
Artineli Foot Care Solutions, PLLC

PATIENT INFORMATION

Name (First) , (Middle lnitial)- (Last)

Address: CitYlState:

HomePhone#( ) CellPhone ( _Work Phone (-)

Birth date-Age- sex: Male / Female (circle one) socialsecurity#

Marital status: single/Married/DivorcedMidowArvidower (circle one) EmailAddress:

Employer:. Occupation:

State: ZiP

Zip Code:

F O OT H EALTH I N FORMATI ON

What type of problem(s) are you currently experiencing?

When did the Problem(s) begin?

Have you received any treatments for this condition?

Employer Address: CitY

ALLERGIES
bo Vo, have any drug allergies or sensitivities? lf so,

please list them

Pharmacy Name:.

Pharmacy Location:

MEDTCATIONS List all medications you are

cu rrently ta king. I ncl ude over-the-cou nter prod ucts'

,N CASE OF EMERGENCY CONTACT:

Name

RelationshiP Phone

Who is your Primary Care PhYsician?

Date af lastvislt?

Physi c ian's.A ddress o r Lo catio n

Phone

Are you under a doctar's care for any specifrc

conditian? lf Yes, describe brieflY.

How did you hear aboutus?-Friend 
-Physician

Yellow Pages-Radio-TV-Other Shoe Size 

- 

Height Weight

1750 Madison Avenue, Suite 260, Memphis, TN 38104

Note: tf a'cr'Otioiar Jpace^iiliSe'OeO-foimddieafi6n list, please alert staff'

Relationship to Patient 

- 
Self 

-Other(lf other, complete the following information)

lnsured's Date of Birtrl-
lnsured's Social SecuritY #

ls this patient covered by additional insurance?

- 

Yes (Complete the following lnformation) 

-NoSecondary lnsurance lnformation

Relationship to Patient- Self 

-Other(lf other, complete the following information)

Subscriber lD #: GrouP lD#.



Artineli Foot Care Solutions, PLLC Page2

DOB:
PATIENTNAME:

Please list all types of previous surgeries and dates'

ffiPleasecheckYesorNotoindicateifyoupreviouslyhadorhaveanyofthefollowingconditions:

AIDSfl-IIV
Arthritis
Asfima
Back Problems
Blood Clots
Cancer
Diabetes
Epilepsy
Eye Problems
FooULeg CramPs
Gout
Heart Problems?
Are you a current
or past smokef'
When quit?

Yes _ No*
Yes_No-
Yes_No-
Yes*No-
Ye_No-
Yes- No-
Yes_No-
Yes-No-
Yes_ No 

-Yes-No-
Yes_ No-
Yes_No-
Circle: Yes
orNo_

Yes_
Yes_
Yes_
Yes_
Yes_
Yes_
Yes_
Yes_
Yes_
Yes _
Yes_
Yes_

Hepatitis
High Blood Pressure
High Cholesterol
Kidney Problems
Liver Problems
Parkinson's disease
Psychiatric Problems
Stomach Ulcerc
Shoke
Thyroid Problems
COPD/EmPhYSema
Lupus/Sickle Cell

Do you drink alcohol? Circle:Yes or No

lf so, how much?

No_
No_
No_
No_
No_
No_
No_
No_
No_
No_
No_
No_

How much do/did You smoke?

Consent for Care: I hereby give consent-to Artineli Foot Care Solutions, PLLC and Dr' Shanta Griffin forfeatment

or services, which may incnaimt are not limited to, laboratory procedules, examination, medical treafinent and/or

procedures tlmt wil be rendered to me or my depenient uader ihi generaland specific instuctions ofthe physician'

Signature:

Signature:

Patient / Parent or Guardian

Date:

Date:

Authorization to gbtainiRele?sq Mgdicats.ecords; I authgrize Artineli Foot care Solutions' PLLC' Dr' Shanta

Griffin, or any repres"ot elease copies of my medical records fromlto any

physician or institution roi trr. purpose of evaluaiion and/or comparison with examination and testing being performed

L, m* o. *y dependent for the continuity of care'

Patient / Parent or Guardian

Authorization to P,av Bene.fits to Fhvsicqn: I hereby authorize paymentto Artineli Foot care Solutions' PLLC'

and thus Dr. shanta criffid to me and/or my dependent. I also authorize this office to release

any information necessary to expedfte inswance claims. I understand that I am responsible for any balance not

covered by insurance *Oioi.oti..tion costs and legal fees incurred in any aftempt to collect said balance'

Signature:
P*tient / Parent or Guardian

Date:

