










Name Date 

INITIAL EVALUATION: WSTORY & HEALm SURVEY 

Chief Complaint: 

History of Present Illness (for physician use): 

Past Medical History: Have you ever been diagnosed or treated for (please circle): 

Diabetes (how many years?) InsuIin-controlled (how many years?) __ _ 
. Asthma I Bronchitis High Blood Pressure Heart Attack I Angina 
Arthritis High Cholesterol Stomach Ulcers 
Gout Bleeding Problems Thyroid Disease 
Stroke Hepatitis I Liver problems Seizures 
Oilier ________________________________________ _ 

An you cum:ntly receiving medical care? Name ofDoctor ______________________ _ 

Past Surgical History: Surgery _________________ date ______ _ 
Swgery date _____ __ 
Swgery date ____ _ 
Swgery date ____ _ 
Surgery date ____ _ 

Injuries / Accidents I Broken bones: _____________________________ _ 

Social History: (please circle) 
Marital Status: single / married I divorced / widowed / minor 
Alcoholic Beverage lntake: never I rareiy-occasions only / moderate-weekly I daily 
Tobacco/Cigarette Smoking: never I smoked in past / cunently smoke 

packs pes: day # of years __ _ 
Occupation Live wiili _______________________ _ 

Family History: ________________________________________ _ 

Review pfSYstems: 

Headaches 
Chest Pain 
Palpitations 
Vomiting 
Weak. Muscles 
Joint Pain 
Weight gainlloss 

. Kidney problems 

Have you experienced (Please circle): 

Dizziness Vision problems 
Coughing Difficulty Breailiing 
Heartburn Upset Stomach 
Diarrhea Gallstones 
Paralysis Seizures 
Poprcircu!ation ~ssion 

Painful Urination Bladder infection 
Changes in urinary m:quency or urgency 
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18SUSElES 
INsmunoF 
FOOT&AlKLE 
SUIGERY,IIC. 

ARMEN HAGOPJANIAN, DPM, FACFAS 
Diplomate, American Board of Podiatric Surgery 

Fellow, American College of Foot and Ankle Surgeons 
Board Certified in Foot and Ankle Surgery 

Board Certified in Reconstructive 

ARA KELEKIAN, DPM, FACFAS 
Diplomate. American Board of Podiatric Surgery 

Fellow. American College of Foot and Ankle Surgeons 
Board Certified in Foot and Ankle Surgery 

Board Certified in Reconstructive 
Rearfoot and Ankle Surgery Rearfoot and Ankle Surgery 

NOTICE OF PRIVACY PRACTICES P210A 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUTVOU MAV BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW ITCAREFULLV 

NOTICE APPLIES TO 
This notice describes the practices of this office and those of: 
-Any healthcare professionals authorized to enter information into your record; 
-All employees, stafT, and other office personnel; and 
eAny volunteers, interns, or students we allow to work with you while you are a patient of this Medical Practice. 

This notice applies to all facilities and entities owned, operated and/or managed by this practice. A complete 
listing of facilities and entities operating under this notice may be obtained by contacting the Privacy Officer at 
818-848-9807 

THE DUTIES OF THIS OFFICE/ORGANIZATION 
This office/organization is required by law to maintain the privlcy of your personal medical information and to 
provide you with notice of our legal duties and privacy practiCes with respect to that information. 
We are also required to abide by the terms of our current Notice of Privacy Pradices. 

USE AND DISCLOSURE OF MEDICAL INFORMATION 
This office/organization may use your medical information for treatment, payment, and healtheare operations 
purposes. The following are some examples: 
-For treatment purposes, we may release your medical information to other physicians. dentists. or health care 
providers, such as nurses or technicians, to assist in treating you. 
-In billing for your treatment, we may release your medical information to your insurance company in filing a 
claim or in order to receive payments. 
-We may also use your medical information for our healtheare operations. This includes activities involving 

review of our treatment and services to help us evaluate the quality of care we are providing, and evaluation of 
the performance of our staff in caring for you. 

APPOINTMENT REMINDERS. CALL BACKS. AND TREATMENT AL TERNA T1VES 
We may use your information to contact you for appOintment reminders, to call you with the results of 
diagnostic tests, or to check on your condition following a visit or procedure. We may also contad you to 
provide you with information about treatment alternatives or health-related benefits or services. 

F1JNDRAISING 
We may use your information to contact you in an effort to raise money for this organization and its operations. 

OTHER DISCLOSURES 
nere are some disclosures of medical information that do not require your authorization. Those disclosures 
include any of the following: 
-Those required by federal, state or local law; 
-To report adverse events or defects associated with products or medications; 
-For publiC health activities, such as the reporting of communicable diseases; 
-About victims of abuse, neglect or domestic violence; 

P210A NOTICE OF PRIVACV PRACTICES 
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NOTICE OF PRIVACY PRACTICES P2IOA 

-To comply with government oversight activities, such as audits or investigations; 
-For judicial or administrative proceedings; 
-For law enforcement purposes, such as in the course of a crime investigation Or location of a 
missing person; 
-For organ or tissue donation purposes, if you are an organ donor; 
-For specialized government functions, such as intelligence, counter-intellillence, or other national 
security activities; and 
-For worker's compensation 
Other uses and disclosures of your medical information will be made only with your specific written 
authorization, which you may revoke any time by giving written notice. 

YOUR RIGHTS 
You have the followinll rights regarding the medical inforlllation we maintain about you: 

-You have the right to request restrictions on use and disclosure of your medical information, and 
you have the right to request a limit on the information we disclose about you to someone who is 
involved in your care or the payment for your care, such as a falllily member or friend. 
We are not required to agree to the restriction, but once we do agree, we are bound by that 
agreement, unless the information is needed to provide you with emergency treatment. 
-You have the right to receive communication of your lIIedical information in a private and 
confidential manner, when feasible and upon request. For instance, you may want to be contacted 
about test results at an alternative phone number. 
-You have the right to inspect and obtain copies of your medical information. Requests must be 
made in writing and an appropriate charge may be assessed for each page copied. 
-You have the rillht to request a change to your medical information if you believe there is an error. 
You must submit a request In writing; including the information you believe should be changed and 
we will Change your record, if appropriate. We reserve the right to deny the request to change your 
record, if the change is not appropriate. 
-You have the right to a list of disclosures we have lIIade of your medleallnformation, excepting 
disclosures made for the purposes of treatment, payment, and healthcare operations. Requests lIIust 
be made in writing. You inay receive one listing per calendar year without charge; any additional 
listings may be subject to a reasonable fee. 
-You have the right to receive a paper copy of this notlee upon request. 

FOR MORE INFORMATION OR TO REPORT A PROBLEM 

If you have any questions about this Notice, please contact our Privacy Officer at 818-848-9807 
If you believe that we have violated your rlllht to privacy, you may complain to the Privacy Officer at 
818-848-9807, or to Secretary of Health and Human Services, Hubert h. Humphrey Building, 
200 Independence Avenue SW, Washington, DC 20201. There will be no retaliation for filing a 
complaint. 
We reserve the right to change our health information practices and the terms of our Notice of 
Privacy Practices, and to make the changes effective for all protected health information we 
maintain, including health information created or received before the effective date of the changes. 
In the event we change our health information practices, we will post and/or personally provide a 
revised Notice of Privacy practices. 

EFFECTIVE DATE 
This notice is effective as 0(0411312003 
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