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PRIVACY CONSENT AND ACKNOWLEDGEMENT OF MEDICAL PRIVACY NOTICE

This consent is required by the Health Insurance Portability and Accopnlabilit)'/ Actof 199G 10
inform you of your rights for privacy with respect o your health care information.

Consent for care: I, with my signature, authorize Lakewood Foot and Ankle Spc‘cialists and any
employee working under the direction of the physician, to provide medical care for me, or to this
patient for which 1 am the legal guardian. This medical care may include services‘and suPphes
related to my health (or the identified person) and may include (but limited to) preventative,
diagnostic, palliative care, counseling, surgical, dispensing of drugs, devices, equf’pmenl or,other
items required and in accordance with a prescription. This consent includes contact and
discussion with other health care professionals for care and treatment.

Consent for release of information: 1 also authorize this practice to furnish information of the
identified insurance carrier(s) for any and all payment activities, | further consent|to the use for
any practice operational needs and identified in the Medical Privacy Notice.

|
Consent for the assignment of benefits: ] consent to assign all payments for the:se services to
this practice. I understand that I am responsible for all'co-payments, amuunt‘s applied|to
deductibles and any co-insurance amoints, as required by my contract with my insurlance
Plan and state regulation. ] further understand that my contract with my insurance entity may or
may not cover some services. It is my responsibility to obtain information from my health plan
about service coverage, If I seek care outside of the contract, | am aware that I may be responsible
for all charges that are incurred.

Consent and acknowledgement of Medical Privacy Notice: I have had a chance to review the
Medical Privacy Notice as part of this registration process. I understand that the terms of tl|1c
Privacy Notice may change and I may obtain these revised notices by contacting the practice by
phone or in writing. I understand I have the right to request how my protected he?lth information
(PHI) has been disclosed. I also have the right to restrict how this information is disclosed) but
this practice is not required to agree to my restrictions. If it does agree to my restrictions oh PHI
use, it is bound by that agreement,

Patient/Guardian Signature: Date:

Name Printed: Relationship to Patient




Lakewood Foot & Ankle Specialists
1130 Beachview St., #200 . i
Dallas, TX 76218 Pax {214):321.9437

Appoiniments Flnancinl Policy ‘

¥hen you do not show up for a scheduled appoiniment, }t cresles on unused appolntment slot thal could have boen
wed for another patient, H is very important that you call ot lenst 24 hours In advence to cancel your appoiniment. [

br any reason you need to cancel an eppointment, please nolify our office as e soon as possible,

Patients Jatc to Appointment after 15 Minutes will be asked to either reschedute or wall until the scliedula
permits them to be seen and will be responsible for 2 $20 charge 10 your account,

Patient Cancels / Reschedule same day as sppointment will be responsible for & 340 aqdllional charge (hat
must be paid before the next appointment ‘
Patients who do not call ~ “No Shows" for their appointment will be responsible for a $40 additiona}

charge that must be paid before being scheduled again, ;

| ;
Please note that if this happens 3 times or more the patient may have an additional fee or may have lo wait until all

scheduled patients are scen for the day before they can be worked in, or the practice may elect 10 terminafe our
relationship with you, '

These additional charges to your account wilt not be filed to insurance and are the patient’s responsibility, to pay.

Patient Name: Date:

Patient Signature:




PATIENT NAME:
DATEOFBIRTH: __ / _ /

— —

]

—  — e ——— ——

TO THE BEST OF MY KNOWLEDGF, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY, ] JNDI!RS_T‘AND

|
THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS T0 MY HEALTH. ] UNDERSTAND THA

RESPONSIBILITY TO INFORM THE DOCTOR AND OREICE STATF OF ANY CHANGEY IN MY MEDICAL STATUS,

t

TITIS MY

PRINT NAME OF PATIENT, PARENT OR GUAﬁDlAN SIGNATURE GF DOCTOR
IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT - DATE
SIGNATURE
DATE |
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