
TOWN CENTER FOOT CLINIC  
JOHN D. MOZENA, DPM, FACFAS  

Podiatric physicians and surgeons specializing in the foot and ankle 

 
       JOSHUA P. MITNICK, D.P.M.      

PATIENT REGISTRATION FORM 
(Confidential information – important for our files and for your health) 

 
Which doctor are you seeing today?  Dr. Mozena      Dr. Mitnick      Either 
 
Patient name                                         Preferred name _____________________________  
 
Birth date _____ /_____ /_________  Age _____    Male    Female   Marital status _______________  
 
Mailing address ________________________________________  Phone (        ) __________________  
 
City ______________________  State _____  ZIP ____________  Cell phone (        ) ______________  
 
Email address __________________________________________  
 
Employer _____________________________________________  Phone (        ) __________________   
 
Address______________________________________________________________________________  
 
Is this a work-related injury?    No   Yes  If so, has a claim been initiated?    No   Yes 
 
 
Name & address of nearest relative (not living with you) _______________________________________  
 
_____________________________________________________  Phone (        ) __________________  
 
Whom may we thank for your referral to our clinic? ___________________________________________  
                       (We appreciate patient referrals with a complimentary Starbucks gift card) 
 
Who is financially responsible for any fees for services performed here after your insurance company has 

finished paying? _______________________________________________________________________  

 
MEDICAL INSURANCE INFORMATION 

(Please present your insurance card to the front desk) 
 
1. Insurance name ____________________________________________________________________  
 
Insured’s name________________________________   ID#_______________ Group # ____________  
 
2. Additional coverage __________________________________________________________________   
 
Insured’s name _______________________________   ID#_______________ Group # ____________  
 
ASSIGNMENT OF BENEFITS 
I authorize payment of medical benefits to the named 
provider(s) for professional services rendered. 
 
Sign  __________________________________  
 
Date ___________________________________  

RELEASE OF INFORMATION 
I authorize the release of any medical information 
to process this claim. 
 
Sign  ___________________________________ 
 
Date ___________________________________ 

 
www.towncenterfootclinic.com ● 8305 SE Monterey Avenue, Suite 101 ● Portland, OR  97086 ● (503) 652-1121 

  



 
MEDICAL HISTORY & INFORMATION 

 

Primary care physician________________________________________________________________  

Address______________________________________________________________________________  

Phone (        )______________ Date of last visit to physician __________________________________  
 

 
Please state current foot or ankle problem: 
 
 
 
 
 
Height: __________________  Weight: ____________________ Shoe size: ____________________  
 

Check any known medical conditions: 

 Arthritis   Heart condition   Pregnancy (due date:___________) 

 Blood clots   High blood pressure  Respiratory problems 

 Diabetes  Liver or kidney disease  Stomach problems 

 Others: ___________________________________________________________________________  

 
List current medications: 
Name Dose Frequency What for 
    
    
    
    
    
    
    
    
    
    
Do you take aspirin on a daily basis?   Yes   No 
If you take any herbal medications, list them here: _________________________________________  
 

Check any known allergies:     

 Penicillin  Adhesive tape   Latex 

 Sulfa  Anti-inflammatories (e.g. ibuprofen)  Novocaine 

 Antibiotic: ______________  Pain medication: _______________  Anesthetic: ______________ 

 Iodine  Others: __________________________________________________ 

 
List any surgeries or major procedures you have had: 
Year Surgery/procedure 
  
  
  
  
  
  



 
 
 
List any major injuries or fractures you have had: 
Year Injury/fracture 
  
  
  
  
 

Health Habits 

Do you use tobacco?     Yes   No Tobacco 

If yes: Cigarettes – how many packs/day:                        For how many years: 

Do you drink alcohol?     Yes   No Alcohol 

If yes, what form and how often? 

Activity What percent of the day (i.e. the time you are awake) are you on your feet? 

 

Family Medical History: List any significant health problem that your blood relatives have had (for 
example: heart disease, diabetes, stroke, thyroid disease, cancer, arthritis, foot conditions, etc.). 

