
 Advanced Podiatry 

 Today’s Date : ___________________________________________________________________________ 

 __________________________________PLEASE COMPLETE THIS FORM IN ITS ENTIRETY_____________________________________ 

 How did you learn about our practice?________________________________________________________________________________ 

 Patients Name:________________________________________________________________________________________________________ 
 Last                                                   First                                            Middle 

 Home Address: ________________________________________________________________________________________________________ 

 City: ____________________________________ State: _________________________________ Zip: _______________ 

 SSN: __________________________________  Birth Date:__________________________    Age :___________  Sex:     M        F 

 Home Phone: _______________________________  Cell Phone: _______________________________ Consent to Text:    Y     N 

 Email Address: ______________________________________________    Preferred Communication:     Cell     Home     Work 

 Race: _______________  Language : ______________________   Ethnicity:  Hispanic       Non-Hispanic       Decline to Answer 
 ___________________________________________________________________________________________________________________________________ 

 Employer: _______________________________________________   Occupation: _______________________________________________ 

 Work Phone: __________________________________   Ext: ___________________________________________ 
 **** IS THIS A WORK RELATED INJURY OR CONDITION ?    YES      NO **** 

 ___________________________________________________________________________________________________________________________________ 
 PLEASE PROVIDE THE RECEPTIONIST WITH CURRENT INSURANCE CARDS AND DRIVERS LICENSE 

 Primary Insurance Plan:  Secondary Insurance Plan: 

 Group # :  Group # : 

 Plan ID # :  Plan ID # : 

 Subscriber :  Subscriber : 

 DOB:  DOB: 

 FINANCIALLY RESPONSIBLE PARTY (SIGNER OF FINANCIAL POLICY IF NOT THE PATIENT) 

 Name:_________________________________________________________________________________________________________________ 
 Last                                                     First                                                Middle 

 Home Address: _____________________________________City: _________________________ State: _____________ Zip: ___________ 

 DOB: _____________________  SSN: ___________________________________________ Phone: ___________________________________ 

 Employer: ________________________________________________ Address: ___________________________________________________ 

 City: ______________________________________ State: _____________ Zip: _____________ Work Phone: ________________________ 

 Emergency Contact Name: ____________________________________________________________ Relation:______________________ 

 Emergency Contact Phone Number: ________________________________________________________ 



 Advanced Podiatry 

 Name:  ______________________________________________________________________________________________________________________ 

 Height:  _____________________________  Weight:  _________________________________  Shoe Size:  ________________________________ 

 Primary Care Doctor, Address and Phone :  ____________________________________________________________________________________ 

 Pharmacy, Address and Phone :  __________________________________________________________________________________________________ 

 I give consent to request electronic prescription history: YES    NO 
 List of Current Medications: 
 ________________________________________________________________________________________________________________________________________ 

 ________________________________________________________________________________________________________________________________________ 

 _ 

 Medication Allergies: 
 ________________________________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________________________________ 

 Current Medical History - Please check current medical conditions 

 AIDS  Y   N  Anemia  Y   N  Anxiety  Y   N  Arthritis  Y  N 

 Asthma  Y   N  Back Problem  Y   N  Bleeding Disorder  Y   N  Blood Clots  Y  N 

 Breathing 
 Problems 

 Y   N  Cancer  Y   N  Coronary Artery 
 Disease 

 Y   N  Deformity of 
 Foot 

 Y  N 

 Depression  Y   N  Diabetes  Y   N  Dialysis  Y   N  Dyslipidemia  Y  N 

 Edema  Y   N  Emphysema  Y   N  Epilepsy  Y   N  Fibromyalgia  Y  N 

 Frostbite of Foot  Y   N  Gout  Y   N  HIV  Y   N  Headache  Y  N 

 Heart Disease  Y   N  Heart Murmur  Y   N  Hepatitis  Y   N  High 
 Cholesterol 

 Y  N 

 Hypertension  Y   N  IBS - Irritable 
 Bowl Syndrome 

 Y   N  Kidney Disease  Y   N  Liver Disease  Y  N 

 MRSA  Y   N  Mental Illness  Y   N  Neuropathy  Y   N  Osteoporosis  Y  N 

 Pacemaker  Y   N  Peripheral 
 Vascular Disease 

 Y   N  Polio  Y   N  Psoriatic 
 Arthritis 

 Y  N 

 Pulmonary 
 Embolism 

 Y   N  Raynaud’s 
 Disease 

 Y   N  Restless Leg 
 Syndrome 

 Y   N  Rheumatoid 
 Arthritis 

 Y  N 

 Seasonal 
 Allergies 

 Y   N  Skin Disorder  Y  N  Sleep Apnea  Y  N  Stroke  Y  N 

 Substance Abuse  Y   N  Thyroid Disease  Y  N  Transplanted Organ  Y  N  Tuberculosis  Y  N 

