WELCOME TO ADVANCED FOOT AND ANKLE CENTER, PLLC 4

Excellence in Comprehensive & Compassionate Care

PLEASE COMPLETE INFORMATION COMPLETELY. PLEASE PRESENT PHOTO ID
AND INSURANCE CARDS. THANK YOU! ©

Patient Name

DOB:

Address:

City: Zip:

Phone: Cell:

Email:

Employer:

Occupation:

Marital Status: (circle one) Single Married

Whom may we thank for this referral?:

Divorced Widow Minor

Primary Care Physician:

Phone:

Emergency Contact:

Relationship:

Phone:

Insurance Information:

Primary Insurance: Subscriber:

Subscriber DOB:

Secondary Insurance: Subscriber:

Subscriber DOB:

ASSIGNMENT AND RELEASE (ALL INSURANCES EXCEPT MEDICARE):

I, the undersigned certify that I (or my dependent) have insurance coverage with
and assign directly to Dr. Mansour all insurance benefits, if any, otherwise payable to me for services
rendered. I understand that I am financially responsible for all charges whether or not paid by
insurance. I hereby authorize the doctor to release all information necessary to secure the payment of
benefits. I authorize the use of this signature on all insurance submissions.

Responsible Party Signature Relationship Date

MEDICARE AUTHORIZATION:

I request payment of authorized Medicare benefits be made either to me or on my behalf to Dr.

Mansour for services furnished to me by the physician. I authorize any holder of medical information

about me to release to the Health Care Financing Administration and its agents any information

needed to determine these benefits payable for related services. I understand my signature requests
Turn page over! ©



that payment be made and authorizes release of medical information necessary to pay the claim. If
“other health insurance” is indicated in item 9 of the HCFA-1500, or elsewhere on other approved
claim forms or electronically submitted claims, my signature below authorizes release of the
information to the insurer or agency shown. In Medicare assigned cases, the physician or supplier
agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient
is responsible only for deductible, coinsurance, and non-covered services. Coinsurance and the
deductible are based upon the charge determination of the Medicare carrier.

Responsible Party Signature Relationship Date
Cancellation Policy
Please be courteous, if you are unable to attend your scheduled appointment; kindly give us 24 hours

notice. If you fail to show for your scheduled appointment, you will be charged a 35.00 fee.
My signature below confirms my acknowledgment of this policy.

Signature Date
Privacy Practices Acknowledgement

Your personal information will only be provided to:

R/

% Your insurance company

*,

< Your primary care physician

*,

< Any specialists that you have been referred to by our office

*,

< Any tests that we schedule for you
This will only be done as necessary.

Name:

Signature: Date:
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