
GRANITE STATE
PODIATRY
A S S O C I A T E S ,  P . A .

NEW PATIENT INTAKE FORM

Peter Kasyjanski, DPM, FACFAS
Breton Fox, DPM, AACFAS
424 Hanover St., Manchester, NH 03104
Phone: (603) 668-3509   Fax: (603) 641-8442

PATIENT INFORMATION

Last Name: First Name: M.I.:

Date of Birth: Social Security #: Sex:

Address:

City: State: ZIP:

Primary Phone: Secondary Phone: Email:

Emergency Contact: Relationship: Phone:

Primary Care Physician: Address: Last Seen:

Endocrinologist Name (if any): Address: Phone:

GUARANTOR INFORMATION (IF DIFFERENT FROM PATIENT)

Last Name: First Name: Relationship:

Address: City: State: ZIP:

Date of Birth: Social Security #: Phone:

INSURANCE INFORMATION
Please complete the following and present your insurance card(s) to reception for photocopying.

Primary Insurance

Plan Name: Insured's Name: Insured's DOB:

Policy ID #: Group #: Insured's SSN:

Secondary Insurance (if applicable)

Plan Name: Insured's Name: Insured's DOB:

Policy ID #: Group #: Insured's SSN:

Tertiary Insurance (if applicable)

Plan Name: Insured's Name: Insured's DOB:

Policy ID #: Group #: Insured's SSN:

Workers' Compensation (if applicable)

Insurance: Case Manager: Phone:

Case / Claim ID: Date of Injury:
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REASON FOR TODAY'S VISIT

PATIENT MEDICAL HISTORY

Height: Weight: Shoe Size:

Medications (list all prescriptions, OTC medications, and supplements. Write N/A if none.)

Medication Name Dosage Frequency Route (Oral, Injection, etc.)

Pharmacy: Address: Phone:

Allergies (circle all that apply)

Penicillin Codeine Novocain Adhesive Tape Seafood Sulfa Aspirin Demerol Local Anesthetics Iodine

Other:

Social History

Alcohol Use    Y / N Tobacco Use    Y / N Recreational Drug Use    Y / N

How much / how often: How much / how often: How much / how often:

If former user, quit date: If former user, quit date: If former user, quit date:

Surgical History (list past surgeries)
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PAST MEDICAL HISTORY — SELF & IMMEDIATE FAMILY
Circle all that apply to you (S = Self), your mother (M), or your father (F).

Arthritis S    M    F Diabetes S    M    F PVD S    M    F

Angina / Chest Pain S    M    F DVT / Blood Clots S    M    F Psychiatric Care S    M    F

Asthma S    M    F GERD S    M    F Radiation Treatment S    M    F

Back Problems S    M    F G.I. or Stomach Issues S    M    F Renal Disease S    M    F

Blood / Bleeding Issues S    M    F Gout S    M    F Stroke S    M    F

Cancer S    M    F Heart Disease S    M    F Swelling in Ankles S    M    F

Cardiac Issues S    M    F High Blood Pressure S    M    F Ulcers S    M    F

Chemical Dependency S    M    F HIV / AIDS S    M    F Varicose Veins S    M    F

COPD S    M    F Liver Issues S    M    F Neuropathy S    M    F

Other:

ACKNOWLEDGEMENT, CONSENT & FINANCIAL AGREEMENT
Privacy Practices & Attestation. By signing below I acknowledge that I was provided a copy of the Notice of Privacy Practices and have had the opportunity to
read it. I attest that the information I have provided is true, accurate, and complete to the best of my knowledge, and I agree to notify Granite State Podiatry
Associates, PA (“GSP”) of any changes promptly and annually upon the office’s request. I have read and accept items 1–10 below.
1. Consent to Treat. I consent to evaluations, examinations, x-rays, lab procedures, medications, treatment, surgery, physical therapy, home instructions,
orthotics or other DME, photography/videography, and other services rendered by GSP and its providers. I am responsible for scheduling follow-up visits,
services, and prescriptions. GSP’s providers exercise reasonable care but make no guarantee as to outcomes.
2. Consent to ePrescribe. I consent to enrollment in GSP’s ePrescribing program, allowing providers to send prescriptions electronically and review my current
medications to minimize adverse drug events.
3. Assignment of Benefits. I irrevocably assign to GSP all benefits, rights, and interests (including the right to enforce payment and to appeal adverse
determinations) under any employee benefit plan, insurance policy, third-party reimbursement, or prepaid health plan for services rendered.
4. Authorization to Release Information. I authorize GSP to release my health information for payment, treatment, and healthcare operations to insurers and
any practitioner or facility involved in my care. The HIPAA Notice of Privacy Practices is available at www.GraniteStatePodiatry.com and in the office.
5. Designation of Authorized Representative. I appoint GSP as my authorized representative to (1) request plan documents, (2) pursue benefit claims, (3)
appeal adverse determinations, and (4) take legal/equitable action to recover benefits, and to receive related notices on my behalf.
6. Financial Agreement. I am responsible for all co-payments, deductibles, coinsurance, OTC convenience items, non-covered services, and other amounts
due at time of service or pre-op. Regardless of assignment of benefits, if my insurer misrepresents coverage or delays payment beyond 60 days, I am
responsible for all amounts owed. The insurance policy is a contract between me and my insurer.
7. Past Due Balances & Collections. Balances unpaid beyond 60 days from the date of service accrue 1% interest, compounded monthly. Balances unpaid
beyond 90 days may be referred to collections; I am responsible for all legal and collection fees.
8. Referrals. It is my responsibility to obtain any referral required by my insurer and to present it on or before the date of service. If a claim is denied for lack of
referral, I am responsible for payment.
9. No-Show / Cancellations. A minimum of 48 hours’ notice is required to cancel or change an appointment. Failure to provide notice will result in a fee of
$50–$200 based on the services scheduled. Arrival more than 10 minutes late is considered a missed appointment. Three or more missed appointments within
twelve months may result in dismissal from the practice at the provider’s discretion.
10. Patient Photo Consent. I authorize GSP to take photographs and videos of my lower extremities to document care or for educational/promotional purposes
in print or digital media. No PHI will be released. I will not be compensated. I may revoke this consent in writing.
I certify that I have read and understand the foregoing statements 1–10 and accept their terms. This document remains in effect until I deliver a written
revocation to GSP.

Print Name of Patient or Authorized Rep. Signature Relationship to Patient Date
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