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Patient Demographics

Today’s Date:​​​​​​​​​​​​​​​______________________________PatientDOB____________________
Patient Name: _____________________________________________ Age: __________

Social Security Number:____________________________________________________

Primary Address: _________________________________________________________

Secondary Address: _______________________________________________________

Home phone: _____________________   Cell/ alternate phone: ____________________

E-mail:__________________________ Marital Status: ___________     Male / Female

Spouse Name: ____________________________________ DOB: __________________

Name & Address of Employer:______________________________________________

 ______________________________________ Phone:__________________________
Insurance Information
Guarantor (if patient is a minor):____________________________________________

S.S. #: _________________DOB:_____________  Phone #:______________________

Address of guarantor:_____________________________________________________

Primary Insurance: _______________________________________________________

Policy Number: __________________________ Group Number: __________________

Secondary Insurance: _____________________________________________________

Policy Number: __________________________ Group Number: __________________

Is this a Workers Comp or Auto related injury/ visit?       Yes /   No

If yes, what is the date of accident/injury, claim number & name of adjuster (if applicable)?
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Medical & Social History Questionnaire
PATIENT NAME: ___________________________________Date:__________

What is your reason for today’s visit? _______________________________________

Past Medical History (from birth to present, this must be filled out for all NEW patients) 

: ______________________________________________________

Ie: diabetes, cancer, heart attack, stroke, hypertension
Past Surgical History (from birth to present, this must be filled out for all NEW patients)

: _____________________________________________________

Past Family Medical History: ______________________________________________

Ie: diabetes, cancer, heart attack, stroke, hypertension
List any allergies & reactions: _____________________________________________

Primary Care Physician: ________________________ Date last seen:_____________

Other Physicians__________________________________________________________

Preferred Pharmacy:______________________ Location:_________________________

Social History

Please complete ALL questions
How often do you consume alcohol: ________________________________________________________
 Do you smoke?      Yes / No                             If yes, how many packs? ____________

 Did you smoke previously?    Yes / No             When did you quit? ________________

 Any other tobacco products? ______________________________________________________________
Marital status     M W S D   Left handed/ Right handed  /  Do you live alone?    Yes / No

Do you have pets at home and if so what kind: ________________________________________________
Any recent travel outside of the U.S.A. ______________________________________________________
Occupation: _________________________ Highest Level of Education: ___________________________
Height: ___________        Weight: _______________           Shoe size: ______________

How many pairs of shoes do you own?  Dress__________   Casual____________

How did you hear about our office?________________________________________________________
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         Medication/Dosage                              Prescribed By                            Directions 

1)__________________________________________________________________________

2)__________________________________________________________________________

3)___________________________________________________________________________

4)___________________________________________________________________________

5)___________________________________________________________________________

6)___________________________________________________________________________

7)___________________________________________________________________________

8)___________________________________________________________________________

9)___________________________________________________________________________

10)__________________________________________________________________________

11)__________________________________________________________________________

12)__________________________________________________________________________

13)__________________________________________________________________________

14)__________________________________________________________________________

15)__________________________________________________________________________

16)__________________________________________________________________________

17)__________________________________________________________________________

18)__________________________________________________________________________

19)__________________________________________________________________________

PATIENT NAME:_____________________________________Date__________

PATIENT ALLERGIES:________________________________Reaction_______
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Assignment of Benefits / Release of Medical Records

Financial Agreement

I hereby authorize Podiatry Associates of IRC to process my medical insurance with Medicare, Medicaid and /or my participating commercial policy holder. My signature below authorizes payment of all major medical and/or surgical benefits to which I am entitled, to pay the listed Provider Assignee. I further authorize the Assignee to release all medical and /or insurance claim information necessary to secure payment of filed claims.

I recognize my financial obligation of all necessary co-pays, co-insurance, deductibles and any non-covered services, including self-pay patients. I understand that if I do not have my insurance information with me at the time of service, I will be responsible for the balance of my bill at the time the services are rendered. No insurance claims will be filed that day. As we file your insurance as a courtesy, it is your responsibility to supply Podiatry Associates of IRC with accurate financial information, and inform us of any changes in your insurance or personal information at the time of your visit.