Date:

Authorization to Leave Messpgg.:J herlby authorize Artineli Foot care solutions, PLLC, Dr' shanta Griffin'

and/or any representativilffi-ine-li Foot Care to leave a message regarding pending appointments and/or scheduled

tests at my residence. vo,rmav notify me of labltest results readiness, as welf as, matters relating to prescriptions

and/or consultslrefenurr uy * atti"iri Foot Care representative leaving a message (check all that applies) - 9l
my arrswering machineftroLe voice mail; 

-with 

my spous€; 

-on 

my cellulm phone voicemail; a family

member @lease speciff name of the family member): - - - , 
' 
' We will not disclose

personal medical information in any message, other'@ rehting to the topic of the call and tle

need for your return call to give you more specific details'

Patient / Parent or Guardian
Signature:

1750 MadisonAvenue, Suile 260, Memphis, TN 38104



NOTICE OF PRTVACY PRACTICES
AKNOWLEDGEMENT
ARTINELT FOOT CARE SOLUTIONS

1750 MADISON AVENT]E,SUITE 260, MEMPHI'1,TN 38104

I understand that, under the Health Insurance Portability & Accountability Act of

1996 (HIPAA), I have certain rights to privacy regarding T{ protected health

information. I understand that this information can and will be used to:

tr Conduct, plan and direct my treatnent and follow-up among the multiple

healthcare providers who may be involved in that treatment directly and indirectly'

n Obtain payment from third-party payers'

D Conduct normal healthcare operations such as quality assessments and physician

certifications.

I acknowledge that I have received your Noff,ce of Privaq Praetices containing a more

complete dei'cription of the *., *i disclosures of my health information' I understand

thut iti, organization has the right to change its Notice of Privaqt Practices from time to

time and that I may contact thiJorganization at any time at the address above to obtain a

current copy of the Notice of Privacy Practices'

I understand that I may request, in writing, how my private information is used or

disclosed to carry out treatment, pa5rment or health care operations' I also

understand that Artineli Foot Care Solutions is not required to agree to my

requested restrictions. However, if Artineli Foot Care Solutions does agree with my

request, then you are bound to abide by such restrictions as detailed in Health

lnsurance Portability & Accountability Act of 1996'

If you would like to receive more information regarding HIPAA, please feel free to speak

with someone in our office'

DATE:PATIENTNAME:

PATIENT SIGNATURE:



ARTINELI F'OOT CARE SOLUTIONS
FINANCIAL POLICY

1750 Madison Artenue, Ste 260, Memphis, TN 38104

ALL CIIARGES ARE DUE AND PAYABLE WITIIIN 45 DAYS OF

TIIE BILLING DATE.

As a courtesy to the patient, Artineli Foot Care Solutions and/or Dr. Shanta Griffrn, will

bill your primary insurance company.

It is your responsibilrty as a patient to pay your co-insurance and/or co-pay for each

visit !g@ services are rendered. If you have a secondary insurance, the primary

insurance co-pay must still be paid. If your annualdeductible hasn't been met, then

you must pay for all services in fiill attime of visit'

The patient (or guardian) is responsible for payment of the account within forty five (45)

days as stated above. In the event, your insurance company denies payment, or no action

is taken by the insurance company on the claim within 45 days, the patient will be billed

for the balance due.

If you provide incorrect insurance information and your claim is denied, you are required

to pay the balance due. It is then your personal responsibility to re-submit your claim

directly to the appropnate insurance company'

The courtesy of a twenty-four (2a) hour notice is expected should you need to cancel

or rescheduie an appointrnent. A fee of twenty-five dollars ($25.00) will be charged

for each repeat faiiea appointment after the second (2od) offense' This fee must be

p*a xthe next visit before services are rendered. If twenty-four hour notice is not

;i;;,forcance11ationofW,afeeoftwohundredfiftydo11ars($250.00)
iritt U" charged and will b" du" ,t the next visit before services are rendered'

All accounts referred to the attorney for collections will be charged applicable interest

and the appropriate attomey fees.

I authorize the release of any medical information necessary to process my insurance

claims. I authorize paymeniof medical benefits to Artineli Foot Care Solutions and/or

Dr. Shanta G,Tiffin. I understand that I am financially responsible to Artineli Foot Care

Solutions and/or Dr. Shanta Griffin for charges not covered or paid by my insurance

company.

I have read and understand the financial policy and agree to accept responsibilitv for

fullpayment of mY account.

PATIENTNAME (PrinQDATE

PATIENT SIGNATT]RE


