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Patient’s First Name:   MI:  Last Name:   

Date of Birth:  / /  Gender: Male / Female/ Other 

Social Security #:  - -  Marital Status: Married / Single / Divorced / Widow       

  Race: White / Asian / African American / Hispanic / Latino / Pacific Islander / Native American  

  Ethnicity: Hispanic or Latino / Non-Hispanic or Latino 

What is your preferred language? English / Spanish / Mandarin / Italian / Other:   

Home Address:                City:           State:        Zip:            

You are currently: Employed / Unemployed / Student / Pre-school child / Retired 

If you are employed, Employer Name:                                        
Are you a member of a Union? Yes / No If yes, Local #   

Medical Doctor / PT or Trainer/ Relative / Friend / Coworker / Google / Curalta Website / Insurance / 

ZocDoc / Yelp / Social Media / Building Signage 

Who may we thank for referring you?:      

Home Phone #: ( )  -   Cell Phone #:( )  -  
May we send you an email, fax or text documents or messages? Yes / No 
Email: @ .  Fax#: ( )  -  

Emergency Contact Name:     

Emergency Contact Phone #: ( )  -  
Emergency Contact Relation: Spouse / Parent / Child / Friend / Sibling / Other  

 

 
 

Personal Information Today’s Date:  

Employment Information 

Personal Communication and Emergency Contact Information 

How were you referred to our office? 
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Are you here because of an Auto Accident or Workers Comp claim? 

Insurance and Guarantor Information - Please provide your insurance card or cards and photo ID 

Is this visit due to an automobile accident: Yes / No 
Is this visit due to a worker’s compensation issue: Yes / No 
If yes to either of the above, please provide: 
Date of Loss / Injury:_______________   
Type of Claim:  Liability  No-Fault  Workers Comp 
Accident Details (Time, Location, Nature of Accident) ________________________________________ 

___________________________________________________________________________________

___________________________________________________________________________________ 

Claim Number: __________________________ 
Attorney Contact Information: _________________________ 
Office of Workers Comp (OWCP) ID: ________________________ 
Please also provide us with a copy of your insurance card, and any incident report 

Do you have health insurance: Yes / No, If yes, please continue below. 
 Name of Insurance Company:    
 Insurance ID #:  

Are you the primary policy holder? Yes / No, If No please complete below  
 The primary policy holder is my: Spouse / Parent / Domestic Partner 
If you are NOT the primary policy holder, please provide the following: 

Primary policy holder’s full name:       
Primary policy holder’s date of birth:  / /  
Primary policy holder’s address: Same as mine: Yes / No 

If No, please provide address:    
Do you have a secondary insurance: Yes / No 

Name of Insurance Company:     
Insurance ID #:  
If Yes, are you the secondary policyholder? Yes / No, If No, please complete below:  
 Secondary policy holders full name:     
 Secondary policy holder’s date of birth:  / /  

Secondary policy holder’s address: Same as mine: Yes / No  
If No, please provide insured’s address:             
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Do you have any material, medication or food allergies? Yes / No 

If Yes, what is your allergy? (Circle all that apply) 

Epinephrine / Aspirin / Codeine / Penicillin / Cortisone / Iodine / Sulfa / Tetracycline 

Erythromycin / Demerol / Morphine / Latex / Levaquin / Cipro / Seafood / Adhesive 

Other: Other: Other: Other:  

Who is your Primary Medical Doctor?     

Primary Doctor’s Address:     

What is their office phone number? ( )  -  

Do you see a specialist (endocrinologist, cardiologist, vascular surgeon)?   

Dr Name:    Date of last visit:   

 
Primary Medical Doctor 

Pharmacy Information 

Allergy Questions 
 

 

What local pharmacy do you use?    

