[image: image1.png]FOOTESANKLE
‘ Specialists, PC





Dr. Lawrence Mandel                                                                         
PATIENT INFORMATION: 


Today’s Date_______________________________

First Name _________________________________________Last Name _______________________________________Middle______________ 

Street Address _________________________________City, State __________________ZIP____________E-mail _________________________
Date of Birth _____________________________Age ________________Sex ______________ Soc. Sec #________________________________
Marital Status ___________ Home Phone (_____) ___________________ Employed by ______________________________________________
Employer’s Complete Address ________________________________________________ Business Phone (____) __________________________
Spouse’s Name _______________________________________________Employed by _______________________________________________
Employer’s Complete Address ________________________________________________ Business Phone (____) __________________________
Referred by ________________________________ Emergency Contact Name ________________________Emer Contact Phone _____________

Responsible Party Information:

First Name _________________________________________Last Name _______________________________________Middle______________ 

Street Address _________________________________City, State __________________ZIP____________E-mail _________________________
Home Phone __________________________________Relationship to Patient _______________________________________________________
Date of Birth _________________   Soc. Sec #___________________________ Employed by __________________________________________
Employer’s Complete Address ________________________________________________ Business Phone (____) __________________________
MEDICAL INSURANCE: 
You must present your insurance card(s) at the front desk





HMO  PPO         Co-Pay $ ______
    Primary Insurance _________________________________
   Secondary Insurance __________________________________________
Insured (Subscriber) ___________________________________ 
Insured (Subscriber) ______________________________________________
Soc Sec/Cert. # _______________________________________
Soc Sec/Cert. ___________________________________________________
Insured’s Date of Birth _________________________________
Insured’s Date of Birth ____________________________________________
Group# _____________________________________________
Group#   _______________________________________________________
     Medicare              Medicare #________________________________________________  Is Medicare primary?   ________Yes   _______ No






** Please list supplemental insurance information in the insurance section listed above**

Patient Name _________________________

MEDICAL INFORMATION:

Family Doctor ________________________________________________________________
Last Visit ______________________________
Previous Podiatrist ____________________________________________________________
Last Visit ______________________________
Are you in good general health? yes
 no  Medical Problems: ________________________________________________________________

AUTHORIZATION TO RELEASE MEDICAL BENEFITS

I hereby authorize Foot & Ankle Specialists, PC to furnish all necessary medical information concerning my care and treatment, or my family’s care and treatment, to my insurance company.  I understand that I am responsible for any amount not covered by insurance.  I hereby assign and authorize direct payment of all medical and/or surgical benefits, including major medical, private insurance and other health plans to the undersigned. If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and costs of collection.

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if I so chose) and understand the Notice.
Signature of Patient_______________________________________________________   Date ____________________________________

Signature of Responsible Party _____________________________________________     Date ____________________________________

MEDICARE LIFETIME SIGNATURE ON FILE

I request that payment of authorized Medicare benefits be made on my behalf to Foot & Ankle Specialists, PC for any services furnished me by them.   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 those benefits or the benefits payable for related services.

Signature of Beneficiary   __________________________________________________ Date ____________________________________

LIFETIME CONSENT (for Medicare supplement-Medigap)
I request that payment of authorized Medigap benefits be made on my behalf be made on my behalf to Foot & Ankle Specialists, PC for any services furnished me by them.  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 or the benefits payable for related services.

Signature of Beneficiary ____________________________________________________ Date __________________________________

Medigap Insurer __________________________________________________________ Patient’s Medigap ________________________

EMAIL PERMISSION

Do we have your permission to email you information from our practice, from time to time?    
 ( Yes

(  no
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