 Varicose Veins of 
 Legs 

 Y   N 

 Are you pregnant  ?  YES     NO  Are you nursing?  YES  NO 

 Family History : Is there a family history of the following? (Please specify relation - mother, father, siblings, maternal/paternal 
 grandparents, etc.) 

   Arthritis    Asthma    Bleeding 
 Problems 

   Blood Clot    Cancer 

   Diabetes    High Blood Pressure    Heart Disease    Kidney Disease    Liver Disease 



 Other:  _______________________________________________________ 

 Social History: 

 Do you smoke?                                                        No      Yes      Former 

 If yes, how much per day ?   __________________________________________________________________________________ 

 Do you drink alcohol?                                            No      Occasional      Moderate      Heavy 

 Substance Abuse:                                                   No       Yes 

 Do you drink ca·einated beverages?                 No       Yes: ___________________________________________________ 

 Marital Status:  _______________________________________________________________________________________________ 

 Surgical History: Please check down below 

   None    Pacemaker    Angioplasty    Appendix    Cataracts 

   Colonoscopy    C-Section    Gallbladder    Heart Bypass    Heart Stent 

   Hip Replacement    Knee 
 Replacement 

   Tonsils    Other: 
 ______________ 

 Have you ever had any surgical procedure on your foot/ankle?              Yes  or   No 

 If yes, please describe: _______________________________________________________________________________________________________ 

 Do you have any artiΈcial joints?   Yes   or     No    ,    Where? _________________________________________________________________ 

 Do you have an artiΈcial heart valve?    Yes    or     No 

 Review of Systems: Please check the box if you currently have any of these symptoms or check ȉNONEȊ 

 Musculoskeletal    Ankle Pain 
   Arch Pain 
   Ball Pain 

   Bottom of foot pain 
   Flat feet 

   Heel Pain 
   Toe Pain 
   Top of foot pain 

 NONE 

 Integumentary    Athletes Foot 
   Callus/Corns 
   Cracked Heels 

   Ingrown toenail 
   Keloids 
   Nail Changes 

   Nail Fungus 
   Ulcers 
   Warts 

 NONE 

 Neurological    Numbness 
   Paralysis 

   Seizures 
   Tingling/Burning 

   Tremors 
   Weakness 

 NONE 

 Endocrine    Loss of hair from    Head or  Body    Lower limbs  NONE 

 Gastrointestinal    Abdominal Pain 
   Blood in Stool 
   Constipation 

   Decreased Appetite 
   Diarrhea 

   Heartburn 
   Vomiting 
   Ulcers 

 NONE 

 Cardiovascular    Ankle Swelling 
   Cold feet/hands 

   Leg Pain 
   Leg Swelling 

   Palpitations 
   Vascular Disease 

 NONE 

 Genitourinary    Blood in Urine 
   Decreased Urination 

   Excessive Urination 
   Kidney Stones 

   Incontinence 
   Painful Urination 

 NONE 

 Respiratory    Chest pain 
   COPD 

   Coughing 
   Shortness of Breath 

   Wheezing  NONE 



 What is the reason for your visit today? 

 ________________________________________________________________________________________________________________________________________ 

 ________________________________________________________________________________________________________ 

 How long has this bothered you?  Days: __________   Weeks: ______________ Months: ______________ Other: _____________ 

 What treatments have you tried and have they been e·ective? 

 ________________________________________________________________________________________________________________________ 

 Have you experienced any trauma or injury to the area? 

