ity
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Patient Testimonial, Video, Photo, Audio Release Consent

Purpose of Consent: By signing this form, you are hereby consenting to allow Dr. Nicholas Campitelli
DPM to use and disclose your testimonial, audio, photos and/or videos and you acknowledge that they
may be distributed to the public and used on any platform of social media.
Right to Revoke: You have the right to revoke this Release at any time by providing written notice of
vour revocation and submitting it to the Contact Person listed below. Please understand that revocation of
this release will not affect any action Dr. Nicholas Campitelli took in reliance on this release before
receiving your revocation.

CONSENT TO RELEASE

I hereby authonize Dr. Nicholas Campitelli DPM and staff to use my testimonial, photos, videos, audio
and any information contained herein in its media/public relations efforts. [ understand and approve the
disclosure of the testimonial, photo, video, audio information to the media and other individuals and
entities that may be involved in the media/public relations efforts of Dr. Nicholas Campitelli DPM

1 understand that I am prowviding the testimonial, photo, video, or audio information to Dr. Nicholas
Campitelli DPM and that my treating healthcare provider will not be providing any protected information
to the media or the public, including private health information in my medical records, the confidentiality
of which may be protected by federal and state statutes and regulations, including the Health Insurance
Portability and Accountability Act (HIPAA).

I waive the right of prior approval and hereby release Dr. Nicholas Campitelli DPM from any and all
claims for damages of any kind based on the use of my testimonial, picture, video, audio or information in
the testimonial. By signing below I agree and acknowledge that I have read and understood the above
Release and agree to all terms described. | am of legal age and freely sign this Consent to Release my
Patient Testimonial and other media I provided to the doctor.

Signature Date

Print Name

DOB




ANew Patient Form
Nicholas Campitelli DPM,FACFAS

Todays Date:
Patients Name: DOB:
Reason for visit: ‘
Onset on sympotoms: ___Location: ___Right ___Left __Both

Are you experiencing any pain? _ No __Yes Where?

If Yes, on a scale of 1 to 10: 1 being little pain:10 being extreme pain:

At your best, what number are you? At your worst, what number are you?

Quality of pain: Check all that apply.

DULL BURNING PINS & NEEDLES
ACHY = SHOOTING SHARP
THROBBING STABBING

Does anything help with relieving the pain? _ NO __ YES

If Yes, What are you doing?

Have you had any of the following completed: Check all the apply.

MRI X-Ray EMG/NCT
CT scan PVR OTHER:
List Allergies:

Medications you are currently taking and dosage

Pharmacy and location:

Self History: Check all that apply.
High Blood Presure Cancer Stroke ___ Blood Clots ___ Anxety
Diabetes Heart Attack __AFib ___ Depression ___ Arthritis

Any recent Surgeries:
Do you currently Smoke? Do you consume Alcohol?




