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Privacy Consent

You agree to permit your protected health information to be used and disclosed for purposes of treatment,
payment, research, and health care operations. For more details about these uses and disclosures, please
see our Privacy Notice.

We reserve the right to change our privacy policies described in the Privacy Notice.
You may request a copy of our Privacy Notice at any time.

You have the right to request that we restrict how your protected health information is used or disclosed
to carry out treatment, payment, research or health care operations. We are not required to agree with this

request, but if we do, we are bound by it.

You have the right to revoke your consent in writing. A revocation, however, will not apply to the extent we
have taken action in reliance upon the use of disclosure of your information.

[ will receive a copy of Advanced Foot & Ankle’s Privacy Policy Notice upon request.

Phone Message Consent

[ authorize Advanced Foot & Ankle to leave messages concerning my appointments, accounts, and healthcare
on my voice mail, with persons answering phone numbers listed on my account, and with persons listed as
alternate contacts on my account.

Consent for X-Rays

[ consent to the performance of x-rays, which the physicians of Advanced Foot & Ankle may consider
necessary or advisable. I accept the risk of exposure to x-rays in hopes of obtaining desired
beneficial health care results.

Quotation of Insurance Benefits and Coverage

Our office would be happy to contact your insurance company for you if you have questions about

your insurance coverage and benefits. However, please not that information concerning insurance

coverage and benefits is provided as a courtesy, is an estimate only, and is based on information we

receive from your insurance company. Actual coverage will be determined by our insurance company when they
process your claim for payment. Itis ultimately your responsibility to understand your insurance policy, benefits, and
coverage. Payment for services denied by your insurance company will be your responsibility.

Patient Name:

Patient or Patient agent signature: Date signed:

Relationship to patient if other than patient:

Witness signature: Witness Title:




