
PATIENT'S NAME·----------i1-----------------------'SEX: M• F• 
I FIRST (Please Print) LAST MIDDLE 

DATE OF BIRTH._______ SOCIALS CURITY# ___ -__ - MARITAL STATUS: M• W• S• D• 

RACE/ETHNICITY: ASIAN • BLACK/AFRICA I AMERICAN • MEXICAN AMERICAN INDIAN• WHITE/CAUCASIAN• OTHER•

HOMEADDRESS. __________ +-______________ __,_A�P_.,_T-"#'--------

CITY _____________ --1-1 
STATE·-------'---------'ZIP ________ _

HOME PHONE(__) ________ --11 ____ CELL PHONE( __ ), ___________ _ 

PLEASE PROVIDE EMAIL FOR BETTER SERVI_
11 ______________________ _ 

PATIENT EMPLOYED BY _______ --+-________ WORK PHONE(___) _______ _ 

RESPONSIBLE PARTY (INSURED) _______________ RELATIONSHIP _________ _ 

SPOUSE/PARENT NAME _______ --lf-__ EMPLOYED BY ______ DATE OF BIRTH ____ _ 

PRIMARY INSURANCE _____________ SUBSCRIBER'S NAME __________ _ 
ID# --------------lf---GROUP# ___ _ 

SECONDARY INSURANCE. ______ --+1----·ID# _________ GROUP# ______ _ 

PHARMACY NAME ___________ ! _____ PHARMACY NUMBER(__) ________ _

HOW DID YOU HEARABOUTUS?-'-____ 
l
�I ______________________ _ 

FAMILY PHYSICIAN _________ 
I 
________ DR.'S PHONE,.,___,_ ________ _

DR.'S ADDRESS __________ -+I-
I 

___ CITY ______ LAST VISIT _______ _ 
I IN CASE OF EMERGENCY, WHO SHOULD BEN I TIFIED? ____________________ _ 

PHONE 
' 

I RELATIONSHIP _______________ _

PREVIOUS TREATMENT BY PODIATRIST YJ ( ) NO ( ) IF SO, WHEN _____________ _ 

DESCRIBE TREATMENTS BY YOU OR ANY OT ER HEAL TH PROFESSIONAL. _____________ _ 

CHIEF FOOT CONCERN(S) (DATE OF TRAUMA.4------------------------. -
I 

FOOT_�ANKLE. __ RIGHT __ --'LEFT BOTH __ DURATJON, ____________ _ 
DESCRIBE PAIN (SHARP, DULL, SHOOTING, ST [ BBING, ETC)_· _________________ _

SlGNATURE __________ ...;.__11--------'--DATE _____________ _

COASTAL PODIATRY CENTER 
Physicians & Surgeons of the Foot & Ankle 





COASTAL PODIATRY CENTER

FEDERAL HEALTH PRIVACY RULE 

CONSENT FORM 

PRIVACY RULE 

The Federal Government has developed regul tions in an attempt to ensure the health care privacy of patients. This 
means that we cannot use or disclose health in1 onnation for the purposes of treatment, payment, or health care operations
without your written consent. As part of these egulations, we are required to inform you how this office utilizes, shares, 
and protects the health care information that J 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 y u may request additional restrictions on how your health care information
is used and disclosed for treatment, payment, 1 d health care operation purposes. . · 

I agree with the Health Care Privacy Complia Ice utilized by this office. 

PATIENT PRINTED NAME: -----,---------------D=A:=T=E ..... : _____ _ 

PATIENT SIGNATURE: _____ -tt----------------------

EMAIL: ____________ -+------------------------------

DO YOU HA VE: LIVING IL: Y or N SURROGATE DECISION MAKER: Y or N

AUTHORIZATIJor RELEASE of MEDICAL INFORMATION 

I hereby authorize Coastal Podiatry Center to furnish my medical records consisting of, but not limited to 
consultation notes, diagnostic test results, pro ss notes, operative reports, and other medical information to 
named individual below. This release is in effect for o e year from the date noted _________ _ 

1. Relation: 

2. Relation: 

I HEREBY GIVE MY PERMISSION TO THE PHYSJ 'JANS OF COASTAL PODIATRY CENTER TO ADMINISTER TREATMENT AND

TO PERFORM SUCH PROCEDURES AS 'A Y BE NECHSSARY BASED ON MY DIAGNOSIS AND/OR TREATMENT. 



DISCLOSURES & FIN.. CIAL POLICY: PLEASE INITIAL EACH BELOW 

__ INSURANCE BENEFITS AND C ERAGE: Verification of coverage and eligibility lS NOT a guarantee that 
payment will be made by your insurance co1� any. That is determined by your insurance company at the time the claim 
is submitted and reviewed. Your insurance p Iicy is a contract between you and your insurance company. We are not a 
party to that contract. Benefits may not be cl arly 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 f9 all costs uncured during treatment, apart from contractual adjustments and 
provider write-offs. UNINSURED PATIE

l

S: FULL Payment is due at the time of service. We accept cash, check, or 
credit cards. 

. 
. 

. 

___ BILLING FOR SERVICES: Our ofl\1ce bills your insurance in accordance with predetermined fee schedules. It
is the patient's responsibility to provide accur e, up to date il}surance information so that billing may be done correctly. 
Once services fees are billed to your primary i surance, remaining costs will be billed to your secondary insurance 
automatically when applicable. If you have no 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 d . nial of coverage for services by your insurance may require you as the 
patient working with our billing team to appea these types of decisions. Any balances due after insurance determinations 
will be billed to patients by mail. Patients are I elcome to contact the billing team of Foot Ankle Specialty Centers to 
make payments or set up a payment plan. Ther is a $25.00 fee assessed for returned checks. 

REFERRALS / AUTHORIZA nol, It is the patient's responsibility to ob1ain all referrals if your insurance
---

requires one. If one is not obtained prior to yo I appointment, you may be responsible for that appointment cost. 

___ PAYMENT: Payment is expected at t e time of your visit. Patients with private insurance plans that include high 
deductibles of $1000 or more will need to pay $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 p y your balance in full, you must contact out billing office to discuss a 
payment plan. Statements will be sent monthly 

___ 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 ifficulty making a payment, you MUST contact us PRIOR to the due date 
to avoid these fees. A courtesy call will be plac d before the account is subject to our collections process. 

NONCOVERED BENEFITS: We re Iize unforeseen circumstances may arise or that some insurance companies 
--- I 

may not cover some medically necessary servi es (i.e., orthotics, nerve testing, diabetic foot care). In these instances, a 
payment plan may be available. These will b9 evaluated on a case-by-case basis. While we tJy to accommodate all our 
patients, we do maintain strict guidelines reg ing payment plans. Failure to adhere to the payment schedule will result 
in a revocation of the payment plari agreement. 

---

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

COASTAL PODIATRY CENTER






