WILLIAMS FOOT CENTER, PLLC (Advanced Health)



 

Date:  _______   
Name ____________________________________________________________________________________


             First

                   MI
                                            Last                                             Suffix
Address __________________________________________________________________________________



     Street

           Unit/Apt. #                                                     City

                                       State

Zip

Primary Telephone # (______)______________  Secondary Telephone # (______)______________  

Date of Birth __________________
 Age __________  

Gender:   ( Male  ( Female
Marital Status:   ( Single    ( Married    ( Widowed    ( Separated    ( Divorced
Preferred Language: ____________     Race: ________      Ethnicity: Hispanic_____  Not Hispanic_____      
Social Security #: ___ ___ ___ - ___ ___ - ___ ___ ___ ___
Email ___________________________________________________        
Emergency Contact:_________________________  Phone #:____________Relationship;______________

Employer:  ________________________________

Primary Care Physician:  __________________________________________________________________

Pharmacy:  _____________________________________________________________________________




Name


Phone


Address

City
INSURANCE INFORMATION:





          VA: __________
Primary Insurance Company _________________________________________Worker’s Comp:______

Member or ID# _______________________________________________ Group # ______________________
Policy Holder’s Name __________________________________  
Date of Birth ________________________

Relationship to Patient (self, spouse, parent, other) _____________________________________  
Secondary Insurance Company (if any) _________________________________________________________

Member or ID# _______________________________________________ Group # ______________________

Policy Holder’s Name __________________________________
Date of Birth ________________________
Relationship to Patient (self, spouse, parent, other) ______________________________________
AUTHORIZATION

· I request that payment of authorized insurance benefits be made on my behalf to Advanced Health and Williams Foot Center, PLLC for any services that may be provided to me.  I authorize the release of my medical information to either my private insurance carrier, state-funded program, or the Health Care Financing Administration and its agent as needed to determine these benefits, or the benefits payable for related services.  If other health insurance is indicated, my signature authorizes release of information to the insurer or agency shown.  Deductibles, co-insurance and co-pays are based upon the charge determination of the Medicare/Commercial insurance carrier.  I authorize Advanced Health and Williams Foot Center, PLLC to verify my insurance and check eligibility benefits.

· I authorize Advanced Health and Williams Foot Center, PLLC to verify my pharmacy benefits and gather/transfer any pertinent prescription information necessary through e-Rx (SureScripts) and/or other applicable databases.

· I certify that I have made available the Financial Policy if necessary.

· I acknowledge that I have made available a copy of the Notice of Privacy and that I read, or had the opportunity to read, if I so chose, and understand the notice.  Copies of the Notice of Privacy are available.  

· I give my consent to any medical treatment which may include diagnostic procedures, administration of injections, and normal podiatric care deemed necessary by Dr. Melvin Williams. I understand that I have the right and the opportunity to discuss alternative plans of treatment with my provider and to ask and have answered to my satisfaction any questions or concerns. 
· By signing below, I acknowledge that the information I have given is current and accurate.

Patient (or Guardian) Signature ________________________________
Date ______________
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