What is your pharmacy address?  ,  ,    

May we electronically request your RX history from your pharmacy? Yes / No 
By signing below, I authorize Curalta Medical LLC, and/or its affiliates or subsidiaries* (Curalta) to view my 
external prescription history via electronic prescribing services. I understand that prescription history from 
multiple other unaffiliated medical providers, insurance companies, pharmacies and pharmacy benefit 
managers may be viewable by my provider and staff at Curalta, and it may include prescriptions back in time for 
several years, and may include, if applicable, prescriptions to treat HIV, substance abuse and psychiatric 
conditions. I understand that my prescription history will become part of my Curalta medical record. I also give 
permission for Curalta to enroll me in the ePrescribe program. I have had the chance to ask questions and all of 
my questions have been answered to my satisfaction. 

*Such affiliates and subsidiaries may include, without limitation: Curalta Foot and Ankle Penn P. C. Cur Alta 
Podiatry NY PLLC 
 

Patient Signature: ______________________ 
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Do you have any medical conditions? Yes / No 

If Yes, please circle all that apply, even if you are taking medication for the condition 
 

Alzheimer’s or memory loss Anemia Anxiety 

Atrial Fibrillation Back Problems Bleeding Disorder 

Cancer, type  COPD Congestive Heart Failure 

Coronary Artery Disease Diabetes GERD 

Glaucoma Hearing Loss Heart Valve Problem 

Heart Attack or MI Heart P roblem Hepatitis 

High Cholesterol HIV or AIDS Hypertension 

Kidney Disease Liver Disease Migraines 

Parkinson’s Peripheral Arterial Disease Peripheral Neuropathy 

Prostate Problem Psoriasis Raynaud’s 

Rheumatoid Arthritis Seizure Disorder Skin Cancer 

Stroke or TIA Thyroid Problem Vision Problems 

Other  Other  Other  

 

 
 

Current Prescription Medication 

 
Medical Conditions 

 
 
  

 
 

 

Are you currently taking any prescription or over-the-counter medications? Yes / No 

If Yes, please complete below: 
Name of Medication Name of Medication 
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Have you had any surgeries? Yes / No (If Yes, please circle all that apply) 
 

Appendix Back Bariatric 

Bladder Bypass Legs Bypass Heart 

Cataract Colon Gallbladder 

Heart Valve Kidney Liver 

Organ transplant, organ  Prostate Replacement Hip 

Replacement Knee Thyroid Vein Stripping 

Other  Other  Other  

 

Smoking 
Do you currently smoke cigarettes? Yes / No 

If yes, how many packs per day do you smoke? Less than 1 / 1 pack / > 1 pack per day 

Have you smoked in the past? Yes / No 

If yes, when did you quit? This year / 1-5 years ago / More than 5 years ago 

Do you drink alcohol regularly? Yes / No 

If yes, how much? Socially / 1 drink per week / 1 drink per day / 1 or more per day 

Flu & Pneumonia Vaccine 
Have you had a flu shot this year? Yes / No 

If yes, when?  

Have you had a pneumonia (pneumococcal pneumonia) vaccine? Yes / No If 
yes, when?  

Have you had a COVID vaccine this year? Yes / No 

If yes, when?  

 
 

Surgeries 

 
Social and Immunization History 

 
Height: _________________ Weight:______________________ 
 
 
BP:_____________________ Shoe Size:____________________ 
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AUTHORIZATION OF TREATMENT / ASSIGNMENT OF BENEFITS / REFERRAL POLICY 

I hereby  authorize Curalta Medical, LLC (NJ) Curalta Foot and Ankle Penn, P.C. (PA) and Cur Alta Medical NY, PLLC (NY) and its affiliates 
and subsidiaries, and their staff, physicians, podiatrists and other practitioners (collectively, “Curalta”) to provide and perform such clinical care, tests, 
procedures, and other services that are deemed necessary or beneficial by the practice for the health and well-being of my feet, ankles and lower legs.  I 
also authorize Curalta to apply to and bill my insurance company on my behalf for medical services and or supplies rendered by Curalta. I 
request payment from my insurance company to be made directly to Curalta. I certify that the information I have reported with regard to my 
insurance and medical status is correct and accurate and authorize the release of all necessary medical and insurance information for 
myself and any and all dependents for any and all claims to my insurance company. I permit a copy of this to be used in place of the 
original  

