
WELCOME TO

Montgomery Foot & Ankle Associates, LLC
ADAM K. SPECTOR, DPM

2730 UNIVERSITY BLVD. WI SUITE 1000 • WHEATON, MD 20902 • (301) 949-3668 • FAX (301) 949-8833
15020 SHADY GROVE ROAD. ROCKVillE, MD 20850 .• (240) 268-7450 • FAX (301) 545-1814

SILVER SPRING AMBULATORY SURGICAL CENT~).I~ ACCREDITED BY JCAHO

Name

Address

o Employed 0 Student 0 Retired 0 Unemployed

o Friend 0 Doct~~ .

City

Employer

Home Phone (

Date of Birth

Sex 0 M 0 F

Referred by:

Family Doctor

Doctor's Address

Employer Address

Work Phone (

~'I Soc. Sec. No.

Marital Status 0 S 0 M 0 Other

o Patient

Phone: (

State

E-mail

Zip

InsuranceCompany

InsuranceCo.Address

Insurance Company

Insurance Co. Address

SUBSCRIBER Name

Relationshipto Patient 0 Self 0 Spouse 0 ParenVGuardian

SUBSCRIBER Name

Relationship to Patient 0 Self 0 Spouse 0 ParenVGuardian

SUBSCRIBER ID #

SUBSCRIBER SSN#

SUBSCRIBER Employer

DOB

SUBSCRIBER ID #

SUBSCRIBER SSN#

SUBSCRIBER Employer

DOB

I hereby authorize payment directly to Montgomery Foot & Ankle Associates, L.L.C. for the surgical and/or medICal
benefits, if any, otherwise payable to me or on my behalf for services furnished me. I understand that I am financially

responsible for the charges not covered by my insurance.

I hereby authorize Montgomery Foot & Ankle Associates, L.L.C. to release any information for an unlimited time for

insurance purposes, required in the course of my examination or treatment, which shall include HIV, communicable

disease or drug abuse information ..

My signature below also indicates that I am providing accurate, current insurance and demographic informati0.!l.!~~U~· .
in good standing. I am responsible for understanding my medical and podiatry benefits and all preauthorizatioh' .

requirements including referrals. I am responsible for all balances due as a result of partial or non-covered charges,

.t.r~atmef1ts, and supplies/equipment. I agree to pay reasonable attorney's fees and court costs if debt collection is nec­

. essaryon delinquent balances. Copays, deductibles, and balances due are payable at the time of the visit.

Signature (Patient or Parent, if minor) Date

...:.....•. Printed Name o Self 0 Spouse 0 Parent 0 Guardian

PLEASE FILL OUT REVERSE SIDE OF FORM •.



PATIENT HEALTH HISTORY INFORMATION

Chief complaint (duration & severity of symptoms): .

PI!3.as~,check only the following conditions that are current or past medical problems.

o DIABETES o Arthritiso AIDS/HIV+

o Bleeding Disease or Problem

o Cancero Sickle Cell Disease

o Rheumatic Fever

-..•.-
o Tuberculosis o Venereal Disease

o Kidney Disease

_.'~"",,,,-o Liver Disease o Stomach /GI Ulcers~
o .Epilepsy

o High Blood Pressureo Operations

o ~Iood Transfusion/IV Drug Use

o Skin Disease
.o Others

o Previous Foot Surgery

o Anemia

o Heart Disease

q Hepatitis

o Taking coumadin

0' Asthma

Please describe and indicate date of any surgeries:

Please list or provide to us a list of your current medications:

Please check and indicate any allergies you .have:

o Seasonal/Hayfever o Local Anesthetic

o Penicillin

o Codeine

o I know of no allergies

o Sulfa

o Iodine

o Adhesive Tape o Aspirin

o Other~~'!""'-..".~::::~--------

••.. ..•

Please indicate your current height: weight: _

. Is ther~ any other information that might help us provide you the best health care?:



MONTGOMERY FOOT & ANKLE ASSOCIATES, L.L.C.
Adam K. Spector, D.P.M

NOTICE OF PRIY ACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAYBE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.

I'LEASE REVIEW IT CAREFULL Y. THE PRIVACY OF YOUR MEDICAL INFORMA nON IS IMPORTANT TO US.

Our Legal Duty

We are required by applicable federal and state laws to maintain the privacy of your protected health information. We are also required to give you this notice about our privacy
practices. our legal duties, and your rights concerning your protected health information. We must follow the privacy practices that are described in this notice while it is in effect.
This notice takes effect on Apdl 14, 2003, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this notice at any time, provided that such changes are permitted by applicable law. We reserve the right to
make the changes in our privacy practices and the ncw terms of our notice effective for all protectcd health information that we maintain, including medical intormation we created
or received belore we made the changcs.

You may request a copy of our notice (or any subsequent revised notice) at any time. For more information about our privacy practices, or tor additional copies of this notice.
please contact us using the information listed at thc end of this notice.

Uses and Disclosures ofl'rotected Health Information

We will use and disclose your protected health information about you for treatment, payment, and health care opcrations.
Following are examples of the types of uses and disclosures of your protected health care information that may occur. ll1ese examples are not meant to be exhaustive, but to
describe the types of uses and disclosures that may be made by our office.

