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PATIENT INFORMATION 

P A T I E N T  N A M E 
Last                               First                         Middle 

Today’s 
DATE: 

MARITAL STATUS (CIRCLE ONE) 
   

SINGLE  MARRIED  DIVORCED 
SEPARATED  WIDOWED 

             
                                                                                                                                                                     

 
 

Home Phone: Cell Phone: Work Phone: Birth date: Age: Gender at Birth: 

          /          /  
Male  / Female 
  

Street address: Social Security #: Email address: 

   

Apt # City: State: ZIP Code: 

    

Occupation: 

Employer: 
 
 

Patient’s Ethnicity (circle one) 

Caucasian/White / Hispanic/Latino / Asian 
Black/African American / Native American 

Native Hawaiian or other Pacific Islander 

Other /  Decline 

 

Please let us know how you found our 
practice: 
 

Referring Physician_______________________ 

 
Or: Patient / Insurance Carrier / social media 

 

PRIMARY PHYSICIAN* – Name/Phone/Address 
 

*I authorize release of information 
regarding my care to Referring 
Physician and Primary Physician 
 
Initials___________________ 
 

 
 

INSURANCE INFORMATION - WE WILL REQUEST YOUR ID AND INSURANCE CARD (TO SCAN)  

Primary Insurance Carrier: Claim Address: Subscriber: 

Member ID #                                              Group #  Self   /   Other 

Secondary Insurance Carrier: Claim Address: Subscriber: 

Member ID #                                              Group #  Self   /   Other 

SUBSCRIBER INFORMATION (if other than patient)  

Subscriber/ Policy Holder:                                            

 

Subscriber DOB 
 

 
 

Address/ Phone:                                                                                    Employer: 

 

I understand that it is my responsibility to update all demographic and/or insurance information as well as provide Millburn Podiatry Group the effective 
date of any changes. 

 

            _______________________________________________________     _____________________  

            SIGNATURE (Patient or Responsible Party)                                                 DATE 

 

CONSENT 

• I certify that all of the above information is true and correct to the best of my knowledge. 

• I give my permission to the doctor to administer and perform such procedures as may be deemed necessary in the diagnosis and/or 
treatment of my feet. 

• I authorize release of information regarding my care to the above-named PHYSICIAN(S)* 

 

             ________________________________________________________     _____________________  

           SIGNATURE (Patient or Responsible Party)                                              DATE 

      NAME OF RESPONSIBLE PARTY(IF NOT PATIENT):________________________________________________ 



MEDICAL HISTORY    (page 2/5)                                                                                                                                   
(revised 12/28/2023) 

NAME:       DATE: 

Reason for today’s visit: 

DO YOU PRESENTLY HAVE, OR HAVE A HISTORY OF ANY OF THE FOLLOWING CONDITIONS?  Please check YES or NO  

 YES NO  YES NO  YES NO  YES NO 

AIDS/HIV   DIABETES:   Hypothyroidism   Ankle Pain   

Angina   TYPE 1 / TYPE 2   Hyperthyroidism   Athlete’s foot   

Artificial Heart Valves   INSULIN DEPENDENT   Psoriasis   Bunions   

Artificial Joints   NON-INSULIN 
DEPENDENT 

  Mental Health 
Condition 

  Cramps/numbness of 
Feet or legs 

  
DEGENERATIVE ARTHRITIS   
RHEUMATOID ARTHRITIS   Osteoporosis   Phlebitis   Corns/Callus   

Asthma   Epilepsy   Respiratory Disease   Heel pain   

Back problems   Eye Problems   Rheumatic Fever   Ingrown toenails   

CANCER   Foot/Leg Cramps   Shortness of Breath   Leg Ulcerations   

IF YES, WHAT TYPE(S)?   Gout   Skin conditions   Warts   

   Heart Disease   Stomach Ulcers   Other:   
   Hepatitis   Tuberculosis      

Chemotherapy   High Blood Pressure   Weight Loss      

Radiation Treatment   High Cholesterol   Stroke      

Chemical dependency   Kidney Problems   Venereal Disease      

Circulation Problems   Liver Disease   Varicose veins      

Write further information below.(or on the back of this form if necessary): 

PAST SURGERIES ( Y / N )  If YES, please list (use the back of this form if necessary): 

  

  

SOCIAL                                                                                                                                                    
TOBACCO USE   (Circle one)      Never       Current       Quit ____ years  ago 

ALCOHOL USE    (Circle one)      Never        Rare            Occasional       Social       Dependent       Recovering 

FAMILY HISTORY                                                                                                                                    
Family history of any of the above listed conditions (please indicate which family member)? 

