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DANIEL KORMYLO, DPM 
745 Route 25A – Suite B
Rocky Point, NY  11778
631-744-8282 Email drkdpm@aol.com


Name: _________________________________________ Date of Birth _________________________
Sex:  ⁮M   ⁮F     Marital Status:  ⁮ Single ⁮ Married ⁮ Widowed ⁮ Divorced    

Address: ______________________________________ City: _____________________State: ______ Zip: ____________

Home Phone: ______________________________________Cell/Alt: ___________________________________________

SS# ______________________________________________E-mail: ______________________________________

Height ______________Weight ____________ Shoe size ________ Blood Pressure: ______________/_________________

Pharmacy: _________________________________Location/phone___________________________________________

Primary Care Physician: _____________________________ Phone: ___________________ Date last seen: ___________

Previous Podiatric Physician: _________________________ Phone: ___________________ Date last seen: ___________

PRIMARY INSURANCE: __________________________________________________ Are you the insured:   ⁭ yes ⁭ no

POLICY ID: ____________________________________________________
INSURED INFORMATION:

SUBSCRIBER NAME: _________________________________ Relationship to insured: ⁮ spouse ⁮child ⁮ self ⁮ other

Group ID: ______________________________________ Sex: ⁮ Male ⁮ Female   DOB: ______________________

SECONDARY INSURANCE:

INSURANCE NAME: ___________________________________ POLICY ID: ________________________________

SUBSCRIBER NAME: _________________________________ Relationship to insured: ⁮ spouse ⁮child ⁮ self ⁮ other

Group ID: ______________________________________ Sex: ⁮ Male ⁮ Female   DOB: ______________________

How did you find out about our practice? ⁮ Physician ⁮ Internet ⁮ Telephone book ⁮ Family member⁮ Friend

⁮ Other: ____________________________________________________

What is the reason for your visit today? ________________________________________________________________ 

__________________________________________________________________________________________________

How long has this bothered you?    1   2   3   4   5   6   7    ⁮ days   ⁮ weeks   ⁮ months   ⁮ years

What treatments have you tried & have they been effective? ______________________________________________

__________________________________________________________________________________

On a scale of  1 -10 (1 being no pain and 10 being the worst) what is your level of pain? ___________/10
The pain quality is: ⁮ burning ⁮ constant ⁮ dull ⁮ sharp ⁮ shooting ⁮ throbbing ⁮ tingling ⁮ other __________


PLEASE READ AND SIGN
The above information is correct to the best of my knowledge.  I understand that throughout my treatment, I am responsible for notifying the physician and/or medical staff of any and all updates to the information listed above.

PATIENTS SIGNATURE: __________________________________________________      DATE: ____________________________________________




NAME_________________________________________DATE OF BIRTH _____________________________

Medical History:   Alcoholism   Blood disorders    Circulation problems    musculoskeletal    breathing issues
⁮ Liver           Sleep apnea   Heart Murmur    High blood   pressure    Heart disease       Asthma
⁮ Gout         Depression    Anxiety             Stomach/bowel              Mental Illness       Blood Clot         
⁮ Kidney       Diabetes (type 1, type 2)             Neurological (specify) ________________       Skin disorders
⁮ Arthritis (specify) _____________________      Thyroid (specify) ____________________  
        Other (specify) ____________________________________________________________________________________
LAST FLU SHOT DATE:  __________________ DID YOU GET A PNEUMOCOCCAL VACCINATION?    YES    NO
Surgical History   ⁮ Yes  ⁮ No
Have you ever had any surgical procedures on foot/ankle or anywhere else on your body?   ⁮ Yes   ⁮ No
If yes, please describe: _____________________________________________________________________________________
Do you have any artificial joints?  ⁮ Yes (where? ______________) ⁮ No     Do you have an artificial heart valve? ⁮ Yes⁮ No
Social History
Do you smoke?  ⁮ Yes ⁮ No ⁮ Former Smoker   When did you quit? _____________________________________________
Do you drink alcohol?   ⁮ Yes, everyday (5-7 days/week)     ⁮ Yes, occasionally/socially    ⁮ No/Rarely 
What is your occupation? _______________________________________ Does it involve mostly ⁮ standing or ⁮ sitting 
Advanced directives:   Yes        No    Surrogate decision maker name: _______________________________
Family History   Is there any family history (blood relative) of: 
 Mother  Diabetes type _______  Cancer type _________________  Heart disease   Other:_____________________
 Father    Diabetes type _______    Cancer type ________________  Heart disease  Other:_____________________
 Sister      Diabetes type _______  Cancer type ________________   Heart disease    Other:_____________________
 Brother  Diabetes type _______  Cancer type ________________    Heart disease  Other:_____________________
 Grandmother  Diabetes type ______  Cancer type _____________  Heart disease  Other:_____________________
 Grandfather    Diabetes type ______  Cancer type _____________  Heart disease  Other:_____________________

