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Thank you for choosing our office.  We look forward to meeting you!  When you arrive to your appointment, 
you MUST have the following to be seen: 
 
 1.  Insurance Cards 
 2.  Driver’s License or Photo I.D. 
 3.  Co-Payment or any Deductible that may be due per your insurance 
 4.  Current Medication List 
 5.  If your insurance requires a referral, it is your responsibility to obtain the first one, and to  
                             notify this office that your insurance requires a referral. 
 6.  New Patient Packet which is attached. 
 
We look forward to seeing you at your scheduled appointment. 
IF you find you are unable to come to this appointment, please let us know at 24 hours ahead of time so we 
may have the opportunity to offer it to another patient.  If you no show to your first visit, you will be required 
to pay $50 to schedule another appointment.  This payment will be applied to your visit balance. 
 
**PLEASE NOTE** IF YOU DO NOT HAVE YOUR INSURANCE CARDS AND COPAY/DEDUCTIBLE WE WILL NOT 
BE ABLE TO SEE YOU! 
 
Thank you, 
Dr. Darron M. Barrus 
 
Account Number:  ___________   Date:  ____________ 
 
Full Name:   _____________________________________  DOB:  _____/_____/_______ 
Preferred Name: ____________________________________________________ 
 
 
Home Phone: _______-______-______ Cell or Work Phone: _____-_____-____ 
Email Address: _____________________________________________________ 
 
Mailing Address:   ______________________________________________________ 
City:   ________________________________________________________________ 
State:   _________     Zip:   __________ 
 
Primary Care Physician: ____________________________________________ 
Phone Number: _______________________________________ 
Date of Last Visit: ___________________________ 
 
Pharmacy Info: 
Name of Pharmacy: _________________________________________________ 
Address or location: _________________________________________________ 
Telephone Number: _________________________________________________ 
 
How did you hear about our office? 

☐  Phone book   ☐   Website   ☐   Our Sign   ☐   Doctor   ☐   Friend   ☐   Family   
If referred by Dr. Please provide name _______________________________ 
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Marital status: ☐  Married  ☐   Widowed   ☐   Divorced   ☐   Separated   ☐   Partnership ☐ Single  
Number of Children:                

Employment: ☐  Full Time   ☐   Part Time   ☐   Unemployed   ☐   Disabled   ☐   Retired   
 
Employer: __________________________________________________________ 
 
Patient Signature: ___________________________________________  <<TodaysDate>> 
 
Describe the reason for your visit today:  __________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

How long have you had the above problems?  ☐  Days    ☐   Weeks   ☐    Months   
 
 
Type of Pain: (Circle) 
Sharp     Burning     Stabbing 
Aching    Tingling   Numbness 
 
When does this bother you most? 
Morning     Mid-day     Afternoon 
Night          Constant 
 
Have you tried any ways to help this problem yourself?  If so, please list them. 
_______________________________________________________ 
_______________________________________________________ 
_______________________________________________________ 
_______________________________________________________ 
 
What medications are you currently taking?  If you have a list, please attach to this page. 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
 

Do you have any Allergies to Medications?  ☐  Yes    ☐   No   
If yes, what medications are you allergic to?  ______________________________________ 
__________________________________________________________________________ 
 

Are you Allergic to Latex?  ☐  Yes     ☐   No   
 

Any problems with local anesthetics (Novacine, Lodocaine, etc.)?    ☐  Y   ☐   N  
 
Shoe size: _______  Special Shoes? _______  Current Weight: _______lbs.  Height: ____ft ____in. 
 

Do you use:  ☐  Walker      ☐   Crutches      ☐   Cane       ☐  Wheel chair      ☐   Stroller   
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Review of Systems: 

   Please read through all of these.  Very important we have this information. 
Patient:  Please mark any box's to any problems below that you are currently experiencing or have experienced in the 
past, otherwise you are negative for the problem listed. 
 

  Constitutional 

☐  decrease in appetite   ☐   faintness   ☐   dizziness   ☐   fever   ☐   headache    

☐   difficult breathing when lying flat   ☐   feeling like the room is spinning   ☐   weakness    

☐   weight loss   ☐   weight gain   
 
  Cardiovascular 

☐  chest or arm pain   ☐   blood clots   ☐   cramps in the legs when walking    

☐   cramps in the legs or feet when sleeping   ☐   high blood pressure   ☐   low blood pressure    

☐   heart attack   ☐   heart murmur   ☐   heart palpations   ☐   stroke   ☐   varicose veins   

☐   mitral valve prolapse   
 
  Respiratory 

☐  difficulty breathing   ☐   cough   ☐   coughing blood   ☐   shortness of breath   ☐   difficult 

breathing when lying flat  ☐   waking up at night and very short of breath   ☐   tuberculosis    

☐   wheezing   
 
  Gastrointestinal 

☐  abdominal cramps   ☐   inflammation of colon   ☐   constipation   ☐   diarrhea   ☐   heartburn    

