
PAULJ. KALIN, D.P.M., F.A.C.F.S.
PODIIffRIST

Medical and Surgical Treatrnent of Foot and Ankle

Welcome to our o
Tbank You For Cboosing Our Office:
In order to serue you properly, ue uill need tbe follouting information. (Please Print)
All information will be strictly confidential.

Your Nome:
First Middle

Physicol/Locol
Address:

Moi l ing
Address:

zipCity Stqte

SociolSecurity #E-moilAddress:

Dote of Birfh:

Sex:

Employed By:

Age:- Home Phone:

Weight:

Cell  Phone:

Shoe Size: MoritolStotus:

Bus, Phone:

Business Address:

Responsible Porty: (if other thon potient) Relotion to Potient:

Employer of Responsible Porty: Phone:

Whom moy we thonk for referring you?

Hove you ever seen o Podiotrist before?

Who to notify in cose of emergency: Nome:

lf yes, nome:

Phone No. :

Relotion to Potient:

Fomily Physicion: Lost Seen:

MEDICARE: (for Medicare patients only)
I certify thot the informotion given by me in opplying for poyment under the Title XVll of the Sociol Security Act is conect. I outhorize oll medicol
records to be releosed to the Sociol Security Administrotion or its intermediories or cqrriers ond request thot poyment of outhorized benefits be mode
on my beholf ond I ossign ihe benefits poyoble for physicion service to the physicion or orgonizotion furnishing the services or outhorize such physicion
or orgonizotion to submit o cloim to Medicore for poyment for me.

Dote: Signoture:

ASSIGNMENT OF BENEFITS:
I hereby requesi thot my insuronce compqny pqy ony / oll benefits due ond poyoble under the terms of my controct to Poul J. Kolin. D.P.M.. F.A,C F.S.
I hereby outhorize Poul J. Kolin, D.P.M., F.A.C.F,S, to releose such informotion os moy be necessory for the completion of qny insuronce cloim. Any
porent or guordion who brings in o minor for treotment is ond hereby ogrees to be finonciolly responsible for poying the minor's occount in full, In
the event thot on occount is referred to on outside collection ogency ond/or smoll cloims suit, the responsible porty will be subject to poying ony/oll
fees ossocioted with the collection processes. I hereby quthorize Poul J, Kolin, D,PM., F.A.C,F.S, to obtqin q credii historv for such collection purposes,

Dote: Signoture:

I hereby consent ond give my permission to the doctor (ond the doctor's ossistonts or designoted replocement) to
odminister ond perform such procedures upon me os the doctor deems necessory,

Dote Signoture of Potient or Legol Guordion



Potient Dote

Check (/) ony of the following you hove or hove hod o problem with,

- Anemio - Concer - Hord of Heoring - Neuropothy

- Arthritis - Circulotory Problems - Heort Problems - Rheumotic Fever

- Asthmo - Diobetes - High Blood Pressure - Stroke

- Bleeding Tendency - Epilepsy - Liver or Kidney Problems - Thyroid

- Blood Clot (Phlebitis) - Gout - MitrolVolve Prolopse - Ulcer (Stomoch)

Pleose indicote which foot problems you now hove or hove hod in the post.

- Ankle Poin - Corns ond Colluses - Plontor Fosciitis - Plontor Worts

- Athlete's Foot - Cromps or Numbness in Feet or Legs - Heel Poin - Swelling in Ankles or Feet

_ Bunions - Flot Feet - Ingrown Toenoils - Tired Feet

Whot is your chief foot or onkle comploint?

This condition/s hos existed for:

Previous injuries

Previous hospitolizotions

Previous surgery

Are you pregnont, or is there ony possibility of being pregnont?

Are you being treoted for ony conditions by o physicion now?

Are you toking ony medicotion now?

lf yes, the nome of the medicqtion/s,

YES NO

YES NO

YES NO

Are you ollergic or sensitive to locol or generol onesthetics, medicotions, tope, etc,? YES NO

lf ves, their nome/s.

FAMILY HISTORY

Mother: lf l iving, ony medicol problems?

lf deceosed, couse of deoth.

