
Practice: Today's Date:

Chart Number:

Sex: EM EF Maritd Status: I Single ! Married ! Widowed f] Divorced SS#:

Spouse/Partner Name:

Address:

E-mail:

City: State: 

- 

Zip:

Home #: Cell #: Work l*
Pharmacy: Phone:

Phone:Primary Care Physician: Date Last Seen:

Primary

Policy lD;

lnsurance: you the insured? EYes nNo

lnsured lnformation

Subscriber Name:

Address:

Relationship rc insured: lspouse D Child lSelf D Other

Group lD:

Phone #:

Sex; lMale EFemale DOB: 

-/-/-

Secondary Insurance: Are you the insuredl EYes [No

Policy lD:

tnsured tnformation

Subscriber Name: Relationship to insured: Ispouse E Child trSelf f] Other

Address:

Group lD:

Phone #:

Sex EMale EFemale DOB: 

-/-/-

llow did you find out about our practice? n Physician E Internet D Telephone book E Family member E Friend

E Other;

What is the reason for your Yisit today?

How fong has this bothered you? | 2 J 4 5 6 7 [J days n weeks [1 months E years

vvhat treatments have you tried & have they been effective?

onascaleof l-10(l being no pain and l0 beingthe worst) what is your level of Pain? 
-/10

The pain quality is: Eburning [consant Edull Esharp lshooting lthrobbing Etingling other:

h.o,ghout.y..""t."nt.|amfesPonsib|efornotifyin8thephysician
and/or medical staff of any and all updates to the information listed above 

-



History and Physical Name: DOB: Chart Number:

Medical History: n Alcoholism fl Blood disorders E Circulation problems ! Musculoskeletal ! Breathing issues

n Hearr disease ! Asthma
! Mental illness ! Kidney disease

! Liver E Sleep apnea ! Gout E Allergies
! Heart murmur n Stomach/bowel [1 Depression E Anxiety disorder
! Blood clot ! High cholesterol E High blood pressure ! Diabetes (type I, type 2)

! Neuropathy (spec,t) ! Thyroid disease (specit) I Skin disorders (spmf,)

tr Arthritis (spectt) fl Other (specrft)

Are you pregnant? ! Yes E No Are you nursing? ! Yes E No

Surgical History n None nAppendectomy E C-section OAngiophsty DBypass Surgery lCaaract Surgery fl Cholecystectomy

Have you ever had any surgical procedures on foot/ankle or anywhere else on your bodyl
lf yes, please describe:

Do vou have an artificial heart valve? I Yes ! NoDo you have any artificial jointsl I Yes (wherel 

-) 

! No

Social History
Do you smokei [Yes lNo lf yes how many packs per dayl Dl n2 !3 !4 !5 For how long?

Do you drink alcoholl
Substance abuse:

!Yes, everyday (5-7 days/week) EYes, occasionally/socially ENo/Rarely
flYes, I have a curent substance abuse problem. Please specify:

!Yes, I had a past substance abuse Problem. Please speci!:
n No, I have never had a substance abuse problem

What is your occupationl
Do you exercise regularlyl E Yes, I do the following regular exercise:

n No, I do not exercise reSularly

Does it involve mosdy i standing or !sitting

Family History
n Arthritis
! Hammer toes
tr Other (specify):

E Blood clot n Diabetes ! Heart disease

fs there any famify history (blood rclotive) of: (Pleose indicote fomily member)

! Cancer E HiSh Blood Pressure . Bleeding disorders ! Circulation problems E Strokes
E Neurological

Current Medications ENone
over the counter medications:

Name:

! | take the following PrescriPtion or

Dose How oftenl

Name:

Name:

Name:

Name;

Name:

Name:

Name:

Dose

Dose

Dose

Dose

Dose

Dose

Dose

How oftenl
How oftenl
How often?