Current Medications ____ None _____ I take the following Prescription or over the counter medications:
Name: _______________________________ For: _________________________ Dose: __________ How often: ___________
Name: _______________________________ For: _________________________ Dose: __________ How often: ___________
Name: _______________________________ For: _________________________ Dose: __________ How often: ___________
Name: _______________________________ For: _________________________ Dose: __________ How often: ___________
Name: _______________________________ For: _________________________ Dose: __________ How often: ___________
Name: _______________________________ For: _________________________ Dose: __________ How often: ___________

Allergy        No Known Allergies     Penicillin    Shellfish   Sulfa    Tape    Latex     Iodine   Aspirin
 Tylenol  Ibuprofen     Codeine    Other _______________________________________________________

Review of Systems (Please check the box if you currently have any of these symptoms)
Cardiovascular     Leg pain when walking   nausea   fever  ⁮ chest pain   chest pressure/angina   vomiting 
                                leg cramps    chills  leg swelling   cold hands/feet    weight gain/ weight loss   leg cramps
                                High blood pressure/hypertension
Genitourinary      blood in urine   hesitancy   incontinence  ⁮  decreased frequency⁮
Gastrointestinal   kidney disease  diarrhea     currently pregnant  ⁮ kidney stones   indigestion  excessive urination
		  blood in stool   vomiting    abdominal pain  ⁮    heartburn  ⁮ Ulcers
Integumentary     athletes foot      nail abnormalities    keloids         itchiness           dry, scaly skin
Hematologic         lower leg ulcers  bleeding problems  sickle cell disease  use blood thinners    anemia    rash
                               clotting disorders 
Neurological         tingling    weakness ⁮  seizures  numbness
Musculoskeletal    muscle pain  back pain ⁮ neck pain ⁮ joint swelling  sciatica  tremors ⁮ joint stiffness
		  Paralysis ⁮  joint pain ⁮ muscle weakness ⁮ joint instability
Respiratory          chest pain      coughing  difficulty breathing ⁮  snoring ⁮ asthma ⁮ shortness of breath
		  wheezing ⁮ other _____________________________________
PLEASE READ AND SIGN
The above information is correct to the best of my knowledge.  I understand that throughout my treatment, I am responsible for notifying the physician and/or medical staff of any and all updates to the information listed above.

PATIENTS SIGNATURE: __________________________________________________      DATE: ____________________________________________







DANIEL KORMYLO, DPM


Assignment of Benefits / Notice of Privacy Practices 2018


Name of Patient (print) _______________________________________________

I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare beneficiary, be made on my behalf to the organization listed above for any services or products provided to me by that organization.  

I authorize the release of my medical information to Dr. Kormylo, including medications, laboratory, diagnostic, imaging test results or other information necessary for Dr. Kormylo to render my care and treatment.   I authorize any medical information necessary for these benefits or the benefits payable for related services or products to Daniel Kormylo, DPM, my insurance carrier or other medical entity.  A copy of this authorization will be sent to my insurance company or entity if requested.  The original authorization will be kept on file bye the organization.

I understand that I am financially responsible to Daniel Kormylo, DPM for any charges not covered by my health care benefits.  It is my responsibility to notify the organization of any changes in my health care coverage.  I am responsible for the entire bill or balance of the bill as determined by the organization and/or my health care insurer if the submitted claims or any part of them are denied for payment.  I understand that by signing this form I am accepting financial responsibility as explained above for all payment for services or products received.

By signing this document, I also acknowledge that I have received a copy of the organization’s Notice of Privacy Practices.  This acknowledgement is required by the Health Insurance Portability and Accountability Act (HIPAA) to ensure that I have been made aware of my privacy rights.

Daniel Kormylo, DPM complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.  

ATTORNEY GENERAL ERIC T. SCHNEIDERMAN 
STATE OF NEW YORK OFFICE OF THE ATTORNEY GENERAL 
CIVIL RIGHTS BUREAU
120 Broadway, 23rd Floor 
New York, NY 10271-0332
Tel. (212) 416-8250 Fax (212) 416-8074	




Sign: ___________________________________________ Date: ________________________________