 ________________________________________________________________________________________________________________________________________ 

 ________________________________________________________________________________________________________ 

 The pain quality is:  Burning  Constant   Dull   Sharp   Shooting   Throbbing    Tingling    Tearing 

 One a scale of 0-10, how would rate your pain? ( 0 being no pain and 10 being the worst) ?  __________/10 

 What makes the pain worse?  Running  Walking  Standing  Certain Shoes  Pressure  Other: __________________________ 

 Associated Symptoms:  Weakness   Numbness   Swelling   Redness   Warmth   Instability   Radiating pain   Drainage 

 Alleviating Factors:  Rest   Ice   Elevation  Other:_____________________________________________________________________________________ 

 Please circle where on your feet/ankles you are having pain: 

 PLEASE READ AND SIGN: 
 The above information is correct to the best of my knowledge.  I understand that throughout my treatment, I am responsible for 

 notifying the physician and/or medical sta· of any and all updates to the information listed above. 

 Patient Signature: ______________________________________________________________________ Date: ________________________ 



 Advanced Podiatry 

 Acknowledgement of Receipt of Notice of Privacy Practices 

 E·ective Date January 2014 

 Name of Patient: ______________________________________________________________________________________________________________ 

 Do you authorize us to release any information to any other persons (spouse, parent, friend child)?No information, such 

 as test results or appointment changes, can be given to any other person unless listed below. 

 Please list name and relation: 

 Name  Relation to Patient 

 1)  ___________________________________________________  ______________________________________ 

 2)  ___________________________________________________  ______________________________________ 

 3)  ___________________________________________________  ______________________________________ 

 May we leave a detailed message regarding test results or other information on your voicemail?    YES    NO 

 If your disability insurance carrier requests information about you either verbally or in writing, may we provide 

 requested information?  YES    NO 

 I HEREB< ACKNO:LEDGE 7HA7 I HA9E RECEI9ED 7HE AD9ANCED PODIA7R< NO7ICE OF PRI9AC< PRAC7ICE6 

 _____________________________________________________________________________________              ___________________________________ 

 SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE                                                                DATE 

 If your personal representative’s signature appears above, please describe the relationship to the patient: 

 _______________________________________________________________________________________________________________________________ 

 _____________________________________________________________________________________________________________________ 

 (Completion by Advanced Podiatry Sta·) 

 Document of Good Faith E·orts to Obtain Acknowledgement 

 Patient Name: _____________________________________________________      Date: ________________________________________ 

 The patient presented for service on the date set forth above and was provided with a copy of Advanced Podiatry’s Notice of 

 Privacy Practices (ȉNoticeȊ). A good faith e·ort was made to obtain the patient's written acknowledgement of receipt of the 

 notice. However, an acknowledgement was not obtained for the following reason(s): 

 __________  Patient refused to sign acknowledgement 

 __________  Patient was unable to sign acknowledgement because: ____________________________________________________ 

 __________  Other Reason:  _____________________________________________________________________________________________ 

 Name of Employee Completing Form: _________________________________________________________________________________ 

 Signature: ____________________________________________________________________________   Date: __________________________ 



 FINANCIAL POLICY, ASSIGNMENT OF BENEFIT AND RELEASE OF BILLING INFORMATION 

 7KDQN \RX IRU FKRRVLQJ RXU RIILFH WR SURYLGH \RX ZLWK PHGLFDO FDUH.  :H DUH FRPPLWWHG WR VHUYLQJ \RX ZLWK VNLOO DQG KLJK TXDOLW\ 
 FDUH.  7KH PHGLFDO VHUYLFHV SURYLGHG E\ RXU RIILFH DUH VHUYLFHV \RX KDYH HOHFWHG WR UHFHLYH ZKLFK PD\ LPSO\ D ILQDQFLDO 
 UHVSRQVLELOLW\ RQ \RXU SDUW. 

 INSURANCE:  :H SDUWLFLSDWH LQ PRVW LQVXUDQFH SODQV.  II \RX DUH QRW LQVXUHG E\ D SODQ ZH SDUWLFLSDWH ZLWK, SD\PHQW LQ IXOO LV 
 H[SHFWHG DW HDFK YLVLW.  II \RX DUH LQVXUHG E\ D SODQ ZH SDUWLFLSDWH ZLWK EXW GR QRW KDYH DQ XS-WR-GDWH LQVXUDQFH FDUG, SD\PHQW LQ 
 IXOO IRU HDFK YLVLW LV UHTXLUHG XQWLO ZH FDQ YHULI\ \RXU FRYHUDJH.  KQRZLQJ \RXU LQVXUDQFH EHQHILWV LV \RXU UHVSRQVLELOLW\.  POHDVH 
 FRQWDFW \RXU LQVXUDQFH FRPSDQ\ ZLWK DQ\ TXHVWLRQV \RX PD\ KDYH UHJDUGLQJ \RXU FRYHUDJH. 