☐   difficulty swallowing   ☐   blood in stool   ☐   hemorrhoids   ☐   jaundice   ☐   black or tarry stools   

☐   pale colored stools   ☐   nausea   ☐   vomiting   
 
  Musculoskeletal 

☐  joint aches or pains   ☐   chronic neck pains   ☐   chronic hip pain   ☐   chronic low back pain    

☐   chronic ankle pain   ☐   stiffness   ☐   morning stiffness   ☐   weakness   ☐  chronic neck pain   

☐   pain in the feet in the morning upon rising   ☐   pain upon rising after surgery or injury    

☐   skin rash   ☐   skin cancer   ☐   pain associated with the skin    
  Integumentary 

☐  allergy to chemicals   ☐   thick or discolored toenails   ☐   thick or discolored fingernails   ☐   scarring    

☐   skin dryness   ☐   skin itching   ☐   skin cracking   ☐   scarring after surgery or injury   ☐   skin rash    

☐   skin cancer   ☐   pain associated with the skin   ☐   easily bruises   

  Neurological 

☐  tingling   ☐   pins and needles   ☐   numbness   ☐   increased sensitivity to touch   ☐   burning    

☐   decrease or lack of sensation to touch   ☐   decrease or lack of sensation to cold or warmth    

☐   shooting pain   ☐   radiating pain   

  Endocrine 

☐  increase or decrease in thirst   ☐   increase or decrease in appetite   ☐   increase or decrease in urination    

☐   weight loss or gain   ☐   diabetes mellitus   ☐   thyroid problems   ☐   post-menopause   



 Shelby Podiatry, P.C. 

227 1st ST N. Suite A, Alabaster, Alabama 35007-8767 
Phone (205) 663-3224, Fax (205) 663-3416 

 
 
Do you have or have you had any of the following conditions?  Check all that apply. 
 

☐  Ankle or Foot Swelling    ☐   Anemia    ☐   Arthritis    ☐   Asthma    ☐   Blood Clots     

☐  Cancer    ☐   Cold feet    ☐   Diabetes    ☐   Foot tingling    ☐   Gout    ☐   Heart Disease   

☐  High Blood Pressure    ☐   Joint Replacement    ☐   Kidney Disease    ☐   Leg Cramps     

☐  Lung Disease    ☐   Night Sweats    ☐   Seizures    ☐   Skin Problems    ☐   Stomach Ulcers   

☐  Stroke    ☐   Poor Circulation    ☐   Toenail problems    

☐  Varicose Veins    ☐   Visual Problems  
 
 
If you have diabetes,  

Do you take insulin?   ☐  Y   ☐  N      
When were you diagnosed?  ___/___/_____  Treating physician? ___________________________ 
Date you were last seen by the above physician?   _____/_____/______ 
 
List any serious illness (last 10 years).  ___________________________________________ 
 
List any major surgeries (last 10 years).  __________________________________________ 
__________________________________________________________________________ 
 

Are you presently under a physician's care:  ☐  Y   ☐   N  If so, please list the condition being treated and the 
physician. 
Condition:  ____________________________________ Physician:  _____________________ 
Condition:  ____________________________________ Physician:  _____________________ 
 

Smoker?  ☐  Never Smoked   ☐   Former Smoker   ☐   Current Smoker    
How many packs per day?  _____ 
 

Do you consume alcohol products?  ☐  Yes   ☐   No    
If yes, how many ounces per day?  __________________________________ 
 
Family History:    
Any family history of the following diseases?  If so, which family member? 
 
                                             (M) Mother   (F) Father  (B) Brother  (S) Sister 
 

Heart Disease                ☐  M    ☐   F    ☐   B    ☐   S       Arthritis                     ☐  M    ☐   F    ☐   B    ☐   S   
 

Cancer                             ☐  M    ☐   F    ☐   B    ☐   S        Bleeding disorder      ☐  M    ☐   F    ☐   B    ☐   S   
 

Diabetes                          ☐  M    ☐   F    ☐   B    ☐   S        Stroke                         ☐  M    ☐   F    ☐   B    ☐   S   
 

Neurological Disorder   ☐  M    ☐   F    ☐   B    ☐   S       Circulation Problems   ☐  M    ☐   F    ☐   B    ☐   S   
 

High Blood Pressure      ☐  M    ☐   F    ☐   B    ☐   S      Vascular disorders    ☐  M    ☐   F    ☐   B    ☐   S   
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Payment Agreement Policy And Insurance Filing Procedures for This Office Agreement to Pay: 
 
By signing this agreement to pay, you the patient agree to the following: 
 