How oftenl
How oftenl
How oftenl
How oftenl

Use the back ofthis form if more room is needed

Allergy tr No Known Alleryies Reaction
E Penicillin
! Shellfish
! Sulh
I Tape
n btex
E Betadine ('odine)

I Aspirin
E Tylenolfl
I lbuprofen
I Codeine
n Other (spedft)-

Review of Systems (Pleose check dre box if you arrently hove ony of $ese symptoms)

Cardiovasculi lleg pain when walking lfever ! chest pain/pressure !leg swelling Ecold hands/feet

Genitourinary incontinence

ldecreased frequency Eexcessive urination Ikidney disease nkidney stones

fldiarrhea ntrouble swallowing Econstipation flincrease appetite Ddecrease appetite

lntegumentary nail abnormalities itchiness

Hematologic lower let thinners disorders

Neurological
Dtremors lparalysis

Parn muscle weakness pain necK Parn

!sciatica !joint stiffness Iarthritis

painRespiratory
lshortness of breath UemPhysema

!ioint pain Ejoint instability

snoring



Practice: Today's Date:

Name:
Race:

Chart#: Date of birth:
Ul orefer not io answer nl do not know

(White, Americon Indion, Asion, Block or Africon, Native Howoiion, Hisponic, etc.)

Ethnicity: I prefer not to anJwer llldo not know

0l prefer not to answerPreferred Language:

Pharmacy Name:

Pharmacy Address:

Pharmacy Phone:

City, State, Zip:

Primary Care Physician:

Address:

Phone; Date Last Seen;

Referring Physician:

Address:

Phone: Dace Last Seen:

Privacy lnformation Preferences
Do you want to be exempt from public reportingl [Yes f}No Can we send mail to the address on filef [Yes ]No
Can we call the phone number on filel Yes tlNo Can we leave voicemail on machinel Yes [No
Will vou allow us to send internet based (e-mail) delivery of remlnders and newslettersl [Yes lNo

lf yes, please provide your e-mail address:

Who can we leave messages withl [Wife DHusband lDaughter f]Son [Other:

Smoking Status
ll Current Every Day Smoker I Never Smoker

[] Current Some Dav Smoker D I decline to answer

fl Former Smoker

Vital Signs
Blood Pressure:

Height: Weight:

Current Medications
Ll No Known Medications [ | uke the following medications:

Name:

Name:

Name:

Nnme:

Narne:

Name:

Use the back of this form if more room ls needed

Allergies
f1 No Known Allergies L No Known Drug Allergies

Nxme:

Name:

Name:

Namel

Name:

Name;

Namci

Reactio;l

Reaction

Reactaon

Reaction

Reaction

Reaction

Reaction

Use rhe back of this form if more room is needed

PLEASE READ AND SIGN: The information on my inEke form(s) is correcr to the best of my knowiedge. I understand tha!

throughout my treatmenr, t am responsible for notiling the physician and/or medical staff of any and all updates to the informarion

lir,"d""bo.,". /Assignment ofBenefts): laurhorize paym-enr oi medical benefits to the Practice named above. (Releose of lnformotion):

I aurhorize rhe releise of any medical information necessary to process this claim (HIPAA Privocy): I acknowledge that I received my

HIPAA Priyacy Practices Notice. (Medicotion History): I authorize the Doctor's office to retrieve my medication histoq/

Patient Signature:

Rev 6/5/2012



Youl. understanding of our fimncial policy isan €ssential elemenl ofyour care and treatment. lf
you have any quesiiolls please discuss thcm with our front ofliee stoff or sup€rvisor,

. As our patient, you are responsiblc for all aulhorization/referrals needed to se€k treattnent

in this olIce.
o Unless other arrangements have been made in advance by you, or your health insurance

carrier, payment for o{fice services aredueatthe time of service. Wewill aocept cash or
checks.

o Your insurance polioy is a contract between you and your insuranca company. As a

courtcsy, wc will file your insurancc claim for you ifyou assign the benefits to the

doctor. In othet words, yo[ agree to havo your insurance company pay the doctor

directly, If your insurance company does not pay the practic.e within a reasonable period.

we will have to look to you for payment,

r We have made prior anangements with certain insurers and health plans to accept an

assignment ofbenefils. wewill bill those plans with which we have an agreement and

will only require you to pay the co-pay/co-insuranee deductible at the time ofservice'
o lfyou have insurance coverage with a plan with which we do not have a prior agrccmont'

wi will prepare and send the claim for you on an unassigned basis This means your

insurpr wili send thc paymenl directly to you. 1'horefore, all charges for your carc and

treatmenl ar€ due at the time of s€rvic€.

o All health plans are not tlte sam€ and do not cover the samo servicss, In th9 event youf

health plan determines a se.rvice to "not be covered," or you do not have an authorization,

you wiil be responsible for the complete charge. We will attempt to veriry bsfits for some

specialized services or feferrals howel€r, you r€main responsiblo for charges for any

ser"-ice rendered. Patients are encourag€d to contact their plans for clarification of
benefits prior to serviccs rendored.