 MEDICARE:  :H DUH D SDUWLFLSDWLQJ MHGLFDUH SURYLGHU.  MHGLFDUH DV ZHOO DV \RXU VHFRQGDU\ LQVXUDQFH (LI DQ\) ZLOO EH ELOOHG 
 IRU \RX.  HRZHYHU; WKDW GRHV QRW PHDQ WKDW DOO VHUYLFHV DUH FRYHUHG.  PDWLHQWV DUH UHVSRQVLEOH IRU SD\LQJ WKHLU DQQXDO GHGXFWLEOH LI 
 LW KDV QRW \HW EHHQ PHW.  <RX DUH DOVR UHVSRQVLEOH IRU DQ\ FRSD\PHQWV, ZKLFK DUH XVXDOO\ 20% RI WKH DOORZHG DPRXQW IRU DQ LWHP 
 RU VHUYLFH. 

 SECONDARY INSURANCE:  <RXU PHGLFDO FODLP ZLOO EH IRUZDUGHG  WR \RXU VHFRQGDU\ LQVXUDQFH (LI DQ\) DIWHU SD\PHQW DQG/RU 
 H[SODQDWLRQ RI EHQHILWV (EOB) LV UHFHLYHG IURP \RXU SULPDU\ LQVXUDQFH FRPSDQ\. 

 COPAYMENTS AND DEDUCTIBLES:  AOO FR-SD\PHQWV DQG GHGXFWLEOH  PXVW EH SDLG DW WKH WLPH RI VHUYLFH.  7KLV 
 DUUDQJHPHQW LV SDUW RI \RXU FRQWUDFW ZLWK \RXU LQVXUDQFH FRPSDQ\.  FDLOXUH RQ RXU SDUW WR FROOHFW FR-SD\PHQWV DQG GHGXFWLEOHV 
 IURP SDWLHQWV FDQ EH FRQVLGHUHG IUDXG.  POHDVH KHOS XV LQ XSKROGLQJ WKH ODZ E\ SD\LQJ \RXU FR-SD\PHQW DW HDFK YLVLW. 

 CREDIT CARD ON FILE:  AOO SDWLHQWV PXVW NHHS D FUHGLW  FDUG RQ ILOH WR EH XVHG IRU \RXU RXWVWDQGLQJ EDODQFH. 

 SELF PAY:  PD\PHQW LQ IXOO LV GXH DW WKH WLPH RI VHUYLFH  LI \RX GR QRW KDYH KHDOWK LQVXUDQFH. 

 NON-COVERED SERVICES:  POHDVH EH DZDUH WKDW VRPH RI  WKH VHUYLFHV \RX UHFHLYH PD\ QRW EH FRYHUHG RU QRW FRQVLGHUHG 
 UHDVRQDEOH RU QHFHVVDU\ E\ MHGLFDUH RU RWKHU LQVXUHUV. <RX DUH UHVSRQVLEOH IRU SD\PHQW RI WKHVH VHUYLFHV. 

 REFERRALS/AUTHORIZATIONS:  :H DUH  UHTXLUHG  WR IROORZ  WKH JXLGHOLQHV RI \RXU PDQDJHG FDUH SODQ ZKLFK PDQGDWHV XV 
 WKDW ZKHQ \RX YLVLW D VSHFLDOLVW VXFK DV RXUV, \RX PXVW KDYH D UHIHUUDO IURP \RXU SULPDU\ FDUH SK\VLFLDQ SULRU WR VHHNLQJ VSHFLDOW\ 
 FDUH.  7KHUHIRUH, \RX DUH ILQDQFLDOO\ UHVSRQVLEOH IRU WKH VHUYLFHV UHFHLYHG, XQOHVV \RXU UHIHUUDO LV SUHVHQWHG DW WKH WLPH RI WKLV YLVLW. 
 II \RX GR QRW KDYH D UHIHUUDO IURP \RXU SULPDU\ FDUH SK\VLFLDQ DW WKH WLPH RI D YLVLW, \RX ZLOO EH ILQDQFLDOO\ UHVSRQVLEOH IRU DOO 
 VHUYLFHV UHFHLYHG GXH LQ IXOO XSRQ FRPSOHWLRQ RI WKH YLVLW.  FXOO FUHGLW ZLOO EH JLYHQ LI D UHIHUUDO LV SUHVHQWHG WR RXU RIILFH ZLWKLQ 
 48 KRXUV RI WKLV YLVLW.  <RX ZLOO DOVR EH JLYHQ WKH RSWLRQ WR UHVFKHGXOH \RXU DSSRLQWPHQW. 