I understand that it is my responsibility to know if a referral is required for office visits, surgery or treatment. If required, it is my responsibility 
to have the referral at the time of visit and keep track of how many visits are remaining on any given referral. Failure to obtain a referral (if 
needed) will shift the responsibility for payment at the time of visit to me, not the insurance plan. Curalta cannot call my doctor to request a 
referral on my behalf. If I have a co-pay, it is due at the time of the visit. 

I understand that regardless of my insurance plan, I am financially responsible for payment. If I am a self-pay patient I understand that I am 
responsible for and will pay for all medical/podiatric services at the time of the visit.  If I have insurance, and the claim Curalta submits is not 
paid by my insurance plan, Curalta will consider the claim as “not covered” by my plan, and I will become financially responsible. I 
understand that, to the extent permitted by law, where insurance or other third party benefits are insufficient, I will be responsible – at the 
time of treatment - for the payment of any balances due, including deductibles, copayments, coinsurance or other fees required by insurer 
or other benefit plan. I understand that if I have not provided Curalta with accurate and current information regarding my insurer or other 
benefit plan/third party payor which provides me with health care coverage, I will be personally responsible for the cost of all care rendered 
by Curalta.  I agree to pay all bills when presented.  Should the account be referred to an attorney or agency for collection, I shall pay all 
reasonable attorney fees and collection expenses.  I understand that there will be a charge for all returned checks.  Unpaid balances may be 
subject to interest fees to the extent permitted by law.   

Acknowledgement of Curalta Notice of Privacy Practices.  By signing below, I acknowledge that I am aware that a copy of the Notice of 
Privacy Practices has been provided to me.   

Authorization for Release of Information. I authorize Curalta to release my health information: (1) to any health care provider for my 
further diagnosis, care or treatment or for that provider’s payment or health care operation purposes; (2) to any person or entity which may 
be responsible for billing/collection of claims for medical services or products; (3) to any person or entity which is, or may be liable to Curalta 
or me for all or part of the practice’ charges, including but not limited to, third party payors; (4) to any governmental agency or other 
organization responsible for oversight of the practice or a third party payor; (5) for Curalta’s normal health care operations; and (6) as 
otherwise described in the Notice of Privacy Practices. I consent to my information being disclosed for these purposes through electronic 
means including national health exchanges (e.g., CareQuality) that comply with applicable law.  

I grant permission and consent to Curalta to (1) leave voicemail messages for me, including information regarding amounts owed by me; (2) 
send me text messages using any wireless telephone numbers I provide; and (3) use pre-recorded/artificial voice messages and/or 
automatic dialing device in connection with any communications made to me. I understand such calls or contacts could result in charges to 
me depending on my wireless telephone service plan. Curalta will not be liable for any such charges associated with contacting me as set 
for above.  I further authorize Curalta to email me at the email address that I provide.  I understand that it is my responsibility to keep my 
phone number and email address on file at Curalta up to date.   

PENNSYLVANIA PATIENTS ONLY: I understand that this provision is voluntary and I will receive the same medical care and treatment 
regardless of whether I agree to this provision. Unless initialed here _____ I agree that any claim for medical professional liability arising out 
of or related to this admission, evaluation, procedure, treatment, or medical services provided by Curalta or its employees shall be brought 
solely in the courts of the county in which care is provided, in the Commonwealth of Pennsylvania.  

NEW JERSE PATIENTS ONLY: Pursuant to N.J.A.C. 13:35-6.23, in all office settings, Curalta is required to notify patients or any other 
persons receiving an examination that have a right to have a chaperone present during breast and pelvic examinations for females; and 
during genitalia and rectal examinations for both males and females. By signing below I acknowledge receipt of this notice. 

