


TUSCANY PODIATRY PC �� MEDICAL HISTORY FORM 

Patient Name DOB Date 
---------- -------- ------------

Who is your primary care doctor? ____________ Phone number __________ _ 

When were you last seen by this doctor? ______________ _ 

If you are under the regular care of any other doctors, or see an endocrinologist or vascular surgeon, please list their 
names: _____________________________________ _ 

MEDICAL HISTORY (Check all that apply) 

AIDS/HIV Diabetes 
Anemia Epilepsy 
Arthritis GERO 

High Blood Pressure 
High Cholesterol 
Kidney Disease 
Liver Disease 
Phlebitis 

Stomach ulcers 
Thyroid problems 
Tuberculosis 

Asthma Gout 
Bleeding problem Heart Disease 

Valve/Joint replacement_ 
Varicose veins 

Cancer Hepatitis Sickle Cell Disease 
Stroke 

Other _______ _ 

CURRENT MEDICATIONS: 

HAVE YOU EXPERIENCED ... 

Back problems 
Burning, tingling or numbness in toes 
Blood Clots 
Dryness of skin 
Episodes of Fainting 
Foot/leg cramps while sleeping 
Foot/Leg cramps while walking 

YES NO 

Falls 
Fatigue 
Headaches 
Itchy skin on feet 
Reaction to local anesthetic 
Shortness of breath 
Swelling of Feet/Ankles 
Keloid or thick scars 
Painful contact with socks 
Painful contact with bed sheets 

ALLERGIES: List allergies below -OR- __ Check if you have NO known drug allergies 

A = True allergy 

Adhesive Tape __ 

Aspirin 

Demerol 
Latex 

S = Sensitivity 

Local Anesthetics 
Shellfish 
Iodine 
Other _______ _ 

Sulfa Drugs 
Penicillin 
Codeine 

YES NO 

SURGICAL HISTORY (Procedure and year) ______________________ _ 

SOCIAL HISTORY Nicotine use YES NO 

Previous/current 
If yes to nicotine use, for how long? ___ _ 

Alcohol abuse YES NO 

When did you quit? ___ _ 

FAMILY HISTORY (M) MOM (D) DAD (S) SIBLING (G) GRANDPARENTS 

Diabetes Heart Disease Cancer Keloid scars Sickle cell disease 

Drug abuse YES NO 

Blood Clots __ _ 

Arthritis __ Hypertension __ Other _________________________ _ 

What is your chief complaint today? ______________________ _ 

How long has it been bothering you? _______ If applicable, what was the date of injury? _____ _ 

Previous treatments? Pain Level: 1 2 3 4 5 6 7 8 9 10 

TUSCANY PODIATRY 215 HARGROVE ROAD EAST TUSCALOOSA, AL 35401 

Telephone (659) 228-9557 Fax(205)758-8870 



Tuscany Podiatry, P.C. 
Patricia Antero, DPM 

Tuscaloosa, AL 35401 215 Hargrove Road East 
Phone: 659-228-9557 Fax: 205-758-8877 

FINANCIAL POLICIES 
(initial each line) 

All copays, deductibles and non-covered charges are due at the time of service, 
regardless of who brings the patient in for his/her visit. We accept cash, check, 
Visa, MasterCard, American Express and Discover for your convenience. 

It is the patient's responsibility to know your insurance benefits and whether or 
not the physician you see here is a preferred provider. If your insurance requires 
a referral to see a specialist, it is your responsibility to obtain the referral. 

In order to release medical records, we MUST have a release form signed by the 
patient. There will be a fee for copies of medical records unless they are sent 
directly to another physician. Any balance due must be paid in full prior to the 
release of medical records. 

A minimum fee of $25 is required for completion of medical forms. Please allow 
up to 30 days for completion of forms. See office staff in advance to determine 
individual cost for form completion. 

If your balance is over 60 days old, you may incur finance charges of up to 33% 
of the balance. 

There is a $50 no show fee for appointments missed and not canceled 24 hours 
prior to appointment time. 

There is a $30 returned check fee. 

Agreement to Accept Financial Responsibility, Insurance Authorization and Assignment of Benefits 

I acknowledge that, at my request, Tuscany Podiatry, PC has provided or will provide me or my dependent with 
professional services, and I agree to the above financial policy. I also understand that if I fail to comply with this 
agreement and if my account becomes more that 90 days past due, it may be turned over to a collection agency, an 
attorney or small claims court for collection. I understand that any expenses incurred by Tuscany Podiatry, PC in its 
effort to collect claims will be added to my bill and become my responsibility. 

I hereby authorize Tuscany Podiatry, PC to furnish medical information to my insurance carriers for payment of claims. 
hereby assign to the physician all payments for medical services rendered to me or my dependents. I understand that I 
am responsible for any amount not covered by insurance. 

Printed Name Relationship to Patient Date 

Signature *REV 9/10/2020









Disclosure Accounting: You have the right to receive a list of instances in which we or our business 

associates disclosed your health information for purposes, other than treatment, payment, healthcare operations 

and certain other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more 

than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional 

requests. 

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your 

health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our 

agreement (except in an emergency). 

Alternative Communication: You have the right to request that we communicate with you about your health 

information by alternative means or at alternative locations. (You must make your request in writing.) Your request 

must specify the alternative means or location, and provide satisfactory explanation how payments will be handled 

under the alternative means or location you request. 

Amendment: You have the right to request that we amend your health information. (Your request must be in 

writing, and it must explain why the information should be amended.) We may deny your request under certain 

circumstances. 

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to 

receive this Notice in written form. 

QUESTIONS AND COMPLAINTS 

If you want more information about our privacy practices or have questions or concerns, please contact us. 

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about 

access to your health information or in response to a request you made to amend or restrict the use or disclosure 

of your health information or to have us communicate with you by alternative means or at alternative locations, you 

may complain to us using the contact information listed at the end of this Notice. You also may submit a written 

complaint to the U.S. Department of Health and Human Services by sending a letter to 200 Independence Avenue, 

S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/t,ipaa/complaints/.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file 

a complaint with us or with the U.S. Department of Health and Human Services. 

Privacy Officer: QUIN DENTON 

Telephone: 

E-mail:

Address: 

Zip Code: 

State: 

City: 

PCIHIPAA,cc;m 

(659) 228-9557

qdenton@tuscanyfootcare.com 

215 Hargrove Rd. E. 

35401 

Alabama 

Tuscaloosa 