Signature of Insured or Parent/Guardian: _____________________________________________________
 
















image1.png




image2.emf
Daniel Kormylo, DPM   Administration   NOTICE OF PRIVACY PRACTICES     Effective Date:   January 1,  20 1 8               THIS NOTICE DESCRIBES HOW PERSONAL HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND  HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW I T CAREFULLY.     We respect patient confidentiality and only release personal health information about you in accordance with the State and fe deral  law. This notice describes our policies related to the use of the records of your care generated by Practice Na me     USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION     In order to effectively provide you care, there are times when we will need to share your personal health information with ot hers  beyond Practice Name. This includes for:     Treatment.   With your permiss ion we may use or disclose personal health information about you to provide, coordinate, or manage  your care or any related services, including sharing information with others outside Practice Name that we are consulting wit h or  referring you to.     Payment.   Information will be used to obtain payment for the treatment and services provided. This will include contacting your  health insurance company for prior approval of planned treatment or for billing purposes.       Information Disclosed Without Your Consent.  U nder State and federal law, information about you may be disclosed without your  consent in the following circumstances:     Emergencies.   Sufficient information may be shared to address the immediate emergency you are facing.     Follow Up Appointments/Care.   We w ill be contacting you to remind you of future appointments or information about treatment  alternatives or other health - related benefits and services that may be of interest to you.      As Required by Law.   This would include situations where we have a subpoen a, court order, or are mandated to provide public  health information, such as communicable diseases or suspected abuse and neglect such as child abuse, elder abuse, or  institutional abuse.     Governmental Requirements . We may disclose information to a health   oversight agency for activities authorized by law, such as  audits, investigations inspections and licensure. There also might be a need to share information with the Food and Drug  Administration related to adverse events or product defects. We are also re quired to share information, if requested with the  Department of Health and Human Services to determine our compliance with federal laws related to health care.     RECEIPT OF NOTICE OF PRIVACY PRACTICES FORM     I, hereby acknowledge receipt of Dr. Kormylo’s No tice of Privacy Practices.  The Notice of Privacy Practice provides detailed  information about how Dr. Kormylo, DPM may use and disclose my confidential information.  I understand that Dr. Kormylo, DPM  reserves the right to change their privacy practices t hat are described in the Notice.  I also understand that a copy of any Revised  Notice will be made available to me upon request.     ______________________________________________________                  _____________________________________   Signature                                                                                                                 Date       Privacy information Preferences:     May we send mail to the address on file?       Yes           No     May we call the phone number on file?              Yes          No     May we leave a voicemail on answering machine?     Yes     No     Will you allow internet based delivery reminders like email?          Yes           No     Who may we leave messages with?  ___________________________ __________________________ __________________  


Microsoft_Word_97_-_2003_Document.doc
Daniel Kormylo, DPM

Administration


NOTICE OF PRIVACY PRACTICES


Effective Date:  January 1, 2018



 


THIS NOTICE DESCRIBES HOW PERSONAL HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.


We respect patient confidentiality and only release personal health information about you in accordance with the State and federal law. This notice describes our policies related to the use of the records of your care generated by Practice Name

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION


In order to effectively provide you care, there are times when we will need to share your personal health information with others beyond Practice Name. This includes for:


Treatment. With your permission we may use or disclose personal health information about you to provide, coordinate, or manage your care or any related services, including sharing information with others outside Practice Name that we are consulting with or referring you to.


Payment. Information will be used to obtain payment for the treatment and services provided. This will include contacting your health insurance company for prior approval of planned treatment or for billing purposes.


Information Disclosed Without Your Consent. Under State and federal law, information about you may be disclosed without your consent in the following circumstances:


Emergencies. Sufficient information may be shared to address the immediate emergency you are facing.


Follow Up Appointments/Care. We will be contacting you to remind you of future appointments or information about treatment alternatives or other health-related benefits and services that may be of interest to you. 


As Required by Law. This would include situations where we have a subpoena, court order, or are mandated to provide public health information, such as communicable diseases or suspected abuse and neglect such as child abuse, elder abuse, or institutional abuse.


Governmental Requirements. We may disclose information to a health oversight agency for activities authorized by law, such as audits, investigations inspections and licensure. There also might be a need to share information with the Food and Drug Administration related to adverse events or product defects. We are also required to share information, if requested with the Department of Health and Human Services to determine our compliance with federal laws related to health care.


RECEIPT OF NOTICE OF PRIVACY PRACTICES FORM


I, hereby acknowledge receipt of Dr. Kormylo’s Notice of Privacy Practices.  The Notice of Privacy Practice provides detailed information about how Dr. Kormylo, DPM may use and disclose my confidential information.  I understand that Dr. Kormylo, DPM reserves the right to change their privacy practices that are described in the Notice.  I also understand that a copy of any Revised Notice will be made available to me upon request.


______________________________________________________                  _____________________________________


Signature                                                                                                               Date


Privacy information Preferences:


May we send mail to the address on file?       Yes           No


May we call the phone number on file?            Yes          No


May we leave a voicemail on answering machine?     Yes     No


Will you allow internet based delivery reminders like email?          Yes           No


Who may we leave messages with? _______________________________________________________________________
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