MEDICARE PATIENTS ONLY: I request that payment of authorized medical and surgical benefits and supplies be made to Curalta, as 
directed by practice, on my behalf or any covered dependents. I authorize any holder of medical information about me to release it to the 
Center for Medicare and Medicaid Services (CMS) and its agents. Any information needed to determine benefits shall be included. 

 
I have read, understand and agree to the above.  / /  

Today’s Date 
 
 

Patient Name (Please Print)             Signature 
 

If under 18 years old, Parent or Guardian’s Name and   If under 18 years old, Parent or Guardians Signature 
Relationship to Patient if other than Patient (Please Print)  
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Authorization for Disclosure to Persons Involved in Care 

I understand that by voluntarily signing this form I am identifying, authorizing and granting permission 
to the family member or friend named below to discuss and access my protected health information 
(PHI) to assist in my care.  

 
Patient Information: Please Print 
 
Patient Name:    Date Of Birth:    
 
Address:    Phone #:  

 
Authorized Individual: Please Print 
 
Name:    Relation To Patient:    
 
Address:    Phone #:  

 
I grant to the individual named above to have access to: 
 
   All of my PHI 

 
   Other- Specify limits or specific health care incident 
1. I understand that I may revoke these designations at any time by notifying the Curalta’s office 

staff in writing; however, if I do revoke the authorization, it will not have any effect on any 
actions taken by the practice prior to their receipt of the revocation. 

2. I understand that my treatment or payment for treatment cannot be conditioned on whether 
or not I sign this Authorization. 

3. I understand that information disclosed pursuant to this form may be redisclosed by the 
recipient and no longer protected by HIPAA 

4. I understand that this authorization will expire two years after I am no longer a 
patient.  

 
Signature of Patient/Personal Representative: 
 
                                                                                                                                  
 
Name Of Personal Representative: Date:  

Relationship to Patient:   

YOU MAY REFUSE TO SIGN THIS FORM 
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HIPAA JOINT PRIVACY NOTICE 

 
THIS JOINT 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. 
 
INTRODUCTION 
 
This Joint Notice is being provided to you by Curalta Medical, LLC, Curalta 
Foot and Ankle Penn, P.C., Cur Alta Medical, NY PLLC and their affiliated 
entities (collectively, the “Practice”) as well as the practitioners and staff  who 
provide services at the Practice facilities. We understand that your medical 
information is confidential and we will maintain the privacy of “protected health 
information” or “PHI” which includes any information about you that relates to 
your health or payment for your health care. 
 
This Joint Notice provides you with information about your rights and our 
duties and privacy practices with respect to PHI.  We must comply with this 
Joint Notice, although we may change this Joint Notice from time to time. You 
can always request a written copy of our most current privacy notice from the 
Practice Administrator at the Practice or you can access it on our website at 
www.Curalta.com. 
 
Note:  HIV related information, genetic information, substance use and 
mental health records and certain information about minors may enjoy 
certain special confidentiality protections under applicable state and 
federal law.  Any disclosures of these types of records will be subject to 
those special protections even if use or disclosure is permitted under 
this Joint Privacy Notice.  For example there are limitations on how 
substance use treatment information may be disclosed for treatment 
purposes.   
 
PERMITTED USES AND DISCLOSURES 
 
We can use or disclose your PHI for purposes of treatment, payment and 
health care operations.  For each of these categories, we provide a description 
and an example below.  Not every particular use or disclosure in every 
category will be listed. 
• Treatment: involves providing, coordinating or managing health care, 

including consultations or referrals for health care from one health care 
provider to another.  For example, a podiatrist treating you for a broken foot 
may need to know if you have diabetes because diabetes may slow the 
healing process.  In addition, the podiatrist may need to contact a physical 
therapist to create the exercise regimen appropriate for your treatment. 

