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Do you get leg cramps after activity?

Does foot pain limit your desired activities?

Do you have any difficult walking?

Any pain in the calves or buttocks when walking?
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Other: Clearly list additional medication, drugs, foods, etc.

Surgical History: Surgical procedures and complications:

Review of Systems: Are you currently experiencing any of the following:

'| General: [[IDecreased Strength [JWeight ch%nge [Ipecreased exercise tolerance
Head: [JHeadaches [[Jvertigo Mimjury \
Eyes: [ Abnormal vision ~ [[IDouble vision [ IDiminished vision [increased drainage ‘Cpain
Ears: . [JChange in hearing [JTinnitus [Bleeding [Vvertigo -
Nose: [[INose bleed [JObstruction [pischarge [inflammation of mucous membrane
Mouth: CIDental difficulties [[1Gum bleeding DUse of dentures
Neck: [TIstitfness [IPain [Tenderness [_|Noted masses
Chest: [“Ishortness of breath [JWheezing [CIcough [ISpitting up blood
Heart: [JChest pains E]Palpitaﬁog‘h [JFainting  []Breathlessness
Abdomen: [IDifficulty Swallowing =~ [ JAppetite change [ JVomiting [ JBowel habit changes [ JFarry Stool[ JPain
Neurologic: [ ]Weakness [JTremor [CIseizures  [JChanges in mentation[ JLack of muscle control
Psychiatric: [[IDepressive symptoms [} Change in sleep habits [TIChanges in thought content




COASTAL PODIATRY CENTER
FEDERAL HEALTH PRIVACY RULE

CONSENT FORM

PRIVACY RULE

The Federal Government has developed regulaﬂtions in an attempt to ensure the health care privacy of patients. This
means that we cannot use or disclose health information for the purposes of treatment, payment, or health care operations
without your written consent. As part of these regulations, we are required to inform you how this office utilizes, shares,
and protects the health care information that we collect. Attached is a copy of our office policy and further detail
regarding the Federal Health Privacy Rule.

You may revoke this consent at any time, or you may request additional restrictions on how your health care information
is used and disclosed for treatment, payment, and health care operation purposes. :

1 agree with the Health Care Privacy Compliarice utilized by this office.

PATIENT PRINTED NAME: 1 DATE:
PATIENT SIGNATURE: i
|
EMAIL: |
DO YOU HAVE: LIVING : YorN SURROGATE DECISION MAKER: Y or N

AUTHORIZATION ffor RELEASE of MEDICAL INFORMATION

[ hereby authorize Coastal Podiatry Center to furnish my medical records consisting of, but not limited to

consultation notes, diagnostic test results, progress notes, operative reports, and other medical information to

named individual below. This release is in effel:tt foro e year from the date noted

1. | Relation:

2. Relation:

[ HEREBY GIVE MY PERMISSION TO THE PHYSICIANS OF COASTAL PODIATRY CENTER TO ADMINISTER TREATMENT. AND
TO PERFORM SUCH PROCEDURES AS MAY BE NECESSARY BASED ON MY DIAGNOSIS AND/OR TREATMENT.



COASTAL PODIATRY CENTER

DISCLOSURES & FINANCIAL POLICY: PLEASE INITIAL EACH BELOW

INSURANCE BENEFITS AND COVERAGE: Verification of coverage and eligibility IS NOT a guarantee that
payment will be made by your insurance company. That is determined by-your insurance company at the time the claim
is submitted and reviewed. Your insurance policy is a contract between you and your insurance company. We are not a
party to that contract. Benefits may not be cl1'3arly defined during our research in your insurance coverages. If you ever
have any questions regarding your coverage, please contact your insurance using the number presented on the back of
your card. Ultimately, YOU are responsible far all costs uncured during treatment, apart from contractual adjustments and
provider write-offs. UNINSURED PATIENTS: FULL Payment is due at the time of service. We accept cash, check, or
credit cards.