PARENTS LIVING?   Mother ( Y / N )   Father ( Y / N )    Unknown/Adopted(   )                                                                  
FAMILY HISTORY OF DIABETES? ( Y / N )                                                                                                               
If YES, which family member?   Mother  /  Father   /  Sibling                                                                                                                                                                                                                                                                                                                      
Insulin Dependent  or  Non-Insulin Dependent 

PHARMACY INFO: 
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Patient Medication List   revised 12/2023                                                                                                           
*THIS INFORMATION IS MANDATORY FOR YOUR CARE, AND REQUIRED FOR INSURANCE PURPOSES 

NAME                                                                                                 DATE 

Do you currently take any medications?        YES             NO                                                                                        
If yes, please list below:                          

NAME OF MEDICATION 
(Continue on back of form if necessary) 

STRENGTH/DOSE/FORM 
(Form – pill, capsule, 

drops) 

How many 
times a day? 

Notes 

EXAMPLE:   Name of medication 25mg pill once hypertension 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
 

Do you have any known allergies?     YES             NO                   if yes, please list below 

Allergy Reaction Allergy Reaction 

    

    

    
    

                                                                                                                                             

 



 
 

Authorization for Claims Payment and Reviews (PAGE 4/5)                                                                                                                                   

Revised 12/2023 

1. Assignment and COORDINATION OF INSURANCE BENEFITS - I agree to provide information regarding all group hospitalization, 

health maintenance organization, Workers' Compensation, automobile, and other health care       benefits (“Insurance Plan(s)”) to 

which I may be entitled. I hereby assign payment(s), if any, from my Insurance       Plan(s) to Millburn Podiatry Group.  The direct 

payment hereby assigned and authorized includes any Insurance Plan(s) benefits to which I am otherwise entitled, including any 

major medical benefits otherwise payable to me under the terms of my policy, but is not to exceed the balance due to the Millburn 

Podiatry Group for services rendered to me during the applicable periods of medical care. IF A CLAIM IS DENIED BECAUSE 

COORDINATION OF BENEFITS IS OVERDUE, I WILL BE RESPONSIBLE FOR THE BALANCE. INITIALS______________ 

2. Unauthorized, Non-Covered, or Out of Plan Services - I understand if my Insurance Plan(s) does not consider any service 

rendered by Millburn Podiatry Group a covered service, or has not authorized this service, they will not pay for this service. I agree 

to be fully responsible for payment to Millburn Podiatry Group for this service if determined by my Insurance Plan(s) to be a non-

covered service. I also understand and acknowledge that in the case of Out of Plan/Network services, there may be reduced benefits 

and I may be required to pay a larger co-payment, coinsurance or other charge In the event my Insurance Plan(s) does not reimburse 

these services provided to me, I acknowledge I will be responsible for any remaining balance, and if the balance remains unpaid 

after one billing cycle, a $5 fee will be added for each additional statement.   

3. I understand that it is my responsibility to know whether my insurance plan(s) require a referral form to see a podiatrist 

(specialist).  I understand that it is my responsibility to obtain a referral form if it is required. 

4. I authorize Millburn Podiatry Group and/or my insurance company to release any information required to process my claims.  I 

authorize the use of this signature on all insurance submissions. 

5. Should my account be referred to a collection agency or attorney, I agree to pay the incurred costs of the agency and/or attorney, 

a $25 administrative fee as well as 18% interest after 60 days. 

6. For Medicare Recipients Only - I certify the information given by me in applying for payment under Title XVIII of the Social 

Security Act is correct. I request that payment of authorized Medicare benefits be made on my behalf to the Hospital and/or 

independent contractors for any services furnished to me by that physician or supplier. I authorize any holder of medical information 

about me to release to the Centers for Medicare & Medicaid Services and its agents any information needed to determine these 

benefits or the benefits payable for the related services. In the case of Medicare Part B benefits, I request payment either to myself 

or to the party who accepts assignment. 