• Payment: means activities to obtain payment for health care, such as billing, 
collections, eligibility checks and other utilization review activities.  For 
example, we may need to provide PHI to your payor to determine whether a 
treatment will be covered.  Federal or state law may require us to obtain a 
written release from you prior to disclosing certain specially protected PHI 
for payment purposes, and we will ask you to sign a release. 

• Health care operations: are the activities to operate the Practice such as 
quality assurance, case management, responding to patient complaints, 
physician reviews, compliance programs, business management and 
administrative activities. For example, we may use PHI to review the 
performance of our staff. We may also combine PHI about patients to 
decide what additional services we should offer. In addition, we may remove 
information that identifies you and use it for any purpose. 

 
OTHER USES AND DISCLOSURES OF PHI 
 
We may also use your PHI in the following ways: 
• To provide appointment reminders. 
• To tell you about possible treatments or health-related benefits and services 

that may be of interest to you. 
• To your family or friends or any other person identified by you to support 

such person’s involvement in your care or the payment for your care.  We 
may use or disclose your PHI to assist in the notification of, a family 
member or another person responsible for your care, of your location, 
general condition or death.  If you are available, we will give you an 
opportunity to object to these disclosures, and we will not make these 

disclosures if you object.  If you are not available, we will determine whether 
a disclosure to your family or friends is in your best interest, taking into 
account the circumstances and based upon our professional judgment. 

• We may include your name, location in the Practice, your general condition 
(e.g., fair, stable)  and your religious affiliation in our Practice directory.  The 
directory information, except for your religious affiliation, may be released to 
people who ask for you by name.  Your religious affiliation may be given to 
a member of the clergy, such as a priest or rabbi, even if they do not ask for 
you by name.  You may request not to be listed in the directory. 

• When permitted by law, we may coordinate our uses and disclosures of PHI 
with public or private entities authorized by law or by charter to assist in 
disaster relief efforts. 

•  We will allow your family and friends to act on your behalf to pick-up filled 
prescriptions, medical supplies, X-rays, and similar forms of PHI, when we 
determine that it is in your best interest to make such disclosures. 

• We may contact you as part of our marketing efforts as permitted by 
applicable law.  

• We may use or disclose your PHI for research purposes, subject to the 
requirements of applicable law.  For example, a research project may look 
at the recovery of patients who received a particular medication.  Most 
research projects are subject to a special approval process.  When 
required, we will obtain a written authorization from you prior to using your 
PHI for research. 

• We will use or disclose PHI about you when required to do so by law. 
• In accordance with applicable law, we may disclose your PHI to your 

employer if we are asked to conduct medical surveillance of your workplace 
or to evaluate whether you have a work-related illness or injury.  You will be 
notified of these disclosures. 
 

Note: incidental uses and disclosures of PHI sometimes occur and are not 
considered to be a violation of your rights.  Incidental uses and disclosures are 
by-products of permitted uses or disclosures which are limited in nature and 
cannot be reasonably prevented. 
 
SPECIAL SITUATIONS 
 
If permitted by other laws, we will make the following uses and disclosures of 
your PHI: 
• Organ and Tissue Donation.  If you are an organ donor, we may release 

PHI to organizations that handle organ transplants as necessary for organ 
or tissue donation. 

• Military and Veterans.  If you are a member of the Armed Forces, we may 
release PHI about you as required by military command authorities.  We 
may also release PHI about foreign military personnel to the appropriate 
foreign military authority. 

• Worker’s Compensation.  We may release PHI about you for programs that 
provide benefits for work-related injuries or illnesses. 

• Public Health Activities.  We may disclose PHI about you for public health 
activities, including disclosures: 
o to prevent or control disease, injury or disability; 
o to report births and deaths; 
o to report child abuse or neglect; 
o to persons subject to the jurisdiction of the Food and Drug Administration 

(FDA); 
o to notify an agency if we believe that an adult patient has been the victim 

of abuse or domestic violence.  We will only make this report if the 
patient agrees or when required by law. 

• Health Oversight Activities.  We may disclose PHI to federal or state 
agencies that oversee our activities. 

