
                           East Coast Podiatry, Inc. 
 

PATIENT INFORMATION 
Date ________________________________ 

Name _______________________________________________________________________________________________________ 
   Last     First     Initial 

Social Security# ________________________________    Birthdate _______ /_______ /__________   Sex:  M     F      
Home Phone# _____________________________________     Cellular/Pager# _____________________________________ 

Home Address ______________________________________________________________________________________________ 

City _________________________________________   State ______________________________   Zip Code _______________ 

Email address _______________________________________________________________________________________________ 

Emergency Contact/Relationship ______________________________________    Phone# __________________________ 

Primary Care Physician ______________________________________________   Phone# _____________________________ 

INSURANCE INFORMATION 
Primary Insurance __________________________________________________________________________________________ 

Policy or ID# ____________________________________________  Group# ____________________  Copay $ _______________ 

Subscriber Name ______________________________________________  Subscriber Birthdate _______ /_______ /__________          
Subscriber SS# ___________________________________________ Relationship to Patient _______________________________          

Supplemental Insurance  ___________________________________________________________________________________ 
Policy or ID# ____________________________________________  Group# ____________________  Copay $ _______________ 

Subscriber Name ______________________________________________  Subscriber Birthdate _______ /_______ /__________          
Subscriber SS# ___________________________________________ Relationship to Patient _______________________________         
  

MEDICATIONS 
PLEASE LIST YOUR CURRENT PRESCRIPTION AND OVER THE COUNTER MEDICATIONS WITH DOSAGE:  

 

 

 

 

ALLERGIES  
 No Known Drug Allergies      Penicillin _______________________________________ 
 Adhesive Tape/Band-aids ______________________________  Quinolones (ie. Cipro, Levaquin)  _________________ 

 Aspirin _______________________________________________  Stainless Steel/Metal ____________________________ 
 Betadine/Iodine _______________________________________  Sulfa (ie.Bactrim) _______________________________ 

 Codeine ______________________________________________  Suture Material _________________________________ 
 Latex  ________________________________________________  Tetracycline ____________________________________ 
 Local Anesthetics ______________________________________  Other: _________________________________________ 
Pharmacy Name ____________________________________________________    Phone# _____________________________ 
Do you have Diabetes?     Yes      No           If so, Year Diagnosed: _________      Insulin       Non-Insulin 

MEDICAL HISTORY 
In the last five years have you had any surgeries or significant medical conditions that have developed?  

_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________



 EAST COAST PODIATRY, INC. 
233 Osceola Avenue, Ormond Beach, Florida  32176

 

PATIENT CONSENT AND AUTHORIZATIONS 
 

CONSENT FOR TREATMENT: I, the undersigned patient, parent or legal guardian, do hereby present myself (or the patient) for care or 
treatment at East Coast Podiatry and voluntarily consent to the rendering of such care or treatment, including performance of diagnostic and/or 
surgical procedures.  I understand that I am under the same care and supervision of my physician and it is the responsibility of the practice 
and its staff to carry out at the instructions of such physician.  I understand that the physician furnishing services to me is an employee of East 
Coast Podiatry, however, other services such as radiology, laboratory, and pathology may be provided by independent practitioners.  All 
physicians expect payment in full upon receipt of a bill and I will assist in billing appropriate insurance companies if insurance or other benefits 
are involved.  I am aware that the practice of medicine is not an exact science and I acknowledge that no guarantees have been made to me 
as to the results of treatments or examination in the office.  I understand that I am responsible for the outcomes of care or treatment if I do 
not follow the care, service, or treatment plan.  
ASSIGNMENT OF BENEFITS: I hereby assign payment directly to East Coast Podiatry, and the physician accepting this assignment, of all 
medical benefits applicable and otherwise payable to me.  I understand that I am financially responsible to East Coast Podiatry and their 
physician for charges not covered by this assignment or for any and all charges which the insurance carrier declines to pay.  
RELEASE OF MEDICAL INFORMATION: I, the undersigned patient, parent, or legal guardian, do hereby authorize East Coast Podiatry, its 
offices and employees, to release any third party payer (such as an insurance company or government agency; Example: Blue Cross/Blue 
Shield of Florida or Medicare) any medical, psychiatric, alcohol, drug abuse, and/or HIV (AIDS and AIDS related complex) treatment 
information and records, in accordance with the policy of East Coast Podiatry and any applicable State or Federal Statutes, concerning 
diagnosis and treatment for the above admission when requested by such third party payor for its use in connection with determining a claim 
for payment for such care, treatment, and/or diagnosis.  I authorize the release of any and all medical information to all physicians involved in 
my care and treatment.  I do hereby release East Coast Podiatry from all liability that may arise from the release of the information requested.  
FLORIDA LAW: Section 817.234 Florida Statutes, stipulates that any person who knowingly and with intent to injure, defraud, or deceive any 
insurance company files a statement of claim containing any false, incomplete, or misleading information is guilty of a felony of the third 
degree.  
FOR MEDICARE AND MEDICAID PATIENTS ONLY – CERTIFICATION AND AUTHORIZATION TO RELEASE INFORMATION AND 
PAYMENT REQUEST:  I certify that the information given by me in applying for payment under Title XVIII and/or Title XIX of the Social 
Security Act is correct.  I authorize any holder of medical or other information about me to release to the Social Security Administration or its 
intermediary-carriers, any information needed for this or a related Medicare or Medicaid claim.  I request that payment of authorized benefits 
be made on my behalf.  I assign the benefits payable to East Coast Podiatry physician(s).  I understand that I am responsible for any health 
insurance deductibles and coinsurance. 

