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MIKA HAYASHI, DPM, PC PATIENT INFORMATION RIEZ®&R

DATE B ¢ :
BEES 03F) &EAB(A/8/F) i PERI:
PATIENT NAME: DATE OF BIRTH: /] AGE: SEX:
LAST FIRST % M D Y
BB BEES
HOME ADDRESS: ZIP:
CITY / STATE 1/ M:
CEE KB
HOME PHONE : ( ) - WORK PHONE : ( ) -
435885
CELL PHONE : ( ) - FAX : ( ) -
E-MAIL:
CRLOBIESE CEE WEEE

PREFERRED METHOD OF CONTACT: [HOME PHONE [OCELL PHONE OE-MAIL

BfBEDERR
MARITAL STATUS: [JSINGLE s [IMARRIED gs [ISEPARATED sie [IDIVORCED #tts  [JWIDOW %31

CHRENSE
PREFERRED LANGUAGE: [JENGLISH = [JJAPANESE B#3E [JSPANISH z~<>:z

A&
RACE: CJASIAN 737A CJAFRICAN AMERICAN A CJCAUCASIAN mA CJAMERICAN INDIAN/ALASKAN NATIVE 7xunseftB/P5RNS%AER

CINATIVE HAWAIIAN/OTHER PACIFIC ISLANDER 1o/ %#R/zoftAT #E% [JOTHER zofth

Rk
ETHINICITY: OOHISPANIC ORIGIN zx1>% CNOT HISPANIC ORIGIN 3E2<1>%

RouERE BECOBR BEES
EMERGENCY CONTACT PERSON: RELATIONSHIP: PHONE : ( ) -
BATOERS:

ADDRESS IN JAPAN (IF APPLICABLE):

EhF5k HfiZE
EMPLOYER: OCCUPATION:

FaE BEES
PRIMARY CARE DOCTOR: PHONE: ( ) -

BEICEBECI B (R/B/F)
LAST VISIT TO PRIMARY DOCTOR: / /

WHERE DID YOU HEAR ABOUT US? 4zalcTasincanEuin ?

RybETRER J=9 NYUSRBEDY A b fEFIRSA b PAd < 2 Z1-3-JBAEBE Zofth
INTERNET: [0 GOOGLE [0 NYU WEBSITE [0 BENRICHO [J JAPION [J EMBASSY 0 OTHER:
ZHBT -IN b EEEEHLRS RIRSHE zoft TRNTAVZS OBAR]
REFERED BY: OO FRIEND [ DR'S OFFICE [ INSURANCE COMPANY O OTHER WHO?
R -AEES A zoft
0 NEWSPAPER/MAGAZINE [0 RADIO [0 OTHER

INSURANCE INFORMATION {RI®I5Hk

RIREE RIR ID BS

INSURANCE COMPANY: ID :
ZOAMDIRIR (&NiF)

B SECONDARY (IF ANY)

RIREE RIR ID &S

INSURANCE COMPANY: ID :




WHAT IS YOUR SPECIFIC PROBLEM?
BRIEDEIRETFEAZEV,

RE

mUSE OF ALCOHOL: CONEVER 11,

ODRINK #s -

oy
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CURRENT PROBLEMS RT{EDAEIR

WHERE IS THE PAIN/ PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.
FEUVEDL/ RIRBOEBIEECTI D ? FELORICENIZ DI TREL,

LEFT (&) RIGHT (&)

TOP (%) BOTTOM (=) BOTTOM (=) TOP (%)

INSIDE (o)

U s

SOCIAL HISTORY &5&RE

OUTSIDE (st OUTSIDE (st INSIDE (pafil)

CONO LONGER USE ##t= COHISTORY OF ALCOHOL ABUSE 71—/ sh&ntiEs)

| | DAYS A WEEK( #Bo>5@8)