 CLAIM  SUBMISSION:  :H ZLOO VXEPLW \RXU FODLPV DQG  DVVLVW \RX LQ DQ\ ZD\ ZH UHDVRQDEO\ FDQ WR KHOS JHW \RXU FODLPV SDLG. 
 <RXU LQVXUDQFH FRPSDQ\ PD\ QHHG \RX WR VXSSO\ FHUWDLQ LQIRUPDWLRQ GLUHFWO\.  IW LV \RXU UHVSRQVLELOLW\ WR FRPSO\ ZLWK WKHLU 
 UHTXHVW.  POHDVH EH DZDUH WKDW WKH EDODQFH RI \RXU FODLP LV \RXU UHVSRQVLELOLW\ ZKHWKHU RU QRW \RXU LQVXUDQFH FRPSDQ\ SD\V \RXU 
 FODLP.  <RXU LQVXUDQFH EHQHILW LV D FRQWUDFW EHWZHHQ \RX DQG \RXU LQVXUDQFH FRPSDQ\. 

 PATIENT BILLING:  <RX ZLOO EH VHQW XS WR WKUHH QRWLFHV  IRU \RXU ILQDQFLDO UHVSRQVLELOLW\ (FRSD\V, FR-LQVXUDQFH, GHGXFWLEOH) 
 DIWHU SD\PHQW DQG/RU H[SODQDWLRQ RI EHQHILWV (EOB) LV UHFHLYHG IURP \RXU LQVXUDQFH FRPSDQ\/FRPSDQLHV.  AIWHU WKH WKLUG DQG ODVW 
 QRWLFH, \RXU DFFRXQW PD\ EH IRUZDUGHG WR FROOHFWLRQV.  POHDVH OHW WKH ELOOLQJ RIILFH NQRZ LI \RX KDYH DQ\ GLIILFXOWLHV UHVROYLQJ 
 \RXU ELOO.  PD\PHQW DUUDQJHPHQWV FDQ EH PDGH RQ D FDVH E\ FDVH EDVLV.  :H DFFHSW WKH IROORZLQJ SD\PHQW PHWKRGV:  CDVK, CKHFN 
 RU 9ISA/MDVWHUFDUG/DLVFRYHU.   AQ DGGLWLRQDO $25.00 ZLOO EH DGGHG WR \RXU VWDWHPHQW LI WKH FKHFN LV UHWXUQHG IRU LQVXIILFLHQW 
 IXQGV.    IQ WKH HYHQW WKDW \RXU LQVXUDQFH FRPSDQ\ VKRXOG KDSSHQ WR VHQG SD\PHQW WR \RX, WKH SDWLHQW, ZH H[SHFW WKDW \RX ZRXOG 
 IRUZDUG LW WR RXU RIILFH WR EH DSSOLHG WR \RXU EDODQFH. 

 I KDYH UHDG WKH DERYH SROLF\ UHJDUGLQJ P\  fiQaQcial  UeVSRQVibiliW\  WR AGYDQFHG PRGLDWU\ IRU PHGLFDO VHUYLFHV  SURYLGHG.  I DJUHH WR 
 SD\ AGYDQFHG PRGLDWU\ DQ\ EDODQFH XQSDLG E\ P\ LQVXUDQFH FDUULHU IRU P\VHOI RU WKH EHORZ QDPHG SHUVRQ. 

 PATIENT ACKNOWLEDGE OF NOTICE OF PRIVACY PRACTICES:  B\ VXEVFULELQJ P\ QDPH EHORZ, I DFNQRZOHGJH 
 WKDW I ZDV SURYLGHG D FRS\ RI WKH NRWLFH RI PULYDF\ PUDFWLFHV, DQG WKDW I KDYH (RU KDG WKH RSSRUWXQLW\ WR UHDG LI I VR FKRVH) DQG 
 XQGHUVWDQG WKH NRWLFH DQG DJUHH WR LW¶V WHUPV. 

