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FACILITY:


      
MEDICAL AND FINANCIAL CONSENT FORM
Patient Name:  Last:  _________________________________________   First: _________________________________    MI_____

Date of Birth: _____________________________               Sex: _______                   SSN:   ____________________________
Address: _____________________________________________________________________
_____________________________________________________________________________      Telephone: ____________________________
Responsible Party Name: ____________________________________________________________  

Medical Responsibilty?  ⁮ Yes   ⁮ No      Financial Responsibilty?  ⁮ Yes   ⁮ No
Address: _____________________________________________________________________

_____________________________________________________________________________   Daytime phone:  __________________________
Primary Insurance : _______________________________ Policy/ID# _______________________________  Group# _____________________
Claims Address: _____________________________________________________________________ Phone: _____________________________
Secondary Insurance: ______________________________ Policy/ID# ________________________________Group# _____________________
Claims Address: _____________________________________________________________________ Phone: _____________________________
AUTHORIZATION FOR TREATMENT AND ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I authorize all treatments and care as deemed reasonable and necessary by Columbus Podiatry & Surgery Inc. and agree to be responsible for decisions relating to such. I also agree to be responsible for charges for services to above patient in excess of, partial (or lack of) coverage by insurance, as per the guidelines of Medicare, Medicaid or applicable Private Insurance. I also authorize the use of medical information pertaining to the above patient as deemed appropriate within the guidelines of the HIPAA act. 
I acknowledge that I was provided the Notice of Privacy Practices and that I have read (or had the opportunity to read if I chose) and understood it.
_____________________________________________       _______________           ______________________________________________
Signature of Patient or Authorized Representative                      Date                      Printed Name of Patient or Authorized Representative       

_____________________________________________       _______________           _______________________________________________   

Signature of Witness
                                                            Date                      Printed Name of Witness