. You rnuit infonn tho offic€ of a.ll insurance changes and authorization/rcferral

requirements. {n the event the oflioe is not informed, you will be responsible fcr any

cbarges denied,
. For iost serviccs provided in thc hospital' we will bill your health plan' Any balance

due is your rcsPonsibilitY.
r There are oertain eleetive surgical procedures for which we require pre-payment' Yo! 

.--

will be informed in advance iT youi procedure is one ofthose. ln that event, paymenl will

be due one week Prior to surgery'

. post du6 accounts are subjec; to colloction proceedings. All costs inouned. including but

not limited to, collection iees, allorney feeJ and coud fees shall be y.ur responsibility in

addilion ts the balanoe due to the office.
r There is a service fee of S25.00 for all rsturned checks Your insurance compaxy does

not cover this f99,
. FAILURE TO CANCEL APPiOINTMNNTS WI'J.IIIN 24IIOUtrI' WILL NTSIJLT

IN A $IO FDT-

Signature of Patient/Responsible Party:

Printed Name of Patieni/Responsible Parfy:

Witness Signature:

Printed Natne of Witness:

Date:

Date:



}R. S*IANNON R$C8CI{' }PM
Medieine alrd $urgerY of the Fccl

?42 Jcticho ?urnsike
F*oral fsk, Nolt York I l00l

516-488-62eS {o) 516"48E-317? (F)
dr. roeech@yalroo,eom {€)

g&ri{vs DaF Aptll l,{, :0O3Pnvacy mc€r: D'' grannd'' Roecdl 
rotlca 9r prryacy rrsucG

fh& noueg dr$ftb€g ||or rt€{ttlSl itsoftitftlon rbcut yqr; ,nat be ussd md dls!|*d and no!{ foo c6n 9At

acceca to Ur{3 tt$Orna{O{l. Pleat€ r€Yl*f il Crr€tuly.**_ -n*edre-ioout o"r pati;rfr prtirssy s$d sthvs t 9rr,16{* tba rnrdtlh.idrtttf €f yt{n rnp{ll(ll
hftrinrtton * tnis !.gdc€.;6';;;a ;Sd6&;i 6ure* $at we l5'uc t,1rt atnclal nq6op d our B.tv.qv er.q€.s' ygu.qyt 4 .g,F
iil"ciffiimr&'sf yorr'fircgrat tntry||3Uon, a t *tls prrcit* it ttst{ttd bry bw P. 'r||b*dn ,k g::1 *
rhafi;ld; 6jant-1nror6auon, rG 

'prrrrrci r t:q,ri.!o to auoc by a16 !c*ru of *a 16{0* 6t pdt 16v

iiiJresirrenuv rn csect ex to provie noncc c iis regrt crltes 
'nd 

PnvrcY prr'fic lth llspect to

ilffi;&h fid;ffi,r. ; il d;"6-6;iri"" *,out anr r'66, F1u;si cofrrd tt, Pfivrcy oniccr tt
this tr}ctics.
lYho wlll fo!t* lb* Noucl
;;;-*'&;;tt"ibr"hlsl &rttrofu€d to €n* gr, 1666r6sdott ir't& ?ou.nrdd,csl reasd, t{ smplqa$e6, i$ff,
and other pat:fine| ut utrt p.u.t o JJotiirJaiias 6 your rtbrmat* *'o otT6q bv due $qg€' Afl

s{tbs{tbrier, busrE3r assocLtes{".e ' i-tiii"i ilt"ri,rJrfr65, ;nd b€don3 ot ttdr pra*e ftrv sh*€ m€d*al

i"f"lrJUo" 
'*t, 

ooO, *fs f qf d!.t!n€r{' piyroi -ri,rn"teo 
o. rrc$h care oeoradoers de*dDcd h dlls

l&Sre,Ere?$trrnerssltttnenttttftYels,onlytha{nlti$umne6$$ryhforn$t$tne€dcdt.tc(Emdt*l
the tash sri$ be gur8d.
ir,n wi nrr U."."a OLb ra.atLd ftufdor do{rt lqr 