GLASSES # / [JEVERYDAY &=

m USE OF TABACCO: CONEVER 1EsR0 [JSMOKE m2fz3s3 - CIGARETTES / DAY #/8 FOR YEAR 4R
CJQUIT vz - HOW LONG AGO? o2
HOW MANY CIGARETTES DID YOU SMOKE? £a<5uBELTOELED ?
CIGARETTES / DAY #/8 FOR YEAR #m

mHOW MUCH ARE YOU ON YOUR FEET AT WORK? £a0<5UsioTHEELTLETH? [010% [025% [150% [075% [1100%

B Eh
mEXERCISE: CONEVER £#us0 [JRARE @eatLin [JOCCATIONAL % COWEEKLY i 1m

[OSEVERAL TIMES A WEEK iB(cm CIDAILLY ==

EENOREE

TYPES OF EXERCISE:

gE J4-N tF k& Je9yh/ 40 oYX
mHEIGHT: (FEET/CM) m WEIGHT: (LBS/KG) m SHOE SIZE: US
(IF APPLICABLE: #&93A@eExTaL)

RIEIOAEIRFIRE (B/8/ ) IEIRL TVDRTRE G HDESH ? (FL (ATAV3
mAST MENSTRUAL PERIOD: / mPOSSIBILITY OF BEING PREGNANT? [YES ENO

M \%

ERPTIN ? (=) VR FHFTIN? (W (ATAY

mARE YOU CURRENTLY PREGNANT? CYES NO mARE YOU CURRENTLY NURSING? O]YES @®No
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MEDICAL HISTORY IRJ&BEE
m CURRENT MEDICATION B7EMRML LSRN BIIETEACEN:

B YOUR PHARMACY INFORMATION #EcHImRIcB3ER
(NAME, PHONE NUMBER, ZIP ##i, &&&s. BE5s)

B SURGERY HISTORY (INCLUDE DATES) il (fEiE8 BETHALA)

W ALLERGIES 7Li%-:

®mNONE #U

OTAPE 7-7 OLATEX 557992 [JIODINE 3wz (OSHELLFISH sa3% [JLOCAL ANESTHETICS mrrmser [JGENERAL ANESTHETICS &&nm#r
CJOTHER zoft (MEDICATIONS i, FOODS &#, ENVIRONMENT #15)

mHAVE YOU EVER HAD ANY OF THE FOLLOWING? cn#clCFROmRIChholIERfsBoESH ?

®mNONE 71U

JACID REFLUX smiswsmiE [JHIGH BLOOD PRESSURE wiE
CJANEMIA &m [JKIDNEY DISEASE sroms
CJARTHRITIS rasnss [JLIVER DISEASE oms,
COJOASTHMA g [JLOW BLOOD PRESSURE f&im=E

[OBACK TROUBLE rzss

[COBLADDER INFECTIONS gsts¢
CJABNORMAL BLEEDING st
COBLOOD CLOTS m # 4%

[JBLOOD TRANSFUSION #im
CJBRONCHITIS/EMPHYSEMA s&x#/iisiE
[CJCANCER 14

[JHIGH CHOLESTEROL mavz7a-i
CIDIABETES #&ms%

CIFIBROMYALGIA s

COGOUT s

COHEART ATTACK s

CJHEART DISEASE/FAILURE i/ 0 e
CIHEPATITIS #s

COHIV+/AIDS HIV Bit/14X

[JOTHER CONDITIONS =zttt

OOMIGRAINE HEADACHS frzam
CIMITRAL VALVE PROLAPSE fgigs st
CINEUROPATHY muzms

[JOPEN SORES rigi&s
CIPNEUMONIA Fiigt

CIPOLIO sy

CORHEUMATIC FEVER uovs#
LISICKLE CELL DISEASE siix7Rimifie
[ISKIN DISORDER g

[ISLEEP APNEA pERssmITIRiE e
[JSTOMACH ULCERS s&%
[ISTROKE ryitgze

CTHYROID DISEASE =irizoms
LJTUBERCULOSIS #t#z

mDO YOU HAVE A FAMILY HISTORY OF THE FOLLOWING? Si&CROKEEESIFSOFFVETH?

