUTIPLE SPECIALTIES IN PODIATRY

BOARD CERTIFIED IN PRIMARY PODIATRY, PODIATRIC SURGERY. WOUND CARE'
LIMB SALVAGE AND PRESERVATION

FAX: (561) 499-2806

I



*

\lLDt( 
^L 

& SUR(,lr AL \1,\\\C,l \tl \l ol llll t [4,. \NKLt \ND FOOI

SOUTH COUNTY PROFESSIONAL CENTER
16244 S- MILITAY TRAIL

srE. 290
DELRAY BEACH. FL 33484

(561) 499-0033

NOTICE OF PATIENT RESPONSIBIL ITY POLICY

Thank you for choosing Dr. lan Goldbaum as your podiatric physician. We ask that you read
and sign this form to acknowledge your understanding of our patient responsibility policy.

Dr. lan Goldbaum and his staff will make every effort to determine patient responsibility prior
to treatment, When applicable, payment is due at time of service. For your convenience we
accept most major credit cards and persona checks. Payment plans are also available.

SERVICES PROVIDED; I acknowledge for today's visit that I will assume full financial
responsibility for services rendered to me, if my insurance carrier denies or does not cover
my claim for these services.

MEDICAL NECESSIry: lf my insurance determines that medical services and/or materials
are not covered, I acknowledge that I have been notified and will assume full responsibility
for the service (s) and materials rendered.

COPAYS: I understand that I am responsible to pay all co-payments at thd time of service,
prior to leaving.

DEDUCTIBLES: lf my insurance determines that I have not met my deductible, I understand
that I will be fully responsible for payment in a timely manner, no more than 30 days after I

have been notified by insurance and/or provider.

AGREEMENT TO PAY: I have received a copy of this form and I have been notified on the
above by this provider that I am financially responsible for all services and materials
rendered if my insurance does not cover or denies payment for a service or material.

DIPLOIVIATE, AMERICAN BOARD OF IVIUTIPLE SPECIALTIES IN PODIATRY
BOARD CERTIFIED IN PRIMARY POOIATRY, PODIATRIC SURGERY, WOUND CARE,

LIMB SALVAGE AND PRESERVATION
FAX: (561) 499-2806

I

Date:

Guarantor/Patient Signature:

Patient Name (Printed):

Witness:

i



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE

--*YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGEMENT*-

have received a copy of this office's

notice of privacY Practices.

Name:
Signature:
Date:

FOR OFFICE USE ONLY

we attempted to obtain written acknowledgement of receipt of our notice of privacy

practices, but acknowledgement could not be obtained because:

- lndividual refused to sign
- Communication barriers prohibited obtaining the acknowledgement

- An emergency situation prevented us from obtaining acknowledgement

Other:



Notice of Privacv Practice:

THIS NOTICE DESCRIBES HOW HEALTH INFORilEiI6I;BOUT YOU MAY BE USED AND DISCLOSED AND

ioiioij cnH-oer rttiss ro rxrS'inionr'aarrol. pr-ersE REAo lr cAREFULLY. THE PRIvACY oF YOUR

HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY:

Wearerequiredbyapplicablefederalandstatela\.rtomaintaintheprivacyofyourhealthinformation.Wearealso
requirea io gire v;u this notice about our privacy practices. our lega-l duties, and your rights conceming your health

informationlwe must folow the privacy piacticei ttrat are descrioid in this notice while it is in effect. This notice takes

effect on Ngu-LZq1! and will remain in effect until we replace it

We reserve the right to change our privacy practices and the terms of this notice at any time, elgyided s1:1:f1lS--e: are

permitted by appl-ic€ble law we reserye lhe righl to make changes in our privacy practices and the new terms ot-our

;otice effectiv; ior all health information that;e marntain, including health informalion we created or .eceived before we

,iai tt" 
"r"ng"s. 

aefore we make a significanl change in our privacy praclices, we will change this notice and make the

new notice available uPon requesl

You may request a copy of our notice at any time. For more information about our privacy practices, or for additional

copies ofthis notice, please contact us using the information listed at the end ofthis notice'

USES AND OISCLOSURES OF HEALTH INFORIIIATION
We use and disclose health information about you lortreatment. payment, and healthcare operationsi fo. example:

Treatment: We may use or disclose your health information to a physician or other healthcate provider providing

kealment to you.