• Lawsuits and Disputes.  If you are involved in a lawsuit or a dispute, we may 
disclose PHI subject to certain limitations. 

• Law Enforcement.  We may release PHI if asked to do so by a law 
enforcement official if also permitted by State and other Federal laws: 
o In response to a court order, warrant, summons or similar process; 
o To identify or locate a suspect, fugitive, material witness, or missing 

person; 
o About the victim of a crime; 
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o About a death we believe may be the result of a crime; 
o About criminal conduct on our premises; or 
o In emergency circumstances, to report a crime, the location of the crime 

or the victims, or the identity, description or location of the person who 
committed the crime. 

• Coroners, Medical Examiners and Funeral Directors.  We may release PHI 
to a coroner, medical examiner or funeral director. 

• National Security and Intelligence Activities.  We may release PHI about 
you to authorized federal officials for intelligence, counterintelligence, other 
national security activities or protection to the President or foreign heads of 
state. 

• Inmates.  If you are an inmate or under the custody of a law enforcement 
official, we may release PHI about you to the correctional institution or law 
enforcement official, if necessary (1) to provide you with health care; (2) to 
protect your, or other’s health; or (3) for the safety and security of the 
correctional institution. 

• Serious Threats.  As permitted by law, we may use and disclose PHI if we, 
in good faith, 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.  

 
OTHER USES OF YOUR PHI 
 
Certain uses and disclosures of PHI will be made only with your written 
authorization, including uses and/or disclosures: (a) of psychotherapy notes 
(where appropriate); (b) for marketing purposes; and (c) that constitute a sale 
of PHI under the Privacy Rule.  Other uses and disclosures of PHI not covered 
by this notice or the laws that apply to us will be made only with your written 
authorization, which can be revoked by contacting us as described below. 
 
YOUR RIGHTS 
 
• You have the right to request restrictions on certain uses and disclosures of 

PHI.  However, we are not required to agree to your request.  We will 
comply with your request if it relates to a disclosure to your health plan 
regarding services for which you have paid the bill in full. 

• You have the right to reasonably request to receive confidential 
communications of your PHI by alternative means or at alternative locations. 

• You have the right to inspect and copy the PHI contained in our Practice 
records, subject to certain limitations.  For example, psychotherapy notes, 
(i.e., notes that have been recorded about counseling sessions and have 
been separated from the rest of your medical record) are specially protected 
and will not be provided. If required by law, we will inform you of the basis 
for denials.  You may submit your request in writing to the Medical Records 
Custodian.   

• You have the right to request an amendment to your PHI but we may deny 
your request for amendment, if we determine that the PHI or record that is 
the subject of the request (e.g., if we decided that the record is accurate and 
complete). 

• You have the right to receive an accounting of disclosures of PHI made by 
us other than to you for the six years prior to your request, except got 
certain disclosures, such as disclosures: 
o to carry out treatment, payment and health care operations; 
o pursuant to your written authorization; 
o for the Practice’s directory or to persons involved in your care or for 

other notification purposes as provided by law; 
o for national security or intelligence purposes; 
o to correctional institutions or law enforcement officials as provided by 

law; 
 
To request an accounting of disclosures of your PHI, you must submit 
your request in writing to the Privacy Officer at our Practice.  We will 
notify you if there are any costs involved, and you may choose to 
withdraw your request before any costs are incurred. 

• You have the right to receive a notification, in the event that there is a 
breach of your unsecured PHI, if required by law. 

 
COMPLAINTS AND CONTACT PERSON 
 
If you believe that your privacy rights have been violated, you should 

immediately contact our Privacy Officer We will not take action against you for 
filing a complaint.  You also may file a complaint with the Secretary of the U. S. 
Department of Health and Human Services. 
 
If you need take advantage of any of your rights described in this notice,  have 
any questions or would like further information about this notice, please 
contact our Privacy Officer at recordsrequests@curalta.com. 
This notice is effective as of October 9, 2026. 