 AVVLJQPeQW RI BeQeILWV 
 I, WKH XQGHUVLJQHG, FHUWLI\ WKDW I (RU P\ GHSHQGHQW) KDYH FRYHUDJH ZLWK P\ LQVXUDQFH DV SUHVHQWHG DQG DVVLJQ GLUHFWO\ WR 
 AdYaQced PRdLaWU\  DOO LQVXUDQFH EHQHILWV, SD\DEOH  WR PH IRU VHUYLFHV UHQGHUHG.  I XQGHUVWDQG WKDW I DP UHVSRQVLEOH IRU SD\PHQW 
 RI GHGXFWLEOHV, FR-SD\PHQWV, DQG/RU QRQ-FRYHUHG VHUYLFHV.  I KHUHE\ DXWKRUL]H WKH GRFWRU WR UHOHDVH DOO LQIRUPDWLRQ QHFHVVDU\ WR 
 VHFXUH SD\PHQW RI EHQHILWV.  I DXWKRUL]H RELEASE OF MEDICAL INFORMA7ION WR P\ LQVXUDQFH FDUULHU, RU UHTXHVWHG 
 SK\VLFLDQ WR SURYLGH FRQWLQXLW\ RI FDUH.  I DXWKRUL]H WKH XVH RI WKLV VLJQDWXUH RQ DOO LQVXUDQFH VXEPLVVLRQV. 

 I XQGHUVWDQG WKDW LW LV P\ UHVSRQVLELOLW\ WR LQIRUP WKH GRFWRU¶V RIILFH LI WKHUH LV D FKDQJH LQ P\ KHDOWK LQVXUDQFH LQIRUPDWLRQ DQG 
 DFNQRZOHGJH I ZDV SURYLGHG ZLWK D FRS\ RI WKH NRWLFH RI PULYDF\ PUDFWLFHV DQG XQGHUVWDQG DQG DFFHSW LW¶V WHUPV: 
 FINANCIALL< RESPONSIBLE PAR7<: 

 PRIN7 NDPH: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB SLJQDWXUH: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

 DDWH: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 



 GeneUal ConVenW foU TUeaWmenW 

 YRX KDYH WKH ULJKW WR EH LQIRUPHG DERXW \RXU FRQGLWLRQ, VR WKDW \RX PD\ PDNH WKH GHFLVLRQ 
 ZKHWKHU RU QRW WR XQGHUJR DQ\ RI WKH UHFRPPHQGHG VXUJLFDO, PHGLFDO RU GLDJQRVWLF WUHDWPHQWV, 
 DIWHU NQRZLQJ WKH ULVNV DQG FRPSOLFDWLRQV LQYROYHG. AW WKLV SRLQW LQ WLPH, QR VSHFLıF WUHDWPHQW 
 SODQ KDV EHHQ DGYLVHG RU UHFRPPHQGHG. TKLV FRQVHQW LV VLPSO\ WR DVN IRU \RXU SHUPLVVLRQ WR 
 FRQGXFW DQ HYDOXDWLRQ QHFHVVDU\ WR GHWHUPLQH WKH DSSURSULDWH WUHDWPHQW(V) IRU DQ\ SHUWLQHQW 
 FRQGLWLRQ(V). 

 B\ VLJQLQJ EHORZ \RX DUH LQGLFDWLQJ WKDW WKLV FRQVHQW LV FRQWLQXLQJ LQ QDWXUH HYHQ DIWHU D VSHFLıF 
 GLDJQRVLV KDV EHHQ PDGH DQG WUHDWPHQW UHFRPPHQGHG; DQG \RX FRQVHQW WR WUHDWPHQW DW AGYDQFHG 
 PRGLDWU\, LLC. TKH FRQVHQW ZLOO UHPDLQ IXOO\ HĳHFWLYH XQWLO LW LV UHYRNHG LQ ZULWLQJ. 

 YRX KDYH WKH ULJKW DW DQ\ WLPH WR GLVFRQWLQXH VHUYLFHV. YRX KDYH WKH ULJKW WR GLVFXVV WKH WUHDWPHQW 
 SODQ ZLWK \RXU SK\VLFLDQ DERXW WKH SXUSRVH, SRWHQWLDO ULVNV DQG EHQHıWV RI DQ\ WHVW RUGHUHG IRU 
 \RX. II \RX KDYH DQ\ FRQFHUQV UHJDUGLQJ DQ\ WHVW RU WUHDWPHQW UHFRPPHQG E\ \RXU KHDOWK FDUH 
 SURYLGHU, ZH HQFRXUDJH \RX WR DVN TXHVWLRQV. 