ENONE 5U
LICANCER #A who

[ICORONARY ARTERY DISEASE @#wE who

[IDIABETES ##5s% who
LIHEART DISEASE /i who
LJOTHER zoft

[JHIGH BLOOD PRESSURE &iuE who

ORHEUMATOID ARTHRITIS uovF#Ragist who

[ISTROKE Fpi##zE who
OTHYROID DISEASE =ixigoss who
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AUTHORIZATION TO RELEASE INFORMATION

AND ASSINGMENT OF BENEFITS

I hereby give my permission to Dr. Mika Hayashi to administer treatment and to perform such procedures as may be deemed
necessary in the diagnosis and/or treatment of the extremity condition.

I also hereby authorize to release any information in the course of my treatment or examination to my insurance carrier. I hereby
authorize payment to Physician of Benefits due me for service rendered. I understand that I am responsible for charges not covered
by this authorization.

I understand that sometimes my insurance company sends the reimbursement for the treating doctor directly to the insured. I
understand that this is the payment that my insurance company will make not to the insured or myself but to the treating doctor for
the service that I will receive. Thus, I agree to bring the original check(s) to your office (350 Lexington Avenue, Suite 501, New York,
NY 10016) as soon as the insured or I receive them.

CANCELLATION POLICY

If a cancellation is inevitable, a courtesy notification is advised at least 24 hours in advance prior to your scheduled appointment, so that
we may provide quality individualized medical care in a timely manner to other patients. Failure to notify our office in a timely manner
may result in a broken appointment Fee ($50).

PRIVACY POLICY

I understand that under the Health Insurance Portability and Accountability act of 1996, I have certain rights to privacy regarding
my protected health information. I understand that this information can and will be used to: conduct, plan, and direct any treatment
and follow-up among the multiple health care providers who may be involved in that treatment directly and indirectly, obtain
payment from third-party payers, and conduct normal health care operations such as quality assessments and physician
certifications.

I have been informed by you of your Notices of Privacy containing a more complete description of the uses and disclosures of my
health information. I have been given the rights to review your Notices of Privacy prior to signing this consent. I understand that Dr.
Mika Hayashi, D.P.M. can change their Notices of Privacy Practices from time to time and that I can contact this office to get a
current copy.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment
payment or health care operations. I also understand you are not required to agree to my requested restrictions, but if you do agree
then you must abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken action replying on this
consent.

En) H1> =I5)
Patient’s Name: Signature: Date:
RRFEEDBE. REBOT1> BELORF

If minor, Guardian Signature: Relationship to patient:
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INFORMED CONSENT TO OBTAIN MEDICATION HISTORY

MIKA HAYASHI, DPM, PC has adopted an electronic medical record system in order to improve the quality of our services. This system
also allows us to collect and review your medication history. A medication history is a list of prescription medicines that we or other
doctors have recently prescribed for you. This list is collected from a variety of sources, including your pharmacy and your health insurer.
An accurate medication history is very important to helping us treat you properly and in avoiding potentially dangerous drug interactions.

By signing this consent form you give us permission to collect, and give your pharmacy and your health plan permission to disclose,
information about your prescriptions that have been filled at any pharmacy or covered by any health insurance plan. This information will
become part of your medical record.

This medication history is a useful guide, but it may not be completely accurate. Some pharmacies do not make drug history available to
us, and the drug history from your health plan might not include drugs that you purchased without using your health insurance. Your
medication history might not include over the counter medicines, supplements or herbal remedies. It is still very important for us to take
the time to discuss everything you are taking, and for you to point out to us any errors in your medication history.

Patient Acknowledgement

By signing below, I give permission for MIKA HAYASHI, DPM, PC to obtain my medication history from my pharmacy, my
health plans and other healthcare providers.

E=T0) b1 B
Patient’s Name: Signature: Date:
RRFEEDBE. REBEOT1> BECOMG

If minor, Guardian Signature: Relationship to patient:
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