Dr. Aamir Ahmed DPM

Dr. Venkatramesh Medapati DPM

Patient Information

First Name: Middle Initial:  Last Name: Date:

Street Address: City: State: Zip:

Home Phone: Cell Phone: Work Phone: Ext:
E-mail: Date Of Birth: Sex:M F
Referral Source: Family/Friend Insurance Google Doctors Name: Other:
Employer Name: Occupation:

Policy Holder Information

Policy Holder Last Name: First: Middle:
Address (If different): City: State: Zip:
Policy Holder Phone Number: Work Number: Ext:
Policy Holder SS#: Policy Holder Date of Birth:
Policy Holder Employer Name: Relationship:
Emergency Contact Information
Contact Name: Address:
Home Phone: Work Phone: Ext:

Explanation of Payment Policy and Insurance Filing Procedures

Our office is pleased to assist you in filing claims with your insurance company for relmbursement of these expenses. We will wait 94

d.aysfnr)ﬂurinsumnaemmpanylopayyomdamand if they do not we will give you 30 days to pay the balance.
‘The patient is responsible to pay any daductible and copayments af the time services are rendersd.

2. Anyporﬁglnnfa billed arfiount that is Iebeled “disallowed" or “over reasonable and customary” will becoms the patient’s
responsibility.

3 OnrofﬁmNEVERgmeesthatyaurmsmnwmum We will make every attempt at the beginning of your healih care o
receiye veriffcation of your policy benefits. However, if for some reason your instzance claim je denied, you are responsible for
tho amount due on your'acoount immediately,

4, We will not file inwrance for patients that do not live in Texas. Wewill provide you with a receipt 50 you may get
reinthursement,

I understand all the sbove pollcies and agree to them, Y authorize nty insurance canders to pay benefits directly to Footeare Centers 60

any unpald services filed on my behalf by Footcare Centers 1 2150 understand that Footcare Centers is not ultimately responsible for

coliecting my inswance or megotiating settlements of claims, By signing this form, you consent fo our.use and dis¢losure of protected
health information about you for treatment, payment angd health care operations. Yau have the nght fo revoke this consent, in writing,
exnepl where we have already 'made disclosures in reliance on your prior consent. ‘This consent is given frecly with the wderstanding

l. Any and all records, whether writien or ora! or in electonic format, are confidential and cannot be disclosed withont my prior
writlen anthorizticn,.except as otherwise provided by law,

2. A photocapy or fax of this aythorization fs as valid a5 this original.

3 1 mii révoke this consent atany tiee, except where information has already been reledsed. ‘This consent Is valid until revoked by
me in writing.

4. Thave the right to request that the use of my Prolected Health Information that is used or disclosed for the purposzs of treatment,
payment, ot health care operations be restricted Footenre Centers jsnot boundby the restriction unless it is in agreement with the
restriction.

Signature of Patient, Parent or Agent: Date:
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