
 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 # (________)________________________   
CellPhone # (________)________________________ Email: ________________________________________________ 
Employer__________________________________________    Work Phone # (________)________________________  
If Minor, Responsible Party_________________________________ Phone # (________)________________________ 
Emergency Contact_______________________________________ Phone # (________)________________________ 
Primary Physician (full name)_______________________________ Phone # (________)________________________ 
Pharmacy (Name & location or phone number): _________________________________________________________ 
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 
Preferred Language: ___________________________________________   Declined 
Race:  White   Black/African American   Asian Native American   Pacific Islander Declined 
Ethnicity:  Hispanic  Non-Hispanic  Declined  
 
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 Health History

Name.

Reason for your visit today _

Isthis a work related Injury?,

Height

Current Medical Conditions or Illnesses,

Current Medications

Weight,

Allergies (drugs, iodine, tape, food)

List any hospitalizations or surgeries you have had

.Age, Sex Race

Shoe Size

Do anyfamily membershave: Gout Foot problems Diabetes High bloodpressure
Blood or bleeding problems Heart problems Arthritis Cancer

Doyou have children? _________ Doyou have pets?
Doyou smoke cigarettes?

Doyou drink alcohol?

Doyou exerdse? If yes, what do you do?

Doyou spend time on your feet at work? _
Family Doctor/Internist:

If yes, how much?,
If yes, how much?.

Ifno, have you ever smoked?.

What is your occupation?,

Date last seen

Pharmacy name/address/phone number:
Doyou have, or have you had, any of the following conditions or illnesses:

No Yes No Yes No Yes

Arthritis

Cancer

Gout

Tuberculosis

Diabetes Metlitus

Rheumatic Fever

Heart problems
Stomach ulcers
Phlebitis

Anemia

Poor circulation
Bleeding problems
Poor healing
Depression
Numbness in feet
Low back pain
Weight loss/gain
High blood pressure

_ Uver problems
Kidney problems

Lung or breathing problems
_ Trauma to feet or legs

Cramping of feet or tegs
Swelling of feet or legs
Ear/eye/nose/throat problems
Infections/contagious disease
Hepatitis, AIDS, STD
Blood transfusion
Stroke
Other

The above information is complete and accurateto the best of my knowledge. I hereby give permissionto
Florida Foot &AnkleGroupPAto examine, performnecessary diagnostic testing, and treat my foot orankle
condition. Iauthorize photographing my feet

Patient/Parent/Guardian Signature.

V7/2013

Date.



FLORIDA FOOT & ANKLE GROUP, P.A.

Patient Consent For Use and Disclosure ofProtected Health Information

With my consent, Florida Foot & Ankle Group, PA, 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, PA, Notice of Privacy Practices (NPP) for a more complete description of such uses and
disclosures.

I have theright to review the NPP prior to signing this consent Florida Foot & Ankle Group, PA, 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, PA, 925 Williston Park Point,Suite 1009, Lake Mary, FL 32746.

With my consent, Florida Foot & Ankle Group, PA, may call my home or other designated location and
leave amessage onvoice mail or in person in reference toany items that assist the practice in carrying outTPO,
such as appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory
results.

With myconsent, 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 asappointment reminder cards and patient statements as
long asthey are markedPersonal and Confidential.

With my consent, Florida Foot & Ankle Group, PA, may e-mail to my home or otherdesignated location
any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements.

I have the right torequest that Florida Foot & Ankle Group, PA, restrict howit uses ordiscloses my PHI to
carry outTPO. However, the practice is not required to agree to my requested restrictions, but if it does, it is
bound by this agreement.

Bysigning this form, I am consenting to Florida Foot & Ankle Group, PA, to theuse and disclosure of my
PHI to carry out TPO. I certify that all ofmy questions were answered to my satisfaction andthat I understand
this authorization form and all ofits contents. I understand that, upon my request, I mayvieworreceive acopy
ofthe information referencedabove, and a copy ofthis form afterI 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 theconsent, Florida Foot & Ankle Group, PA, maydecline
to provide treatment to me.

Signature ofPatient or Legal Guardian Date

Patient's Name

Print NameofPatient of Legal Guardian



SIGNATURE ON FILE FORM

FLORIDA FOOT & ANKLE GROUP, PA

I hereby giveconsent to Florida Foot& Ankle Group, PA to provide whatever
treatment the assigned physiciansmaydeem necessary to the patient named below.

I understand that I am responsible forpayment of services provided to me. I hereby
assign insurance benefits, otherwisepayable to me,to be paid directly to Florida Foot &
Ankle Group, PA. for ProfessionalPhysicians feesand authorizerelease of information
for insurance purposes. I understand I am responsible forchargesnot covered by my
insurance policy and will pay balancesin full within 30 days ofthe first billing statement
A rebelling fee of$10.00 will be addedfor eachadditional billing statement sent All
collection fees incurredby Florida Foot& Ankle Group, PA. will be my
responsibility.

I hereby request paymentofauthorized Medicare benefits and/orany other insurance
benefits to bemade either to meoronmy behalfto Florida Foot& Ankle Group, PA
for anyservices furnished me by Florida Foot& Ankle Group, PA. I authorize any
holderofmedical information about me to release to the Health Care Financing
Administration and its agent any information needed to determinethese benefits or the
benefits payable to relatedservices.

I understand my signature requests thatpayment bemade andauthorizesreleaseof
medical information necessary to process dieclaim. Ifitem9 ofthe HCFA-1500claim
form is completed, mysignature authorizes releasing of theinformation to the insurer or
agency shown. InMedicare assigned claims, the physician or supplier agrees to accept
the charge determination oftheMedicare carrier asthefull charge andthe patient is
responsible only for the deductible, coinsurance, and non-covered services. Coinsurance
andthedeductible are baseduponthecharge determination ofthe Medicare carrier.

Name ofResponsible Party:.

Signature: Date:

(Form revised 11/04)





ACKNOWLEDGMENT OF RECEIPT

OF

NOTICE OF PRIVACY PRACTICES

I acknowledgethat I have been provided a copy ofthe Notice ofPrivacy Practices (see link on
website) and that I have read (or had the opportunityto readif I so chose) and understandthe
Notice.

Patient Name (pleaseprint) Date

Parent or AuthorizedRepresentative (ifapplicable)

Signature



PRIVATE HEALTH INFORMATION CONSENT 

Patient's Name: ______________ _ 
DOB: ______ _ 

!, __________________ , authorize Dr. Cindy M.
Watson, or Dr. Walter E. Roth 111, or any member of the staff of Florida Foot & 
Ankle Group, P.A., to speak with any persons listed below regarding my Private 
Health Information. I understand this consent will be in effect for the duration of 
my care with Dr. Watson or Dr. Roth. If I choose to end this consent I will speak 
with your office staff to terminate this agreement. I understand Private Health 
Information means my medical records, financial records, treatment options, 
and/or any other information that is related to me. 

Name of Person Relationship to Contact Phone # 
Patient 

Patient's Signature Date 

v11/17 




