
 Florida Foot & Ankle Group, P.A.   
 
PATIENT INFORMATION                                                                                                 (Please Print) 
 
Date_________________________________ 
Last Name____________________________  First______________________  MI_______    Sex:   Male    Female 
Address___________________________________________________________________________________________ 
City_____________________________________________________  State________________  Zip_________________ 
Date of Birth__________________________   Age________    Home Phone # (________)________________________ 
Social Security #____________________________________   Cell Phone # (________)________________________ 
Employer__________________________________________    Work Phone # (________)________________________  
If Minor, Responsible Party_________________________________ Phone # (________)________________________ 
Emergency Contact_______________________________________ Phone # (________)________________________ 
Primary Physician (full name)_______________________________ Phone # (________)________________________ 
Marital Status:  single  married   divorced    widowed 
Work Status:  employed  full-time student  part-time student  retired  none 
Referral Source:  doctor  friend/family  phone book    insurance book  other 
 
INSURANCE INFORMATION 
 
Primary Insurance__________________________________________________________________________________ 
Address___________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
Phone # (________) _________________________   
Subscriber ________________________________  Subscriber’s Date of Birth______________________________ 
 ID #__________________________________  
 Group # ______________________________  Subscriber’s Employer_________________________________ 
Relationship to Insured ______________________  

  
Secondary Insurance________________________________________________________________________________ 
Address___________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
Phone # (________) _________________________   
Subscriber ________________________________  Subscriber’s Date of Birth______________________________ 
 ID #__________________________________  
 Group # ______________________________  Subscriber’s Employer_________________________________ 
Relationship to Insured ______________________  





FLORIDA FOOT & ANKLE GROUP, P.A. 
 
 

Patient Consent For Use and Disclosure of Protected Health Information 
 
 

With my consent, Florida Foot & Ankle Group, P.A., may use and disclose Protected Health Information 
(PHI) about me to carry out Treatment and Payment Operations (TPO).  Please refer to the Florida Foot & 
Ankle Group, P.A., Notice of Privacy Practices (NPP) for a more complete description of such uses and 
disclosures. 
 
I have the right to review the NPP prior to signing this consent.  Florida Foot & Ankle Group, P.A., reserves 
the right to revise its NPP at anytime.  A revised NPP may be obtained by forwarding a written request to: 
Florida Foot & Ankle Group, P.A., 925 Williston Park Point, Suite 1009, Lake Mary, FL 32746. 
 
With my consent, Florida Foot & Ankle Group, P.A., may call my home or other designated location and 
leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, 
such as appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory 
results. 
 
With my consent, Florida Foot & Ankle Group, P.A., may mail to my home or other designated location any 
items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as 
long as they are marked Personal and Confidential. 
 
With my consent, Florida Foot & Ankle Group, P.A., may e-mail to my home or other designated location 
any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient 
statements.  
 
I have the right to request that Florida Foot & Ankle Group, P.A., restrict how it uses or discloses my PHI to 
carry out TPO.  However, the practice is not required to agree to my requested restrictions, but if it does, it is 
bound by this agreement. 
 
By signing this form, I am consenting to Florida Foot & Ankle Group, P.A., to the use and disclosure of my 
PHI to carry out TPO.  I certify that all of my questions were answered to my satisfaction and that I understand 
this authorization form and all of its contents.  I understand that, upon my request, I may view or receive a copy 
of the information referenced above, and a copy of this form after I sign it. 
 
I may revoke my consent in writing except to the extent that the practice has already made disclosures in 
reliance upon my prior consent.  If I do not sign the consent, Florida Foot & Ankle Group, P.A., may decline 
to provide treatment to me.  
 
 
__________________________________               ______________________ 
Signature of Patient or Legal Guardian    Date 
 
 
_________________________________                 
Patient’s Name        
 
 
__________________________________    
Print Name of Patient of Legal Guardian 



 
 
 

SIGNATURE ON FILE FORM 
 

FLORIDA FOOT & ANKLE GROUP, P.A. 
 
 
 

I hereby give consent to Florida Foot & Ankle Group, P.A. to provide whatever 
treatment the assigned physicians may deem necessary to the patient named below. 
 
I understand that I am responsible for payment of services provided to me. I hereby 
assign insurance benefits, otherwise payable to me, to be paid directly to Florida Foot & 
Ankle Group, P.A. for Professional Physicians fees and authorize release of information 
for insurance purposes.  I understand I am responsible for charges not covered by my 
insurance policy and will pay balances in full within 30 days of the first billing statement. 
A rebilling fee of $10.00 will be added for each additional billing statement sent. All 
collection fees incurred by Florida Foot & Ankle Group, P.A. will be my 
responsibility. 
 
I hereby request payment of authorized Medicare benefits and/or any other insurance 
benefits to be made either to me or on my behalf to Florida Foot & Ankle Group, P.A. 
for any services furnished me by Florida Foot & Ankle Group, P.A.  I authorize any 
holder of medical information about me to release to the Health Care Financing 
Administration and its agent any information needed to determine these benefits or the 
benefits payable to related services. 
 
I understand my signature requests that payment be made and authorizes release of 
medical information necessary to process the claim. If item 9 of the HCFA-1500 claim 
form is completed, my signature authorizes releasing of the information to the insurer or 
agency shown. In Medicare assigned claims, 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 the deductible, coinsurance, and non-covered services. Coinsurance 
and the deductible are based upon the charge determination of the Medicare carrier. 
 
 
 
 
Name of Responsible Party:_________________________________________________ 
 
 
Signature:_______________________________________ Date:___________________ 

 
 
(Form revised 11/04) 
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