
sHealthy Feet Mean Healthy Lifestyle"

Age:-*^***Date CIf lli rth :

Telephone:

Occupation:

Nanre:

Current Address:
' Zip:,-"""- Referred By:

Social Security #: Email:
Employer Name: Employer Telephone:
Enrployer Address:

Medications:

Allergies;

Diabetes:

Hypertensirin (l Iigh Blood Plessure):

Ulcers:

Arthritis:
Cardiac Problems:

Bleeder:

Kidney Disease:

Stroke:

Malignancy: ._
Children:

Operations:

TO BE }-ILLED OUT BY PHYSICIAN BELOW:

[n s-u Eaaee -"1 
nfo rmatrsn

Medicare:

Medicaid:

BCBS:

GHI:

Aetna:

Cigna:

n99:

Empire Plan:

Policy Holder:
D.O.B:

Social Securiw #:

VASCULAR

cor.oR r{ r-,

NEUROLOGIC

Ankle Clonus:

Tendo Achilles:

CHIEF COMPL,AIN'I':

Onset Duration;

Patella:

Vibratory:

Babinski:

Parathesias:

CLII,TURE REPORTS

Temp

Edema

Nutrition

Hair

Texture

Ilurning

Claudication

Dorsal Pedis

Posterior

Tibial

Varicosities

Nails

Dr. Emmanuel Fuzaylov



Financial Responsibil,ity

r any char:ges not covered by heaith care benelits It i

d./or my heaitb care iasurcr if tlre su irterj clainr.s o

responsibility as explairrecl above Ibr ali payments for

Assignment of Brnefits

I authorize direcl Femiltance of paymerlt of all insurance benefits, including Medicare, Lf 1 anr a Medir:art
beneficiary, I'o this office for all ccvere.d meriical services and supplies provide,l fo mo dun'ng all courses rr
iiealmenl and care provided b)'this officc and.forits afflliaieij entities or otber:a,ise a.s directed. I irndersrand anr
agree fhis Assignment of Bsnef;ts will bave constitute a conti:ruing authorirarion, 1yrainiajnecl on Iile wjih rhir
Dffrc.e, which will authorize ancl ali for djrect payment ro this office of at! applicable and eligible in.suranc<
benefits tbr ail subsequsot and continuing tiearment, servlces, suppli€s and,loi care p1o.,,jded to me by rhi:
o lfice.

Authorizafion to Release Inforrnation

I authcrize (he release of any medical or any other inforaration to the Health Care F'inancing Adminisrraiion, rn1
..:xlrrerrq 'ee"rrisris}, *r sthsr enti{y flr*s$sar}' iri dp.{riv;ing i*:-c l** be*ef*ts nr fhc bet,lnfil$ priy*btr fo: rqi*{*i
nredical scrvices irnd/c,r supp[ies provided to rut: Dy ttris ofifrce. A copy of this autherizaticn will be sent Lo tfr*
Heaith Care Financing Acimirriscration, my insurance c er(s), or ather metljcal cntity, .if requcstr:d. 'l'hr
criginal authorieation wili be keut on irle br, tb:s office.

P= i,.niil*,,rired ipdrir nan*) Daie cf Birth sociaisec tt-iy Hiuin ir"r

Pa trer: t-/jn sLrred (signatu"r"e)

Wianess (signature) fla:p ,r{"lisrah:*e



of

I acknowledge that I vl'as provided a copy of the Nolice Privacy Practices and that I have

read (or had the'opportunity to read if I so chose) and understood the Notices.

Patients Name (Please Print) Date

Parent or Authorized prescntative (if applicable)
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HEALTH INSURANCE CLAIM FORM

Fict Name.