 I YROXQWDULO\ UHTXHVW D SRGLDWULVW, DQG/RU PLG OHYHO SURYLGHU (MHGLFDO AVVLVWDQW RU NXUVH 
 PUDFWLWLRQHU) DQG RWKHU KHDOWK FDUH SURYLGHUV RU WKH GHVLJQHHV DV GHHPHG QHFHVVDU\, WR SHUIRUP 
 UHDVRQDEOH DQG QHFHVVDU\ PHGLFDO H[DPLQDWLRQ, WHVWLQJ DQG WUHDWPHQW IRU WKH FRQGLWLRQ ZKLFK KDV 
 EURXJKW PH LQ WR VHHN FDUH DW WKLV SUDFWLFH. 

 I XQGHUVWDQG WKDW LI DGGLWLRQDO WHVWLQJ, LQYDVLYH RU LQWHUYHQWLRQDO SURFHGXUHV DUH UHFRPPHQGHG, I 
 ZLOO EH DVNHG WR UHDG DQG VLJQ DGGLWLRQDO FRQVHQW IRUPV SULRU WR WKH WHVW(V) RU SURFHGXUH(V). I 
 FHUWLI\ WKDW I KDYH UHDG DQG IXOO\ XQGHUVWDQG WKH DERYH VWDWHPHQWV DQG FRQVHQW IXOO\ DQG 
 YROXQWDULO\ WR LWV FRQWHQWV. 

 BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBB 
 SLJQDWXUH RI PDWLHQW RU PHUVRQDO RHSUHVHQWDWLYH  DDWH 

 BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBB 
 PULQWHG NDPH RI PHUVRQDO RHSUHVHQWDWLYH  RHODWLRQVKLS WR PDWLHQW 

 BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBBBBB 
 SLJQDWXUH RI WLWQHVV  EPSOR\HH JRE TLWOH 

 BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  BBBBBBBBBBBBBBB 
 PULQWHG NDPH RI WLWQHVV  DDWH 



 CREDIT CARD AUTHORIZATION FORM 

 PATIENT NAME: _________________________________________ DATE OF BIRTH:___________________ 

 TYPE:  MASTERCARD /  VISA /  DISCOVER /  AMERICAN  EXPRESS /  OTHER: BBBBBBBBBBBBBBBBBBBBBB 

 CARDHOLDER NAME  (DV VKRZQ RQ FDUG): BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

 CARD NUMBER:   __________    __________    ___________    __________ 

 EXPIRATION DATE:  ________/__________ 

 CARDHOLDER ZIP CODE: ________________________ 

 GUARANTOR NAME: ________________________________________________________________________ 

 PHONE: __________________________________ EMAIL: __________________________________________ 

 I, BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB, DXWKRUL]H AGYDQFHG PRGLDWU\ LLC WR 
 FKDUJH P\, DERYH OLVWHG, FDUG IRU WKH DJUHHG XSRQ VHUYLFH EDODQFH.  I XQGHUVWDQG WKDW P\ 
 LQIRUPDWLRQ ZLOO EH VDYHG RQ ıOH IRU IXWXUH WUDQVDFWLRQV RQ P\ DFFRXQW.  SKRXOG P\ RXWVWDQGLQJ 
 EDODQFH H[FHHG $500.00, SD\PHQW ZLOO EH GUDIWHG XS WR $500.00 PRQWKO\ XQWLO WKH EDODQFH LV SDLG 
 LQ IXOO.  TKH EHIRUH-PHQWLRQHG RXWVWDQGLQJ EDODQFH LV H[FOXVLYH RI QHZ YLVLW GHGXFWLEOH, 
 FRSD\PHQWV DQG FRLQVXUDQFH FKDUJHV GXH DW WKH WLPH RI VHUYLFH. 

 PATIENT/GUARANTOR SIGNATURE: ______________________________________________________ 

 PATIENT/GUARANTOR NAME: ____________________________________________________________ 

 DATE: _____________________________________ 