-.#"dffi;"r*d; d*"1b"-d,i6trffi;;;'ffi; npr lrc &nd rysor.ndbl n*$rnreoh witbottt

vour sDocfr. enrs* o. *rr,*auo.iiGtfra- t* pt*zu * iaor crqsy * tt*s lttd dieb,.ei tlst

e"erv 
'msdbte 

u|s or dlSclosurs In a caFgpry ls llstod'
Fo. f tt*ltG{}l
Wr may u3e nrcdicd intormruon rDout you to grcn'lda you witi tfEdical-e€lttnant or E'rYio6t' €xlrtple: In

treating you fo. t sp€dnc -no'u-, J" 
"iiy'i6J 

o i'ict ir you ttatc s{€$lcs that coqld inflr'E rce wfictl

rfledicatio{rs vre grEIftib€ &r laur tf6unifif Citffis'

i? Frr *-, hirntt|on |bda }!r' 8o tfist tic tre rnsnt 
:1td'. ?t* y"t' rE r'" trwl us. tn'l.b'

b ted !M payrncn! nEv uc colecrco i'!f, vcu. an lnsunnce conpany-or r t*d Flty'. Exrtf|p&;-wej||'y

il;;;fi'r;-p,"6d rt 
"nrt 

rtfrJmii#, L'at rs vs' naai' tr€s'-ol{lca v*dt &' ttrd ccrE
''*tttir.s y;; adjncb and trosnott to lour In$'rtnce co'npotfy fo' payrlEnt'

For n r$t G.n Otdo|*
we msy use ar{ disdoss me{M $*ffilat!0n aboi* }$|, tor l|el$ {ft8 Qo6ttufll3 to tr$ 

'! 
tl$t }ou rtcaw

orjalltv hesltilclf€' a,arpre, wu ntuy-.oJmtiilca-trinoEuon !o t€vt€t qt trcdtn€flt and s€t\'lc's ano

J"Juitu $lu poto.manct d our stilt in c.riog for ygtt' 
.

ifr-l'il 6i orgutr I rr' e" i iriot thod Gsrl nt or r'ftc'billatt
iitiouJr"o ou*nc an Invcsdgatton bY bw etforcemcnt uncies
. fo ivst a sernus Oreat b puuts lltt l or sat€ty
.;&;;E t'rfitlrv €or ;and autnorltrcs t'or their rrdlcd reng
. ir'iiir."rr -.p.tr*** o. sinibr prograrns tu{ pmccsdr{ otjqTs
.;;;;;; tiiea'tioonat h*lurtiofl or bt enhrtcflrcnt figal
'ln rtsDooge bo a legal Proce€ding.ioili,iJn* ot *eolel cr(amln€t to( {'entfFtbn o' a bodY
."i t o-"fr"o Ov tttu uS Food lnd Druo Afninistrstlon (FDA)
*otner'neafthare grontkbrs' fcatttt€tlt EdrvlttsS

'6tno ao*t"o 
"nau"t' 

ad Prov8ars' pgFncnt adMrie
.ctner cot std €rxH€d rtonn at" il#o#'J&"t tu rlc "gtt 

pernr6cd ut}|,s lllptA)
.u'€. erd d|3*1lflls rcqulr€d bY brt
'Ge it A OrcOoluto tn dorrpsttc Ylol€rc or nql€ct l&uago'ts
ttletlth ovrrtlght acdvi{st

;xffi*ffi ffiff* *r*.*, r€rrd*d.* { r.fofrrrrE'r !&o.tr n *rncntdlamsdwr of dlrcr

ft""rifr rcf*"d ua;"nt" sfld sert/lc th6t moy bt ot intgrett b you'



DR SHANNON ROSSCH. DPM
M*dicinc and Surgrry of dta Foot

X42 Jericho l'urnpike
flord Psd., Xsw Yott{ I l00I

51G46$6290 (O) 516.488-1 172 tF)
dt rocsch@yabtxl.str (E)

ACKNOWLSDSBMSNT OF &SCBIPT
OF

NOTTCE OF P&IVACY FRAC}ICES

I ap*nowkdrc ths | *us prrovitlod wi& r oopy oftb Ngice of hivsy lrss{ics$

and i|tal I hsvc resd <ar had et opponxrity to reod if I so *kos> ed $odotstood tbc

ndi*.

Nsrne

irarttrt or edhoriel rcPreacntaliw


