fPapent i
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PATIENT NAME

WELCOME TO OUR QOFFICE

TeDD C SKILES, DPM, FACFAS
MARYSVILLE FOOT & ANKLE CLINIC

DATE of BRTH AGE

ADDRESS

CITY fSTATE /TP

HOME PH#

CELL PH#

S5F

WORK ADDRESS/CITY/STATE/ZIP

SPOUSE'S NAME

EMPLOYER

WORK PH#

(Check One} _ MARRED __ SHIGLE __ MBOR __ SEPERATED __ DWORCED _ WIDOWED

[if oiferent frornabova)

MAME OF MSURANCE POLICY HOLDER (husband, wife. Parent)

ADDRESS/CITY/STATE/ZP

DATE OF BIRTH

S5 4H

EMPLOYER

(Waork)
ADDRESS/CITY/STATECER

WOREK PHOMNE#

EMERGEMCY CONTACT PERSON

MNAME

RELATIONSHIR TO YOU PHOME #

MSURANCE IHFORMATION: (Please provide current insurance. card for copying. ¥ no card, fill infformnation in blanks provided. Thank you.)

*CRMARY MSURANCE HAME

POLICY & GROUP NUMBERS

[FATENT'S RELATIONSHIF TO HSURED) _ SELF _ SPOUSE _ CHILID _ OTHER

SECOMDARY INSURANCE MAME

POLICY & GROUP NUMBERS

(PATENT'S RELATIOMSHIP TO MSURED)__ SELF__ SPOUSE _ CHILD __ OTHER

WHO IS YOUR PREMARY CARE PHYSECIAN:

HOw DID YOl HEAR ABOUT OUR OFFICE'?

__VERLZON YELLOWPAGES _ INTERNET __ FREND __ SIGN__ PROVIDER MANUAL _ OTHER




Cont

CONSENT FOR TREATHMENT: GIVE MY PEREMISSION TO DR . TODD C. SKILES TO ADMINISTER TREATMENT, NCLUDING XRAYS, WIECTIONS AND
SUCH PROCEDURES AS MAY BE DEEMED MEDICALLY NECESSARY OR ADVISABLE N THE DIAGNOSIS AND/OR TREATMENT OF THE FOOT AND
RELATED CONDITIONS.

ASSIGNMENT AND RELEASE:I authotize: any insurance: co., hospital. health care provider, organization or emiployer to release any informaton requested wath
regard to processing my claim and payment of medical benefits to Dr. Todd C. Skiles for professional services rendesed. I certify that the information Ifumish s
true and conect.

PAYMENT OF BENEFITS: As a cowrtesy, we will bill your inswance, as inng as pioof of coverage is pmmded 1 understand that I am respunmblefnrﬁ‘te E-Eer'l:H'E‘tE
paymen'l: of medical services not covered by my insurance and payment is expected at the time of serice unless speocial arangements are! made prorto senices
being re%:_jlgled Payment 15 expected 30 days after visit orinsurance response. I also agree that all charges not paid by my insurance company will be my
responsibiiy

TERMS: Fthere is no insurance coverage, amangements must be made priorto services being rendered. On any unpaid balance due there will be a
mirmum senvice charge of $3.00 per month added to balance. On any NSF checks ther= will be a $20,00 charge, F you have any guestons of concems

regarding our policies, please ask.
MISSED APPOINTMENTS: & change of $25 - $30 may be charged for a missed appointment without 24 hour prior notice. F a total of thiee visits are missed you

will be refened onto another clinic for further care.

SIGNATURE PATENT'S NAME
(please print}

SIGNATURE OF RESPONSEBLE PARTY IF PATIENT I5 UNDER AGE 18 DATE



MARYSVILLE FOOT & ANKLE CLINIC
TODD C. SKILES, DFM, FACFAS
9516 STATE AVENUE, SUITE D
MARYSVILLE, WA, 98270

INSURANCE COVERAGE DISCLAIMER
As a courtesy we may call your insurance company to venfy coverage on any services and/or products which may be

needed for your care. There are many different insurance companies with many different types of coverage that we deal
with We will do our best to pive yvou information regarding your coverage as accurately as possible Please note that

every time we call an insurance company we are given a disclaimer, "this 1s not a guarantee of coverage".

By signing this disclaimer you understand this policy and allow us to call your insurance company You also agree
that you are responsible for the complete payment of medical services and/or products that are not covercd by your
INsurance company

Patient signature Date



ACEKENOWLEDGMENT OF RECEIPT

oF

NOTICE OF PRIVACY PRACTICES

Acknowledge that | was provided a copy of the Notice of Privacy Practices and that [ have read (or had the opporturuty to read 1f I so chose)
and understand the Nohce

Patient Name (please print) Date

Parent er Authorized Representative (if appLicable)

Signature