Fother: lf l iving, ony medicol problems?

lf deceosed, couse ol deoth,

Brothers: How mony? _ Any medicol problems?

Sisters: How mony? Any medicol problems?

SOCIAL HISTORY

Smoking Pocks

Sports ond Exercise

How long? Drinking



PAUL J .  KAL IN ,  DPM
] O I  34 MAR WALT DRIVE

FORT WALTON BEACH, FL 32547
( 8 5 0 )  8 6 3 -  I  2 3 8

NOTICE OF PRIVACY PRACTICES
Effeoive Dote; 4-I4-03

TI.I.[S NOTKE D.ESG.RIIB.ES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED ANDHOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY.

Eoch  t ime  you  v i s i t  o  phys i c i on ,  hosp i t o l ,  o r  o the r  heo l t hco re  p rov ide r ,  o  reco rd  o f  you r  v i s i t  i s  mode ,
Typicol ly ,  th ls  recdr :d conto ins your  symptoms,  exominot ion,  ond test  resul ts ,  d iognoses,  l reqtmeni ,  o  p lon for
l_y1ure 

c l re or  t redf imenl ,  ond b i l l ing-re loted Informoi ion,  Your record represents protected Heql th
Inrorm0i lon,

We ore commif led to t reoi ing ond using Protected Heol th Informot ion obout  you responsib ly .  This  Not ice
descr ibes t l le  persan l  in forrnof ion we col lect ,  ond how ond when we use or  d isc lose thqt  in formoi ion,  l l  o lsodescr ibes your  r ights os they re lote lo  your  Protected Heol th Informot ion,  This Not ice oppl ies to o l l  protected
Heol th ln formot ion,  os def ined by federol  regulot ions,  thot  is  generoted by our  of f ice,

THE FOLLOWINIW.IC{f f i i IEGORIES DESCRIBE EXAMPLES OF THE WAY WE USE AND DISCLO#dIH#ALTH
INFORMATION

For Treoimentr  We moy use your  heol th in formof ion to prov ide you wi th medicol  t reqtment  or  serv ices,  Wemoy disolose medico ' l  in formot lon obout  you to other  heol th professionols who contr ibvte to your  core (sueh osdoctors,  nurses,  ieehn{c lons,  or  other  personnel  who ore involved in tok ing core of  you) .

Fo r  Poymen t :  We  rnoy  use  ond  d i sc lose  med ico l  i n fo rmo t i on  obou t  you r  t r eo tmen t  ond  se rv i ces  t o  b i l l  ondco l l ec t  poymen t  f r om you" ,  you r i nsu ronce  compony ,  o r  o  t h i r d  po r t y  poye r ,  Fo r  exomp le ,  we  moy  need  toglve your  insuronce comf lony lh formot ion obout  your  t reotment  so they wi l l  poy us for  the t reotment ,  Wemoy  o l so  t e l l  you r  heo l t h  p lon  obou t  l r eq tmen t  you  o re  go ing  to  rece i ve  t o  de te rm ine  whe the r  you r  p lon  w i l lcover  i t ,

For  Heol thcore Operot lons (Business Associotes) ;  There qre some serv ices provided in our  of f ice thr .oughcor'|iro:cts wilh busil,l'eti ossocl'otes, Exomples include tronscription of your ii.totud r","olii rrr"rr"tr"r,l'roo,
serv ice moklng copies of  your  heol th records,  ond of f  -s i te  s toroge of  medicol  records,  When serv ices such osthese ore cor ' t t rocted,  we moy d isc lose your  heol th in formot ion to our  business qssociqtes so thqt  they conperform the iob we've o:Sked them to do.  To pro lect  your  heol th in formot ion,  however,  we requi re the
businecs o,ssoclotes to oppropr iote ly  sofeguord your  in f  ormot ion,

Fo r  Reseo rch :  We  moy  d i sc lose  i n fo rmo l i on  t o  reseo rche rs  whe -n  on  i ns t i t u t i ono l  r ev iew  boo rd  t ho t  hqs
reviewed fhb reseoreh pro 'posol  ond estqbl ished protocols to ensure the pr ivocy of  your  heol ih  in formot ion
hos o,p.pl,oved their reseorch,