___________ 
(initials) 

MEDICARE BENEFICIARY NOTICE OF NON-COVERED SERVICES:  Medicare does not cover some inpatient, 
outpatient, and emergency services.  Items not covered include, but are not limited to, medications typically self-
administered, annual testing, and physicals. 

 
ACKNOWLEDGEMENT OF RECEIPT OF AN IMPORTANT MESSAGE FROM MEDICARE (FOR MEDICARE PATIENTS ONLY): My 
signature only acknowledges my receipt of this message from East Coast Podiatry as dated below and does not waive my right to request a 
review or make me liable for any payment.  
FINANCIAL AGREEMENT: The undersigned agrees, whether he/she signs as agent or as patient, that in consideration of the services to be 
rendered to the patient, he/she individually hereby obligates himself/herself to pay the account of East Coast Podiatry physician(s) in 
accordance with the regular rates and terms of the physician(s).  The undersigned will pay all costs and expenses including reasonable 
collection fees (which may include agency, attorney, interest or court fees) incurred or paid by East Coast Podiatry in collection of this 
obligation by suit or otherwise.  Furthermore, I hereby authorize and appoint the administrator of East Coast Podiatry and/or its physician(s) or 
his successor/designee as my attorney-in-fact to take measures in my behalf as may be necessary to collect such claims or insurance proceeds 
and to endorse any checks made payable to me for such claims or insurance proceeds by signing my name as attorney-in-fact for me to any 
such checks and/or insurance claim forms.  
ELECTRONIC PRESCRIPTION HISTORY AND BENEFITS AUTHORIZATION: My signature acknowledges my permission for East Coast 
Podiatry to electronically download my prescription history from SureScripts and my prescription benefits from my insurance company.  

CANCELLATIONS:  For future appointments there will be a $25.00 cancellation/no show fee charged unless 24 hour notice is given to the 
office prior to the appointment. If your appointment is not cancelled and you do not show to your scheduled appointment, $25.00 will be 
charged to your account.  Of course, we realize emergencies occur, so please notify us of any emergency as soon as possible.   

 
_       _______   

(initials) 

 
DME RETURN POLICY:  All sales are final. Returns will not be permitted on any and all Durable Medical Equipment 
purchased from East Coast Podiatry, Inc. 

 
I permit a copy of these authorizations and assignments to be used in place of the original which may be on file at East Coast 
Podiatry. 
 
___________________________________________      _____________ /_____________ /______________ 
Print Name            Patient Date of Birth 
 
___________________________________________        ___________________________________________ 
Patient’s Signature                                       Patient’s Representative    (Indicate relationship) 
 
___________________________________________       ______________ /_____________ /_____________ 
Witness         Date 
 
Patient unable to sign due to: _____________________________________________________________________ 