 Check here if you are adopted or if you don’t know your family medical history 

 Significant family health problems 

Mother  

Father  

Siblings  

Grandmother 
(Maternal) 

 

Grandfather 
(Maternal)  

Grandmother 
(Paternal)  

Grandfather 
(Paternal)  

 

Review of systems – check any symptoms that you are currently experiencing: 

General  Fever   Chills   Recent weight change 

Cardiovascular  Chest pain  Calf pain  Leg swelling 

Respiratory  Shortness of breath  Cough  Wheezing 

Head, eyes, nose, throat  Headaches  Blurred or double vision  Hay fever 

Gastrointestinal   Heartburn/acid reflux  Nausea/vomiting  Abdominal pain 

Skin  Rash  Open sores  Dry skin 

Musculoskeletal  Joint pain  Back pain  Neck pain 

Neurological  Tremors  Dizzy spells  Numbness or tingling 

Endocrine  Excessive thirst  Too hot/cold  Fatigue/tired 

Hemotological  Easy bruising  Blood clotting problem  Anemia 

 



•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

Acknowledgement of Receipt 

Of 


Notice of Privacy Practices 


I acknowledge that I was provided a copy of the Notice of Privacy 
Practices and I have read (or had the opportunity to read if I so 
chose) and understood the Notice. 

Patient Name (please print) 


Patient Signature 


Parent or Authorized Representative (if applicable) 


Dqte 

Town Center Foot Clinic 8305 SE Monterey #101 Portland, Or. 97266 



Town Center Foot Clinic 

NOTICE OF PRIVACY PRACTICES 

TIDS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 

MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO 


.TIllS INFORMATION. 


PLEASE JmVIEW 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 pr6tecterl 
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 listerl at the end 
of tIiis notice. 

Uses and Disclosures. of Protected Health Information 
We wiliuse ailddisclose your protected 

health information about you for treatment, 
payment, and health care operations. 

FolloWing are examples of the types of uses 

and~JQ!l~r~Of .'y~.!JT_prl?tected ~~tl1_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 fufonnatlon to provide,. 
coordinate or manage your health care and any 
related services.. This includes 1he oootdination 
or management of your. health care with a third 
party. For example, we would disclose your 
protected health information, 115 nec.essary, 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 
infonnation may be provided to a physician to 
whom you have been referred to enSure1hat the 
phYSician has the necessary information to 
diagnose or treat you. 

In addition, we may disclose your protected 
heahh information fTom 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 yout 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 
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or pays for the health care services we 
recommend for you, such as: making a 
detennination 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 
infonnation be disclosed to the health plan to 
obtain approval for the hospital admission. 

He~lth Care Operations: We may use or 
disclose, as needed, your protected health 
information in order to oonduct certain business 
and operational ~vities. 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 eJQlillPle, we may use a sign-in sheet at 
the registration desk where you will be asked to 
sign your name. We tnay 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 )'Ou 
by telephone or mail to remind younf 'your 
appointment. 

We will share your protected health 
infonnation with third party "business 
associates" that perform various activities (e.g., 
billing, tnmscriptiQU 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 mformation. 

We may use or disclose your protected· 
health information, as necessary, to provide you 
with info;rmation .abouttceatment alternatives or 
other health-related benefits and selvices that 
may be of interest to you. We may also uSe and 
disclose your protected healthiDformation for 
other marketing activities. For example, your 
ll.8Jlle <md addnlss may be'used to send you a 
newsletter about ow~ce oo.d die services we 
offer. We may abo $CWl.YQiJ. infoImation. about 
prodttcts.. or .~ 4hat '~klievemay be 
ben~ticial m~ 'You.may ~tact us to ~ 
that 1htSe materials Bothe sent to you. ' 

Uses and Di.sclosares Based On You 
Written Aathorb:ation: Other uses and 
disclosures of your pn>tected health information 

win 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 information or to 
disclose it to anyone for any pwpose. If you 
give us an authorization, you may revoke it in 
writing at any time. Your ·revocation will .not 
Ilffect any use or disclosures pennitted by your 
authorization while it was in effect. Without 
your written authorization, we will not disclose 
your health care infonnation except as described 
in this notice. 

Others Involved in Your Health Care: 
Unless you object, we may disclose to a IJ).ember 
of your fumily, a relative, a close friend or any 
other person you identify, your protected health 
information that directlyrebtes to that person's 
involvement in your health care. If you are 
unable to agree or object to sucb a disclosure, we 
may disclose such information as DeCeSl>8IY ifwe 
determine that it is in your best interest based on 
ourprofessionaJ 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 iocat:ion, 
general condition or death. 

Marketing: We may use your prot;;cted 
health information to corttact you with 
information about treatment alternatives that may 
be of interest to you. We may disclose your 
prot,ected 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 ~ntact 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 
mwnstances. We may disclose the protected 
healthinfOrnunion of a deceased perSon to a 
coroner, protected health cxam1ner, funeral 
director or organ procurement organization for· 
'Certain purposes. . 