By signing below, I certify I have read and understand the foregoing, have had the opportunity to ask questions and have them 

answered and accept the above conditions and terms and I agree to pay all charges for which I may be legally responsible including, 

but not limited to health insurance deductibles, co-payments, and non-covered. I also agree in the event my account must be placed 

with an attorney or collection agency to obtain payment, I will pay the reasonable attorneys' fees and other collection costs incurred 

by Millburn Podiatry Group.  I understand and agree this document will remain in effect for all future outpatient or physician office 

visits to Millburn Podiatry Group, unless specifically rescinded in writing by me. 

 

________________________________________________________________________                                                                                  

NAME OF PATIENT (printed) 

__________________________________________________________________        ____________________________                                                                                                                                        

SIGNATURE OF PATIENT (or responsible party)                                                                  Date 

____________________________________________________________________________________________                                                                                  

Responsible party name / relationship to patient: 



 

 

MILLBURN PODIATRY GROUP, P.C. (page 5/5) 
RICHARD M. TADDEO, DPM 

JANINE FERRIGNO-TADDEO, DPM 
Diabetic Foot Care, Sports Medicine and Podiatric Surgery 

 
120 Millburn Avenue, Suite 102 

Millburn, New Jersey 07041 
(973)376-0700 * Fax: (973)376-5401 

 
Privacy Information Preferences  revised 12/2023 

                                                                                                                                                                              
May we call the phone number(s) on file? (circle)  HOME   CELL    WORK                                                                                                                                                     

 
May we leave messages/voicemails?  (circle)  HOME   CELL    WORK                                                                                                                                          

 
May we send internet-based e-mail? Yes____ No____                                                                                                

(To be used solely by our office for communication)                                                                                                                                           
 

If yes, please provide your e-mail address: _________________________________________________________                 

 
I hereby give permission to the person(s) listed below to receive information about the care of the above-named patient.  

 
Name: ______________________________ Relationship to Patient:______________________       

 

Name: ______________________________ Relationship to Patient:______________________      
 

_______________________________________________________    ________________                                                               
Signature                                                                                       Date                                                                                

 

Notice of Privacy Practices Consent 

I certify that I have seen Millburn Podiatry Group’s Notice of Privacy Practices.  This Notice describes the type of uses 

and disclosures of my protected health information that might occur during my treatment, to facilitate the payment of my 
bills or in the performance Millburn Podiatry Group’s operations. The Notice also describes my rights and Millburn Podiatry 

Group’s duties with respect to my protected health information.  
I understand that copies of the Notice of Privacy Practices are posted in the registration area of the office waiting 

room.   

I may request that a copy be mailed to me by calling (973)376-0700 
Millburn Podiatry Group reserves the right to change the privacy practices that are described in the Notice of Privacy 

Practices.  
I may obtain a revised Notice of Privacy Practices by calling the above number and requesting a revised copy be 

mailed to me, or by asking for one at the time of my next appointment. 

 
 
___________________________________________    _______________________________________________    ______________                                                                                    
NAME OF PATIENT (printed)                                         SIGNATURE (of patient or responsible party)                     Date 
 
 
 
_______________________________________________________    ___________________________                                       
Responsible party name (printed)                                                     Relationship to patient                 
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN 
GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR MEDICAL INFORMATION 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 April 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 new terms of our notice effective for all 

protected health information that we maintain, including medical information we created or received before we made the changes. 

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

Uses and Disclosures of Protected Health Information 

We will use and disclose your protected health information about you for treatment, payment, and health care operations. Following are 
examples of the types of uses and disclosures of your protected health care information that may occur. These 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 health 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 a home health agency that provides care to you. We will also disclose protected 
health information 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 referred 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 information 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 eligibility or coverage for insurance benefits, reviewing services provided to you for 
protected health necessity, and undertaking 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. These activities include, but are not limited to, quality assessment activities, employee review activities, 
training of students, licensing, and conducting or arranging 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) for the practice. Whenever an arrangement 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 information about treatment alternatives or 
other health-related benefits and services that may be of interest to you. We may also use and disclose your protected health 
information for other 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 and 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. 
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You may give us written authorization to use your protected health information 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 
authorization while it was in effect. Without your written authorization, we will not disclose your health care information except as 
described in this notice. 

Others 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 
interest 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 person 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 information 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 care 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 programs 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. In addition, we may disclose your protected health information if we believe that you have been a 
victim of abuse, neglect or domestic violence to the governmental entity or agency authorized to receive such information. In this case, 
the disclosure will be made consistent with the requirements of applicable federal and state laws. 