Treatment: We will use and disclose your protected health information to provide, coordinate or manage your hea'lth care and any related services. This includes the coordination
or management of your health care with a third party. For example, we would disclose your protected health information, as necessary, to you. We will also disclose protected
health intormation to other physicians who may be treating you. For example, your protected health information may be provided to a physician to whom you have been reterred
to ensure that the physician has the necessary information to diagnose or treat you.
In addition, we may disclose your protected health information from time to time to another physician or health care provider (e.g., a specialist or laboratory) who, at the request
of your physician, becomes involved in your care by providing assistance with your health care diagnosis or treatment to your physician.
Payment: Your protected health infonnation will be used, as needed, to obtain payment for your health care services. This may include certain activities that your health insurance
plan may undertake before it approves or pays for the health care services we recommend for you such as: making a determination of utilization review activities. For example,
obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.
Health Care Operations: We may use or disclose, as needed, your protected health information in order to conduct certain business and operational activities. ll1ese activities
include, but are not limited to, quality assessment activities, employee review activities, training of students, licensing, and conducting or alTanging for other business activities.
For example. we may use a sign-in sheet at the registration desk where you will be asked to sign your name. We may also call you by name in the waiting room when your doctor
is ready to see you. We may use or disclose your protected health information as necessary, to contact you by telephone or mail to remind you of your appointment.
We will share your protected health information with third party "business associates" that perform various activities (e.g., billing, transcription services) tor the practice.
Whenever an atTangement between our office and a business associate involves the use or disclosure of your protected health information, we will have a written contract that
contains terms that will protect the privacy of your protected health information.
We may use or disclose your protected health information, as necessary to provide you with inforrpation about treatment alternatives or other health-related benetits and services
that may be of interest to you. We may also use and disclose your protected health information for otller marketing activities. For example, your name and address may be used to
send you a newsletter about our practice and the services we offer. We may also send you information about products or services that we believe may be beneficial to you. You
may contact us to request that these materials not be sent to you.
Uses aflll Disclosures Based On Your Written Authorization: Other uses and disclosures of your protected health information will be made only with your authorization, unless
otherwise permitted or required by law as described below.
You may give us written authorization to use your protected health inlormation or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in
writing at any time. Your revocation will not affect any use or disclosures permitted by your authotization while it was in effect. Without your written authorization, we will not
disclose your health care information except as desclibed in this notice.
Other's Involved in your Health Care: Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person you identify, your protected
health information that directly relates to that person's involvement in your health care. If you are unable to agree or object to such a disclosure, we may disclose such information
as necessary if we determine that it is in your best"intcrest based on our professional judgment. We may use or disclose protected health information to notify or assist in notifying
a family member, personal representative or any other persona that is responsible for your care of your location, general condition or death.
Marketing: We may use your protected health information to contact you with information about treatment alternatives that may be of interest to you. We may disclose your
protected health information to a business associate to assist us in these activities. Unless the information is provided to you by a general newsletter or in person or is for products
or services of nominal value, you may opt out of receiving further such information by telling us using the contact information listed at the end of this notice.
Research; Death; Organ Donation: We may use or disclose your protected health information for research purposes in limited circumstances. We may disclose the protected

health intormation of a deceased person to a coroner, protected health examiner, funeral director or organ procurement organization for certain purposes ..
Public Health and Safety: We may disclose your protected health information to the extent necessary to avert a serious and imminent threat to your health or safety, or the health
or safety of others. We may disclose your protected health information to a government agency authorized to oversee the health ca,e system or government programs or its
contractors, and to public health authorities for public health purposes.
Health Oversight: We may disclose protected health information to a health oversight agency for activities authorized by law, such as audits, investigations and inspections.
Oversight agencies seeking this information include government agencies that oversee the health care system, government benefit programs, other government regulatory prog~ams
and civil rights laws.
Abuse or Neglect: We may disclose your protected health information to a public health authority that is authorized by law to receive reports of child abuse or neglect. [n
addition, we m:ly.disclose your protected health information if we believe that you have been a victim of abuse, neglect or d4>mestic violence to the governmental entity or agency
authorized to receive such information. In this case, the disc!osure will be made consistent with the requirements of applicable federal and state laws.
Food and Dr'ug Administl'ation: We may disclose your protccted health information to a pcrson or company required by the Food and Drug Administration to report adverse
~vents, product detects or problems, biologic product deviations; to track products; to enable product recalls; to make repairs or replacements; or to conduct post marketing
;urveillance, as required.
Criminal Activity: Consistent with applicable federal and state laws, we may disclose your protected health information, if we believe that the use or disclosure is necessary to
Jrevent or lessen a serious and imminent threat to the health or safety of a person or the public. We may also disclose protected health information if it is necessary for law
:n!orcement authorities to identify or apprehend an individual.
Requir·ed by Law: We may use or disclose your protected health information when we are required to do so by law. For example, we l1)ust disclose your protected health
nfonnation to the U.S. Department of Health and Human Services upon request for purposes of determining whether we are in compliance with tederal privacy laws. We may
lisclose your protected health inlormation when authorized by worker's compensation or similar laws.