Paymenf We may use and disclose your health information to obtain payment for services we provide to you'

Healthcare Oporations: We may use and disclose your health inlormation in connection wilh our healthcare operations.

Heatthcare op;ratons include qu;lity assessment a;d improvement activities, reviewing the competence or qualifications

of healthcare professionals, eviluating practitioner and provider perfomance, conducting training programs, accreditation,

certification, licensing or credentialing aclivities.

Your Authorization: ln addition to our use of your health information for treabnent, payment or healthcare operations

you may give us written authorization to use y;ur health information or lo disclose it to anyone for any purpose. lf you give

iri an iirtiorizalon. you may revoke it in writing at any time. Your revocation will not afiecl any use or disclosures

p"-iti"J uV v"i,i ,rinorization while it was in Effea. Unless you give us € written authorization. we cannot use or disclose

your health information for any reason except those described in this notice'

ToYourFamilyandFriends:Wemustdiscloseyourhealthinformationtoyou,aSdescribedinthepatientrightsofthis
notice. w" .av Olscfose your heatth information t; a family member, friend or any other person to the extent necessary to

help with your 
-healthcare 

orw'th payment for your healthcare, but only if yo! agree that we may do so'

persons lnvolved in Care: We may use or disclose health information to notity, or assist in the notification of (including

id;niifying or locating) a family member, your personal representative or another person responsible for your care' of youl

ro"riio'n, iour g"n"rii conditi;n, or deaitr. lf you are presint, then prior to llse or disctosure of your health information, we

,riit pr*ij. yoi wltt an opportunity to object to such uses or disclosures .ln the. event of your incapacity or emergencJ

circumstan;s. we will di;;bse he;[h iniormation based on a determrnation usrng our prolessional judgment disclosing

only health intormation that is directly relevant to the person's involvement in your healthcare. we will also use our

proiessionat ;uOgment and our expeiience with common practice to make reasonable inferences of your best interest in

illowing a peiso-n to pick up fi ed prescriptions, medical supplies, x-rays or other similar forms of health inlormation.

Marketing Health-Relatod Servlcgs: We will not use your health information for marketing communications without your

written authorization-

Required by Law; We may use or disclose your health information when t€ are requted to do so by law

AbusE or Neglect: we may disclose your health lnformation to appropriate authorities if we reasonably believe that you

are a possible-victim of abule, negleci or domestic violence or the possible victim ofother crimes- We may disclose your

heatth information to the extent necessary to avert a serious threat to you. health or safety or the health or safety of

others.

National SGcurity: We may disclose to military authorities the health intormation of armed forces peEonnel under certain

ckcumstances. We may disclose to authorized federal offlcials health infomation required for lawful intelligen-ce

"ornt"iint"irig"n"" 
and other national security activities. We may disclose to correctional institution or law enforcement

officiats navin'g tawtut custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminde6: we may use or disclose your health information to provide you with appointment reminders

(such as voicemail messages, postcards or lettec)



PATIENT RIGHTS

Access: You have lhe right to look of or get coprcs of your health information' with limited exceptions You may request

that we orovide copies ,n 
" 
to-"t otn"' til'n p'fioiotloriJ",'w"-;irr "" 

tt'e format vou requesl unless we cannot

oracticablv do so. You must mate a requ'eli'il''tii'igt ;oili' t"*ssto your-he;th inlormation' You may obtain a torm

to request access by us,ng rhe contacunio'#atiln is"tJ ot t|re eno of this notice we v,ill charge you a reasonable cost-

based fee for expense., .r"n ,. 
"op'"" 