1.  I will pay any COPAY, DEDUCTIBLE, NON-COVERED SERVICES, OVER THE COUNTER PRODUCTS or BALANCE 
that is left after my health insurance has been exhausted with-in 90 days of the balance being due to me. 
2.  If I cannot pay any balance that is due from me "the patient" with-in the 90-day time frame, I will contact 
the billing department of Shelby Podiatry, P.C., at 205-454-4840 to make payment arrangements. 
3.  I will follow any and all payment arrangements made by me "the patient" with the billing department. 
4.  I understand that if my account is not paid with-in 90 days and no payment arrangements have been made 
with Shelby Podiatry, P.C., at 205-454-4840, my account may be turned over to Franklin Collections Services for 
collections. 
5.  I agree that a fee of 40% will be added to my total balance due at the time my account is turned over to 
Franklin Collections and any total balance that is below $60 will incur a 10% late fee since it falls below 
Franklin's minimum accepted balance.  
6.  I understand that if I have Medicare my annual deductible is due at the time of service and may not be 
billed. 
7.  I understand that any appointment I make with this office is time held just for me.  I understand that if I miss 
an appointment without notifying the office before the appointment time, I may be charged $40.  I also 
understand that if I do not show for any office surgery, I have scheduled I may be charged $100. 
8.  I understand that I will be charged $150 if I do not show or do not cancel the appointment within 24 hours 
for any Out-Patient surgery being performed at any surgical facility. 
9.  I understand that if my insurance requires a REFERRAL that it is my "the patient's" responsibility to obtain 
the initial referral, and inform Shelby Podiatry, P.C., that my insurance requires a referral for each visit. 
10.  I understand that if I have any other insurance my COPAY / CO-INSURANCE / DEDUCTIBLE is due before any 
services are rendered. 
11.  I understand that there will be a fee of $32.00 if any check written to this office is returned as NON-
SUFFICIENT.  I also understand that I will also not be allowed to write checks to this office in the future.  Your 
bank will notify you if your check has been dis-honored and it is your responsibility to contact this office to 
make good on the check.   
12.  I understand that it is my responsibility to report to this office any change of ADDRESS, TELEPHONE OR 
INSURANCE.  
13.  I understand that Medicaid does not cover Podiatry services unless I am 19 years of age or younger.  If you 
have a Medicare QMB policy, you are responsible for any Medicare deductibles or co insurances. 
14.  Any custom DME (Orthotics, Balance Brace, etc.) that is not picked up within 30 days of patient notification 
will be mailed to the patient at a cost of $50 to cover mailing costs/insurance. 
 
 
Patient's Signature:  ___________________________________  
 
                                                           Date:  _______/_______/_________ 
 
Witness Signature:   ___________________________________ 
 
                                                           Date:  _______/_______/__________ 
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Our Insurance Filing Policy: 
 
We will electronically file your primary insurance for you as Dr. Darron M. Barrus is PMD/PPO with most 
insurance companies in Alabama.  We will also file your secondary/Tertiary insurance for you as a courtesy. We 
will not file any claims to third parties, such as AFLAC, DISABILITY, LIFE INSURANCE companies unless we have 
an agreement on file with them to do so.  We will honor any health insurance's fee scheduled payment that we 
have an agreement with.  You "the patient" will only be responsible for any balance up to that fee schedule.  
Some insurance policies require all appointments to this office be pre-authorized.  It is essentially up to you 
"the patient" to notify us if any Pre-authorization is required by your insurance. 
 
As your Podiatrist, I want to provide you with the best care possible.  There may be certain services that I feel 
necessary for the maintenance of good health that are not covered by your insurance.  You will be expected to 
pay for these services in full.  For example, I may need to request additional office visits or order orthotics 
which may be considered non-medical by your insurance company, although I consider them necessary for 
surgical procedures, diagnostic purposes, or other treatments.  Most insurance companies require a medical 
diagnosis according to the terms of your contract with them.  Let me assure you that we will only order or 
perform the procedures, tests or items that we feel necessary for your treatment and care.  If you have any 
questions about your insurance, someone in our office will be happy to assist you. 
 
I authorize the release of any medical information necessary to process and request payment of benefits to the 
party that accepts assignment.  I also understand there is a minimum charge of $20 to request copies of my 
medical records and $5 charge for statement copies. 
 
Signature of Patient: ____________________________________   Date:   ____/____/ 2022 
 
Witness Signature:   __________________    __________________________ 
 
Date:   _____/_____/ 2022 
 
 
Acknowledgment of Receipt of Notice of Privacy Practices 
 
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read or had the 
opportunity to read if I so choose and I understand the Notice.  
 
Patient Name:   ___________________________________________       Date:  ____/____/ 2022 
 
____________________________________________ 
Parent or Authorized Representative (if applicable) 
 
____________________________________________ 
Signature 
 
Questions or Complaints: If you think that we may have violated your privacy rights, contact the person named below.  You may also 
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.  We will not retaliate in any way if you choose to file a complaint.    
 
Contact Person:   Cathy Wesson, Office Associate, 227 1st Street North, Suite A, Alabaster, AL  35007         (205) 663-3224 