Public Health aad Safety: We may 
. disclose yom protected health information to the 

extent llecesS8Iy to avert a serious and imm~ent 
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threat to your health or safety, or the health or 
safety ofothers. We. may disclose your protected 
health infoI1ll.ation fo 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 lhis 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 protectedhea1th information if 
we believe thatyou 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 witbthe requirements of 
applicable federal and state laws. 

., 

Food and Drug Administration: We may 
disclose your protected health infonnation 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 marketingsurveiIDmce, as required. 

Criminal Activity: Consistent with 
applicable federal and state laws, we may 
disclose your protected health information, if we 

believe that the use 9r disclosure is necessary to 
prevent or lessen a serious and innninent 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 identi:fY or apprehend an 
individual. 

Required by Law: We may use ar 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 dete:rmining 
whether weare 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 circnmstances. Under 
limited circumstances, such .IIS a court order, 
warrant or grand jury subpoena, we may disclose 
your protected health infom:tation to law 
enforcement officials. 

Law Enforcement: We may disclose 
limited infonnation to a law enforcement official 
concerning the protected health. information of a 
suspect, fugitive, material witness, crime victim 
or nnssmg 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 enfurcement officials to captn:re an 
individual who bas admitted .to participation in a 
crime or has escaped from lawful custody. 

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 aerem to 
obtain access to your protected health 
infonnation.. You may also request access by 
sending us a letter to the address at the end of 
this notice. IT you request copies, we will charge 

you for each page, $_ per hour for staff 
time to locate and copy your protected health 
infOI1ll.ation, and postage if you want the copies 
mailed to you. IT 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 ofthis notice for 
a full explanation of our fee structure. 
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Accounting of Dis.:;losures: 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 0,\1 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. Ifyou 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 fun explanation ofour 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 iestrictions mist be in 
writing signed by a person authorized to make 
sllch an agreement on our behalf. We will not be 
bound tmless 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 infonn 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 yo~ want more information about our 
privacy practices or have questions or concerns, 
pJease contact us using the information below. 

If you believe that we may have violated 
your priv.acy . ..rights, .or )'on..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 
!'tIlhrnit 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 
cmnplaint with us or with the U.S. Departmellt 
ofHealth and Human Services. 



SUMMARY OF NOTICE OF PRlV ACY PRACTICES 


This summary is provided to assist you in understanding 
the attached Notice of Privacy Practices 

The attached Notice of Privacy 
Practices contains a detailed description 
of how our office will protect YOill 
health information, your rights as a 
patient and Oill common practices in 
dealing with patient health infor.mation. 
Please refer to that Notice for further 
infonnation. 

Uses and Disclosures of Health 
Information. We will use and disclose 
your health information in order to treat 
you or to assist other health care 
providers in treating you. We will als() 
use and disclose YOill health information 
in order to obtain payment for Oill 
services or to allow ~illance companies 
to process insurance claims for services 
rendered to you by us or other, health 
care providers. Finally, we may disclose 
your health information for certain 
limited operational activities such· as 
quality assessment, licensing, 
accreditation and training of students. 

Uses and Disclosures Based on 
Your Authorization. Ex:cept as stated 
in more detail in the Notice of Privacy 
Practices, we will not use or disclose 
your health information without. your 
written 13,¢b.orizatiQn. 

Uses and Disclosures Not 
Requiring Your Authorization. In the 
following circumstances, we may 
disclose· your health information without 
your written authorization: 

• 	 To family members or close friends 
who are involved in your health care; 

• 	 For certain limited research 
purposes; 

• For purposes of public health and 
safety; 

• To Government agenCIes for 
purposes of their audits, 
investigations and other oversight 
activities; 

• 	 To government authorities to prevent 
child abuse or domestic violence; 

• 	 To the FDA to report product defects 
or incidents; 

• 	 To law enforcement authorities to 
protect public safety OI to assist in 
apprehending criminal offenders; 

• 	 When required by court orders, 
search warrants, subpoenas and as 
otherwise required by the law. 

Patient Rights. As our patient, you 
have the following rights: 

• 	 To have access to and/or a copy of 
your health information; 

• 	 To Teceive an accounting of certain 
disclosures we have made of your 
health information; 

• 	 To request restrictions as to how 
your health information is used or 
disclosed; 

• 	 To request that we communicate 
with you in confidence; 

• 	 To request that we amend your 
health information; 

• 	 To receive notice of our pnvacy 
practices. 

If you have a question; concern or 
complaint regard.ing our privacy 
practices, please refer to the attached 
Notice of Privacy Practices for the 
person or persons whom you may 
contact. 
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	RELEASE OF INFORMATION 