Cornnrunicot ion wi lh  Fornl ly  or  Fr iend:  We moy re leose medicol  in formot ion obout  you to o f r iend or  fomi ly
mernbe r  who  i s  i nvo l ved  i n  you r  med ico l  co re  o r  who  he lps  poy  fo r  you r  co re ,

We  moy  o l so  use  ond  d i sc lose  med ico l  i n fo rmo t i on  to / f o r  r he  ro l t d * i no ,

n to rern, ind you thot you hove on oppointment
t lo orsess your so.iisfoction with our servlces
; Food ond Dr.ug Ad'ministrstion
* Org:on qnd Tlssue Donst ion Orgonizot ions
* Hes,lth Oversight Agencies
* Funer,ql  Dlrectors, Coroners, Medicql  Direclors
t to not i fy or ssslst  ln not i fy ing o disoster rel ief  ent i ty so
tho.t  your fomily con be not l f  ied obsut your heolrh srorus

t  Pub l ic  Heo l th  Authsr i t ies
* Workers Compensot ion Agents
*  Lego l  Author i t ies
t  M i l i to ry  Commond Author i t ies
* Nsl ionql Securi ty & Intel l igence Agencies
*  Prooc t ive  Serv iees  fo r  the  Pr ,es ident
* for low enforcement purposles os reguired

by low or in respon.se to ru;bipo€no



YOUR FIEATTH I.NFO'RMAIION RIGHTS

Alihougtr your heo' l ' th reoord is the physicol  property of this off ice, you hove the r ight to,

l l t_" j_: lO 
Co?t ' . ,  You hove the r ight to view your Proreded Heqtth Informorion, obroin o copy of the

Intormollon' or both' We moy deny your request to inspect ond copy ln certqin very lim,ined cireurnstonces, lfyou ore denled occess to medjcol  informotion, you moy request thot the deniol  be reviewed. We ore
ol lowed to chorge you for these copies,

i]::.1.I]::-fq*"l,tldt 
medicol informotion is incorrect or incomplere, yov moy osk vs ro q,mend (not chonge)?he In to rmot ion .  We moy deny  your  reques t  fo r  sn  qmendment  ond i f  th is  occurs ,  you  w i l l  be  no i i f ied  o f  thereoson for the deniql .

An 
lJcgurnJlng of Disclosuresr You hove the right to reguest o list of cerroin disclosu'os we rn,Eke of your

medlbol lnfoirndflon for purposes oiher thon treotment, poyrnent, or heolthcqre operotions,

Reguest Restr ict ions: You hove the r ight to request o restr ict ion or l imitot ion on the medicol informqtion we useor disclose qbout you. We qre not reqvired to qgree to /ovr request,  l f  we do qgree to the reqge5ted
restr ict lon, l t  wl l l  be honoied with the except ion of permif led disclosures, including ir"rg"n.y treotment,pub l l c  heo l th  ou thor i ty ,  Food & Drug Admin is t ro t ion ,  work- re lq ted  in iv ry ,  cnd  OSHA compl ionce,

Reqt i6stConf ldenf iql  Csmmunlcqt ions: you hove the r ighl  to requqst. thot.we communicdte with you oboutrnedfcolt t tot ter3 ln o certoln woy or ot o certoin locotton l for exomple, ot  *oir , ,  ot  i f  u s,  Mol l) ,  We wi l lgrontthis request only l f  l t  is submiffed ln wrl t ing, We reserve the r ight to contoct yov by other meons ond qt
other locot ions i f  you fql l  to respond to ony communicot ion f  rom us thot requires o response.