Food and Drug Administration: We may disclose your protected health information to a person or company required by the Food and 
Drug Administration to report adverse events, product defects or problems, biologic product deviations; to track products; to enable 

product recalls; to make repairs or replacements; or to conduct post marketing surveillance, 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 prevent 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 enforcement authorities to identify or apprehend an 
individual. 

Required by Law: We may use or disclose your protected health information when we are required to do so by law. For example, we 
must disclose your protected health information to the U.S. Department of Health and Human Services upon request for purposes of 
determining whether we are in compliance with federal privacy laws. We may disclose your protected health information when 
authorized by workers' compensation or similar laws. 

Process and Proceedings: We may disclose your protected health information in response to a court or administrative order, subpoena, 
discovery request or other lawful process, under certain circumstances. Under limited circumstances, such as a court order, warrant or 
grand jury subpoena, we may disclose your protected health information to law enforcement officials. 

Law Enforcement: We may disclose limited information to a law enforcement official concerning the protected health information of a 
suspect, fugitive, material witness, crime victim or missing person. We may disclose the protected health information of an inmate or 
other person in lawful custody to a law enforcement official or correctional institution under certain circumstances. We may disclose 
protected health information where necessary to assist law enforcement officials to capture an individual who has admitted to 

participation in a crime or has escaped from lawful custody. 
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Patient Rights 

Access: You have the right to look at or get copies of your protected health information, with limited exceptions. You must make a 
request in writing to the contact person listed herein to obtain access to your protected health information. You may also request access 
by sending us a letter to the address at the end of this notice. If you request a copy of your protected health information, we may charge 
you a reasonable fee for the copying, postage, labor, and supplies used in meeting your request. If you prefer, we will prepare a 
summary or an explanation of your protected health information for a fee. Contact us using the information listed at the end of this 
notice for a full explanation of our fee structure. 

Accounting of Disclosures: You have the right to receive a list of instances in which we or our business associates disclosed your 
protected health information for purposes other than treatment, payment, health care operations and certain other activities after April 
14, 2003. After April 14, 2009, the accounting will be provided for the past six (6) years. We will provide you with the date on which we 
made the disclosure, the name of the person or entity to whom we disclosed your protected health information, a description of the 
protected health information we disclosed, the reason for the disclosure, and certain other information. If you request this list more than 
once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests. Contact us 
using the information listed at the end of this notice for a full explanation of our fee structure. 

Restriction Requests: You have the right to request that we place additional restrictions on our use or disclosure of your protected 
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in 
an emergency). Any agreement we may make to a request for additional restrictions must be in writing signed by a person authorized to 
make such an agreement on our behalf. We will not be bound unless our agreement is so memorialized in writing. 

Confidential Communication: You have the right to request that we communicate with you in confidence about your protected health 
information by alternative means or to an alternative location. You must make your request in writing. We must accommodate your 
request if it is reasonable, specifies the alternative means or location, and continues to permit us to bill and collect payment from you. 

Amendment: You have the right to request that we amend your protected health information. Your request must be in writing, and it 
must explain why the information should be amended. We may deny your request if we did not create the information you want 
amended or for certain other reasons. If we deny your request, we will provide you a written explanation. You may respond with a 
statement of disagreement to be appended to the information you wanted amended. If we accept your request to amend the 
information, we will make reasonable efforts to inform others, including people or entities you name, of the amendment and to include 
the changes in any future disclosures of that information. 

Electronic Notice: If you receive this notice on our website or by electronic mail (e-mail), you are entitled to receive this notice in written 
form. Please contact us using the information listed at the end of this notice to obtain this notice in written form. 

Questions and Complaints 

If you want more information about our privacy practices or have questions or concerns, please contact us using the information below. 
If you believe that we may have violated your privacy rights, or you disagree with a decision we made about access to your protected 
health information or in response to a request you made, you may complain to us using the contact information below. You also may 
submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your 
complaint with the U.S. Department of Health and Human Services upon request. 

We support your right to protect the privacy of your protected health information. We will not retaliate in any way if you choose to file a 
complaint with us or with the U.S. Department of Health and Human Services 

Contact Person:  Janine Ferrigno-Taddeo, DPM                                                                                                                                             
120 Millburn Avenue #102                                                                                                                                                                             
Millburn, NJ  07041                                                                                                                                                                       
Phone:(973)376-0700                                                                                                                                                                     
Fax:(973)376-5401 


