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Patient Information                 Today’s Date___________________  

Name______________________________________________ Date of Birth______________ Age_______   Male | Female  

Address____________________________________________ City_____________________ State_______ Zip__________  

Email_____________________________________ Home #______________________ Cell #_________________________  

Marital Status:  o Married   o Single   o Partner   o Divorced   o Separated   o Widowed   

Ethnicity: o Hispanic or Latino o Non-Hispanic   Language:  o English    o Spanish   o Other  

Race:  o American Indian/Alaskan Native.    o Asian o Black/African American   o White/Caucasian    o Decline  

Employment Status: o Employed _____________________  o Unemployed  o Retired     o Student  o Disabled   

Primary care physician/pediatrician___________________________________________ Date last seen_______________  

What pharmacy/location do you use? _____________________________________________________________________  

Emergency Contact__________________________ Relationship___________________ Ph #________________________ 

Responsible for Patient Account (put n/a if same)  

Primary Insurance _____________________________________ Secondary Insurance______________________________   

Policy Holder_________________________ Insured DOB____________ Relationship to patient_____________________  

 
Financial Policy  

1. The patient’s insurance policy is a contract that exists between the patient and the insurance company. Our 
relationship is with the patient, and not the insurance company. It is the patient's responsibility to know the specifics 
of the policy (referral requirements, in and out of network physicians and facilities, Tier 1/Tiers 2, etc.). If you have 
questions about your policy, please call the number provided on the back of your insurance card.  

2. We will call the patient’s insurance to verify benefits, however, we are not responsible for incorrect information 
received which results in unexpected, out of pocket expenses. Payment by the insurance company cannot be 
guaranteed by our staff. The patient is responsible for payment and services rendered by our office. 

3. All copayments must be paid at the time of service.   
4. The patient is responsible of informing us of all insurances in effect and of any changes. Failure to do so will result in 

the patient being responsible for the cost of services rendered.   
5. If the patient does not have insurance, has a non-participating plan, or is receiving services not covered by his/her 

plan, payment is required at the time of service.  
6. Missed or canceled appointments within 24 hours of the scheduled time will incur a $30 same-day cancellation fee.  
7. Accounts that are past due by more than 90 days will be forwarded to a collection agency. A $25 administrative fee 

will be applied.  
8. We require collection of outstanding balances prior to your next appointment. A $30 fee will be charged for all 

returned checks. 
 
_____________________________________________   ________________________________ 
Patient/Guardian Name (please print)           Date 
 
____________________________________________   _______________________________ 
Patient /Guardian Signature            Date 
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What is your primary foot and/or ankle complaint today? ___________________________________________________  

When did this start? _____ days _____weeks _____ months _____ years  Is this:  getting better  |  worse  | unchanged  

Rank the severity of your pain: 1  2  3  4  5  6  7  8  9  10  (severe)  

What treatments have you tried for this problem? __________________________________________________________ 

How would you describe your pain? (check all that apply)  

o throbbing o sharp o radiating o burning o numbness o dull ache o sharp ache o other________________ 

  
Please circle where your pain is located:   
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NOTICE OF PRIVACY PRACTICES 
  
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 also use and disclose your health information in order to obtain payment 
for our services or to allow insurance 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. Except as stated in more detail in the Notice of Privacy Practices, we will not 
use or disclose your health information without your written authorization.   
  
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 or 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 receive 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 privacy practices.  

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES  

I acknowledge the Notice of Privacy Practices and HIPAA privacy authorization form and that I have read (or had the 
opportunity to read if I so chose) and understood the Notice.  

  

   
Patient Name (please print)              Date  
  
  
Patient Guardian or Authorized Representative          Signature  
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HIPAA Privacy Authorization  
Authorization for Use or Disclosure of Protected Health Information  

  
To ensure your privacy, please answer the following questions and notify our staff if this information changes:  

1. Do we have permission to leave a voicemail on the phone number you provided with us?  
o Yes     o No  

2. May we discuss your Medical Information with family and friends?  
o Yes     o No  

OR  
Please list names of people we can discuss your medical care with:  

Name  Phone Number  Relationship to patient  
      
      

  
3. If someone calls for you or asks for you while you are in our office, do we have permission to tell them you are here?  

o Yes     o No  
 
 
 
   
Patient Name (please print)        
  

      Date  

  
Patient Guardian or Authorized Representative          Signature  
 