A Popor Copy of Tht i l \or ice, you moy osk vs to give you s copy of this Not ice,

We reserve the r ight to chonge this not ice qnd to moke the new provlsions effect ive for ol l  protected l . leol th
Informotlon we mo:intoin from the f i rst  dqie of your heolth record, The current nof ice wi l l  be posted ond
include ihls effEelve dqte.

l f  you bel leve your pr ivocy r ights hove been violoted, you moy f i le o comploint by contoct ing fhe pr ivocy
Off lcer ln our off ice ot 

, l013 
Mqr Wolt  Drive, Suite A, Fort  Wolton Beoch, FL 92s47, Al l  cornploinis must be

submii ted in wrl t ing, You wi l l  nct be penol ized for f i r ing o complolnt.

You moy revoke your  permiss ion  to  use  or  d isc lose  med lcq l  in lo rmql ion  obout  you,  in  wr i l ing ,  o t  ony  t ime,  l f
you  revoke your  permiss ion ,  we w i l l  no  longer  use  or  d isc lose  med ico l  in fo rmot ion  obout  yov  fo r  the  reqsons
covered by your wri t ten ouihorizot ion, Pleose underslond ihot we ore unoble to toke bock ony disclosures
we hove olreody mEde with your permission, ond ihot we ore required to retoin our records of the core thqt
we provlded to you,

el

Acknowledgmenf of  Receipt  of  Not lce of  Pr ivocy Prcct lces,  Of f ice of  Pqul  Kql in ,  D.p.M.,  p,A.

By s ignlng th ls  documenr,  I  ocknowledge thor  lhove reod o copy of  th is  of f ice 's
Notice of Prlvocy Proctices,

PRINT Nome

Qfflqe Use Only,
Dote Acknowledgment received

Signoture

0R reoson Acknowledgmenl  wos not  obto ined

Dqte

Sourcer ECHA



DR" PAUL J. KALII{'S FINANCIAL POLICY

YYO ere cotuffiitted to providiag you wlth the best possible podiatric care. If you bave
m*dfe*l i'norrlute, wc wculd like to help you receive yaur maximum aflorynbl* henrfits,
Xn order to rchieve the goals, we need your assistance and your understandiing of our
policy,

Fnymtntr for ollice services are due at the time service$ are rendered, unlose payn*nt
offlngcnsnts have been approved in advance by thr oflice secretary. We do *ccept
crsh' chce|*en h,lsster Card and Visa. lf seryices *re not covered in fu,tl by yo'ur
lnlurance eoln,pany, you will receive s ststement for the balnnce. Prompt iaynrent will
be grortlyoq.p$reclrted. Please provide our office with all your insurarco informntion,
so that slai'ms'san be expedited immcdiately.

Your ineu'rance policy is a contract befween you, your employer, and the insurance
c0m'pamy' Our office does not know what type of policy you have purchnsed and we ere
nof prny to thst contr*ct. READ YOUR POLICYI
Know whfit it covers and what it does not cover. Keep their phone nu.mber nvailahle so
fhat you mAy c*fl w.ifh questions.

We must eHphs$ire, that ss medical care providem our relafionship is with you rnd not
your i'neurtmco company. While the filing of insumnce claime.is o courtesy thnt we
ex'teud to our p*tlents, all ch*rges are your rerponsibility from the date thr ser"vices qre
rendsred. We redize that temporary finaneial problems msy effect timely poyment of
y0ur sccount. If such problems arite, we encourag& you to contact us promptly for
r's*istince in the rilsnagement of your rccount.

* t r * * * *

I:understnnd th*t my pollcy mty not allow benelits for non-covered ssr.vices, I nea{fue
th*'t I wil| bo respo'n*ible for the payment of alt n-otr-covered servicgs and dcdu*tibleo, I
give ptrmissisu to release my medicrl datr to my insurance company for the reyiew or
psymflr.t of *ll cf*ing, I also give permission for my insurance compsny to review my
nudic*l r$nords during n ehart review at this particular office. I underctrnd if my
a'seouft bpeomms delinquent, I,may be respouslbh.for outside rgency collectisn f,oes,

tt*ttA.n' ps#icsf pr*ym€fi mnde by Credit Ca,rd wbich res.ults in a refusd, wf$ bo *uhj*et
tb'aI% eltar.g:c of fotsl refilnd a,mount. Bffeefive 7tl/2001t'**

f'&ilffirf.e Date