5 PATIENT.S ADDRESS (NO, SITEET)

tCirY

1 OTHER INSURED S POLICY OR GROUP NUMBER

I l orxen rrusuReD's DATE oF BIRTH

i c. EMPLOYER'S NAME OR SCHOOL NAME

a INSUREoSDATEOot,UW"

tl M! rt 
I

RESERVED FOR

i d- TNSURANCE PLAN NAME oR PRoGRAM NAME

12 PATIEN'I-S OR

17a. l.D. NUMBER OF REFERRING PHYSICIAN

c INSURANCE PLAN NAME OR PROGMM NAME

2.0. OUTSIDE LAB? S CMRGES

ORIGINAL REF. NO

AUTHORIZATION NUMBER

to prcess this claim I also

Delow-

€oN,s stcletunE I authorize the rel€se ol any mcdi€l or olher inlomation necessary

paf."nl ot gov"-.ent benefits eioler to myself or to the party who accepts a$iqnment

AUTHORI4:Q PERSON S SIGNATURE I aulhorize

ietlsefdtofne undersigned phFician or supDlrer fot

"a 
Gt<V I

SIGNED

15JF PATIENT HAS I-I,AO SAME OR SIMITAR ILLNESS.

^r\/F 
Freqr nATF MM I DD I YY
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oates parter.rt ur.rABLE TO WORK lN cURRENT QQCUPATION-^'*"vv i -oo rlV MM r oD t YY

FRoMitroli
ED TO CURRENT SERVICES

MMIDDIYY
TO

19 RESERVED FOR LOCAL USE

DIAGNOSIS OR .3 OR 4 TO ITEM

L-_.-

BY LINE) ------_-1

Y
1

2

OF ILLNESS OR (RELATE IT

I,OCAL USE I

-- -- ---
I

l
I

A-twsrcLmrs, supPLtER's BILLING NAME' ADDRESS' zlP coDE

FORI\4 HCFA-I500 (12-90). FORM RRB-1s00'

FORM OWCP-1500

@ (FoRpRocRAMrNrrEMl)

(sponsorsssN) f-l {ve rit. l)
HEALTH
(SSN ot

ENTS BI

rDD
I

PLAN
tD)

RTH I

rYY

(uit ttame. Fimt t'.tame, Middle Initial)

7. INSUREO S AODRESS (No. Srect)6 PATIEiIT RELATIONSHIP TO INSUREO

serr J-l spo,sel-l cnirol_l

sinsre! vanieo [-l oti,e, |_l

Employed f--- Full-Tinre f-- Pan-]in

I lStudentl lStudent

TELEP}IONE (INCLUDE ARF-A CODE)

()

a. EMPLOYMENT? (CURRENT OR PREVIOI,,S)

I IYES I INOLIU
b AUIO ACCIOENT? PLACE (State)

IIYES llNoL I

c OTHER ACCIOENT?

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

NO |tyes, retum to and @mplete item 9 a-d

14. OATEOFCURRENT: / ILLNESS(FiFtsymptom)OR
Ml\4 | Do I YY a INJURY (Accident) oR

. I ! \PREGNANCY(LMP)

FToATE(S)OF 
SERVIC+o

MM OO YY MM Dq 
-]I

3'. NAI''E AND AOORESS OF FACILITY WHERE SERVICES WERE

RENDeREO (ll other than home or offi€)

26 PATIENT'S 
^CCOUNT 

NO
25. FEDEML TAX I.O NUMBER SSN EIN

31. SIGNATURE OF PHYSICIAN OR SUPPLIER

INCLUOING OEGREES OR CREOENTIALS
(l ertity lhat lhe statemenls on he revc6e

apply to this bill and are made a p?n tilermf.)

(APPROVED BY AMA COUNCTL ON MEOICAL SERVICE 8/88) PLEASE PRINT OR TYPE

& PHONE #



-"Healthy Feet Mean Healthy Lifestyle"

extend the implementation date for mandatory electronic prescribing to
March z7th, zo16.

Please provide the information below:

Address:

Phone Number:

Dr. Emmanuel Fuzaylov