All co-pays, co-insurance and deductibles are due prior to your appointment with the physician. Please refer to our Easy-Pay policy.  We make every attempt to have your insurance pay the filed claim. If the claim is denied due to inaccurate information supplied by the patient, or the patient is in-eligible, the balance due will revert back to the patient. If it becomes necessary for Podiatry Associates of IRC to utilize an outside collection agency on defaulted balances, the cost associated will become the responsibility of the patient.

Patient Name (print)

Patient signature & date
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Consent for Purpose of Treatment, Payments and Healthcare Operations

I consent to the use or disclosure of my protected health information by Podiatry Associates of IRC  for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care operations of Podiatry Associates of IRC I understand that diagnosing or treatment of me by the physician may be conditioned upon my consent as evidenced by my signature below.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment, or healthcare operations of the practice. Podiatry Associates of IRC is not required to agree to the restrictions that I may request. However, if Podiatry Associates of IRC agrees to the restriction I request, the restriction is binding on Podiatry Associates of IRC.
I have the right to revoke this consent in writing at any time, except to the extent that the physician or Podiatry Associates of IRC has taken action in reliance on this consent.

My protected health information means health information, demographic information collected from me and created or received by my physician, another health care provider, a health plan, my employer, or a health care clearing house. This protected health information relates to my past, present or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe the information may identify me.

I have been given a copy of  Podiatry Associates of IRC Notice of Privacy Practices prior to signing this document, and it is also posted in the reception area. The Notice of  Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations of  Podiatry Associates of IRC This Notice of Privacy Practices also describes my rights and Podiatry Associates of IRC’s duties with respect to my protected health information.

Podiatry Associates reserves the right to change the privacy practices that are describes in the Notice of Privacy Practices. I may obtain a revised Notice of Privacy Practices by calling the office and requesting a copy, or receiving at my next appointment.

Patient Name (please print)






Date

 Patient/Guardian Signature 






Date
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FINANCIAL RESPONSIBILITY FORM
At Indian River Foot & Ankle, we strive to give you the best possible care. In order to serve this purpose, it is important that you understand the mechanisms of reimbursement. Please read this Financial responsibility Form and sign at the bottom to acknowledge that you understand your accountability.
INSURANCE COVERAGE
It is your responsibility to be aware of your insurance coverage, policy provisions, exclusions and limitations as well as authorization requirements. This information is obtained by contacting your insurance carrier. We attempt to verify that your coverage is valid at the time of the visit. However, if your coverage is not in effect at the time of the visit, the financial responsibility for payment is yours. If you have had any changes in your insurance coverage – even if there is only a small change in the co-payment amount or a change in the expiration date of the policy – you must notify us. Even a small discrepancy on the claim form can lead to a claim denial.
CO-PAYMENTS, CO-INSURANCES AND DEDUCTIBLES
Co-payments and co-insurances are your responsibility. Your insurance company expects us to collect them
from you at the time of service. Understand that you will be expected to pay your co-payment for each and
every date of service. You are also responsible for your deductibles. The deductible is determined by your individual contract with  your insurance carrier. We do not have information about each person’s deductible amount, and how much of that has been met. You will be responsible for finding out all information about your deductible prior to your appointment with our office.
REFERRALS AND/OR AUTHORIZATIONS
Many insurance carriers require pre-authorization and/or a referral for each visit with us. You are responsible for obtaining these referrals or authorizations. You may need to work with your primary care provider.Contact your insurance carrier if you have any questions regarding what type of services require pre-certification.
INSURANCE PAYMENTS SENT TO YOU
If insurance payments are sent to you erroneously, you are responsible for forwarding them to our office.
NON-COVERED SERVICES
All patients are responsible if their insurance carrier denies payment for services rendered because they were “non-covered services.” These non-covered services may include certain treatment types, X-rays, supplies etc. To avoid this, please check with your insurance carrier prior to receiving any treatment.
  
 
I have read and fully understand this Financial Responsibility Form. I acknowledge my personal
financial responsibility and I consent to continue with treatment.
____________________________________________ _____ / _____ / _____
Signature 







Date
 