BILLING FOR SERVICES: Our ofaFLce bills your insurance in accordance with predetermined fee schedules. It
is the patient’s responsibility to provide accurate, up to date insurance information so that billing may be done correctly.
Once services fees are billed to your primary insurance, remaining costs will be billed to your secondary insurance
automatically when applicable. If you have not met your deductible, you may be asked to make a payment to the office at
the time of your visit. Any services that are cl _' rly not covered by any insurances will be discussed prior to treatment so
an upfront cash price can be agreed upon. A dénial of coverage for services by your insurance may require you as the
patient working with our billing team to appeal these types of decisions. Any balances due after insurance determinations
will be billed to patients by mail. Patients are welcome to contact the billing team of Foot Ankle Specialty Centers to
make payments or set up a payment plan. There is a $25.00 fee assessed for returned checks.

REFERRALS / AUTHORIZATIONS: It is the patient’s responsibility to obtain all referrals if your insurance
requires one. If one is not obtained prior to yo ]] appointment, you may be responsible for that appointment cost.

PAYMENT: Payment is expected at the time of your visit. Patients with private insurance plans that include high
deductibles of $1000 or more will need to pay a $150.00 deposit at the time of service. Our office accepts cash, check, and
credit card. Payment will include any unmet deductible, coinsurance, copayment, and non-covered charges from your
insurance company. If you are not able to pay your balance in full, you must contact out billing office to discuss a

payment plan. Statements will be sent monthly.i

DELINQUENT ACCOUNTS: After 90 days of non-payment accounts will incur a “Rebilling” fee of $15.00.
This will be repeated each month. If you have "difﬁculty making a payment, you MUST contact us PRIOR to the due date
to avoid these fees. A courtesy call will be placed before the account is subject to our collections process.

NONCOVERED BENEFITS: We req'lize unforeseen circumstances may arise or that some insurance companies
may not cover some medically necessary services (i.e., orthotics, nerve testing, diabetic foot care). In these instances, a
payment plan may be available. These will be evaluated on a case-by-case basis. While we try to accommodate all our
patients, we do maintain strict guidelines regarding payment plans. Failure to adhere to the payment schedule will result
in a revocation of the payment plan agreement. ‘

ADMINISTRATIVE SERVICES: You will be charged a fee of $25.00 for disability or FMLA paperwork to be
completed. The fee is payable upon presentatioq of the forms. The forms will NOT be completed until the $25.00 fee is
received. Completion of legal forms can range tﬂrom $50-8150 per physician’s discretion. If you require a hard copy of
medical records, a $10 fee will be charged.




CUSTOM PRODUCTS: [ understand that if a custom DME product is ordered for me, such as orthotics or
special shoes, or | receive an air cast, night splint, surgical shoe, and/or ankle brace, that they are non-refundable and non-

returnable. If my insurance denies them for any
the product(s) I have received.

reason, I understand it is ultimately my responsibility and I will pay for

NO SHOW / CANCELLED APPOINTMENT POLICY: A missed, or cancelled, appointment leaves an open

patient, parent/legal guardian fails to give ad

quate notice, 24 hours, that the appointment cannot be kept. Foot Ankle

appointment that could have been used by a%patiem in need of medical care. A no-show appointment occurs when a

Specialty Centers reserves the right to charge

for a missed appointment. Failure to cancel or reschedule an appointment

within 24 hours of the scheduled appointment|will result in $50 fee, which is NOT covered by your insurance. If two (2)

no- shows are incurred during a calendar year

(January — December) a $50 fee will be applied to your account for each

missed appointment. Habitually missed appointments could lead to a patient being discharged from the practice.

LATENESS: If you are late for ou
schedule to determine if the appointment will 1

appointmenf time, please call to inform the staff. They will review the
eed to be rescheduled to another day or work an appointment behind other

scheduled appointments. After the 2nd late show a $50 fee will be applied to your account.

I,

, have read the Disclosures & Financial Policy, understand it, and agree

to its terms.

Date:

Signature