Jii'li]r iirntiJ' rn"v 
'lso 

reqlest access bv sending us a letter to the address

of the end of this notice. rt vou '"q'""t "ipi""'|"" 
*'ii"njtd' i6' s,t 00 ior each-oaoe ind $ per hour of staff time to

locate and copv vour healtn informatron'?ffiJli"i" ii v"'i*l'm rn" copies malba io vou' lf vou request on altemate

format. we will charge , 
"o,t-o'""0 

r"" ti' ir[viiin"Jvo'1i neartn-inform;tion rn.that format lf You prefer' we will prepare a

summary or an explanation of your hea[; i;io-*]ii;'iti-' " 
r"" contact us usrng the rnformation listed of the end ol lhrs

;otice foi a full explanation oI our fee struclure

OEclosu.e Accountlng: You have the nght to receNe a list o' mstances in which we or our business associates

discrosed vour hearth information for purpeos'e'al iiilii.J. t,.lr-"tr*t, payment ieafihcale operalions and certain other

activities. for the last six (o) years' uut nJiu'JtitJ i'p''i ia iooa rr v"' '"q'"tt-tt'i" '"co'nting 
mole than once in a twelve

(12) month period, we ,"v 
"n,'g" 

vou J"J;'"-on-Jf ,' 
"oii-uii"o 

t6" to' 
'espondins 

to these additional requests'

R6tliction: You have the right to request that we place additional restricttons on our use or disclosure of your health

infomation. we are not ,"qrir"o to "g#i;'t'h;I 
lolit,on.rr ,""t,,aions, bul if we do, we will abide by our agreement

(except in an emergency)

Alternative communication: you have the nght to request that we communrcate with vou about your heallh informatron

bv altemative means or to art"'n"ti'e ro-c"ilin"l io' rn'st tak" yo'r request in writino Your request must specrfy the

"iternat,re 
me"ns o, to"rtion. ana p'o'ii!'":ai-atcoty exptanatidn trow payments wilibe handled under the alternative

means or location You request'

Amendmgnt:Youhavetherighttorequestthatweamendyourhealthinformation.Yourlequestmustbeinwriting,andit
must exprain why the inrormation stout'ii'e arl"i"ii. w" ri"v o-y your request under certain circumstances'

ElectronicNotice:lfyoureceivethisnoticeonourwebsiteorbyelectronicmail(e.mail).youareentitledtoreceivethis
notice in written lorm

OUESTIONS AND COMPTAINTS

Services

lf vou want more informatron about our privacy p'actices or hove questions or concerns please contact us'

lf you are concerned tnat we may nave viot!6j your onvacy rigtrts or you disagree wth a decrsion we made about access

to vour heallh informat,on o, 
'n '"'pon"t'iJ"j='H'lJtii"'i#*r"" 

ti 
"ttnd 

or,r6slrict the use or disclosure of your heallh

inf6rmation or to have u. corn-tlnictle 'niih-yo-'ii "rt!-'n'ti'" 
rn""ns or at alternalive locations' you may complain to us

bv usrna the contact rnrorm"tion tisteo atiili'""""d?f'tij;;;i; i;; also mav submit a wntten complaint to the u's

D;oon;enr of Heatrh anO nr-"n S"r,J"'fil"iir'pi'"riiJ V"r *tr, the ad;ress to f le vour complarnt with the U'S'

Deoanment of Hearth ano nrrn"n ser,ii upi" r'"irJri ivi, *pp"n your right to rhe oiivacy of your health information'

we wr nor retaliate in 
"ny 

*"y ir yo, 
"no1'"!1i 

irr" l-J,,iJrlinii,irir,l uJor wt-n tne u. s. Department ol Health and Human

Contact Office: lan S Goldbaum' D'P M PA'

Address: 16244 S. Military Ttail, Ste' 290 Delray Beach' Florida' 33484

Telephone: (561) '{99-0033 Faxl (561) 499-2806


