
PLEASE PRINT THE FOLLOWING INFORMATION: 
PATIENT INFORMATION 

 

Last Name: _____________________________________ First Name: _____________________________________ DOB ___/___/___ 

Street Address: ___________________________________________City: ___________________ State: ____ Zip code: ___________ 

Cell Phone: _______________________ Home Phone: ________________________ Email: ___________________________________ 

Employer: _____________________________Occupation: ________________________________Work Phone: _________________ 

Sex: _________ Relationship to Insurance Subscriber:  Self_______ Spouse _______ Other________ 

 
SUBSCRIBER INFORMATION: 
Guarantor (if primary insurance is different):_______________________________________________________________ 
Primary Insurance:  
Company: __________________________________________Group#_________________Subscriber#: __________________________ 
Last Name: _________________________________________ First Name: ____________________________________________________ 
Address: ___________________________________________________ City: __________________ State: ____ Zip code: ___________ 
Secondary Insurance: ________________________________ Group #: ________________Subscriber#: ______________________ 
 
MEDICAL INFORMATION: 
Primary Care Physician (PCP):_______________________________________________________________________________ 
Preferred PHARMACY: __________________________________________________________________________________________ 
 
MEDICAL CONDITIONS: (Check all that apply) 

___Insulin Dependent Diabetes ___Stroke  ___Gout   ___Liver Disease 

___Non-Insulin Dependent Diabetes ___Arthritis  ___Lung Disease         ___Renal Dialysis 

___Poor Circulation   ___Heart disease ___Asthma                   ___Bleeding Problems 

___Rhematic Fever   ___Hypertension ___High Cholesterol  ___Neuropathy 

___Other (explain)______________________________________________________________________________________________ 

 
CURRENT MEDICATION: (Prescription and Non-Prescription) If a Sutter Patient you may skip this section: 
NAME     DOSAGE   FREQUENCY 
____________________________________  _____________________  ____________________________ 
____________________________________  _____________________  ____________________________ 
____________________________________  _____________________  ____________________________ 
____________________________________  _____________________  ____________________________ 
____________________________________  _____________________  ____________________________ 
 
List any Allergies or Medications you are Allergic to or have had bad effects from: 
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________ 
 

SOCIAL HISTORY: 

Do you smoke?        ______YES    _______NO  Packs per day? ________________________  

Do you drink alcohol?        ______YES    _______NO     How often? _________________________ 

 

 

BY SIGNING BELOW, I ATTEST THAT THE INFORMATION PROVIDED IS TRUE AND ACCURATE: 

 

____________________________________________   ______________________________ 

Patient/Parent/ Guardian       Date 



PATIENT REGISTRATION 

 

Authorization to release or use information for treatment, payment, or health care operations 

I hereby authorize the release or use of my individually identifiable health information (protected health information 

or PHI) and medical information by ___________________________ in order to carry out treatment, payment, or 

health care operations. You should review the Practice’s Notice of Privacy Practices for a more complete description 

of the potential release and use of such information, and you have the right to review such Notice prior to signing this 

Consent Form. 

We reserve the right to change the terms of its Notice of Privacy Practices at any time. If we do make changes to the 

terms of its Notice of Privacy Practices, you may obtain a copy of the revised notice by writing our practice or 

requesting a copy from our front desk staff. 

You retain the right to request that we further restrict how your protected health information is released or used to 

carry out treatment, payment, or heath care operations. Our practice is not required to agree to such requested 

restrictions; however, if we do agree to your requested restriction(s), such restrictions are then binding on the Practice.  

I agree and consent to                                               releasing information to me in the following manners: 

VIA MAIL                                                                   PLEASE INITIAL 

 !  OK TO MAIL TO HOME ADDRESS            _______________ 

 !  OK TO MAIL TO WORK ADDRESS           _______________ 

VIA HOME TELEPHONE 

!  OK TO LEAVE DETAILED MESSAGE       ______________ 

!  LEAVE CALL BACK NUMBER ONLY      ______________ 

VIA WORK TELEPHONE 

!  OK TO LEAVE DETAILED MESSAGE       ______________ 

!  LEAVE CALL BACK NUMBER ONLY      ______________ 

VIA FAX 

     !  OK TO FAX TO: ___________________     ______________ 

By signing below, I attest that the information provided above is true and accurate 
 
 
 
 
 
 
 
 
 
Signature of Insured / Guardian: _____________________________________    Date: ___________________ 
_ 

S&A Podiatry Clinic

S&A Podiatry Clinic



Please thoroughly read each SAPC policy, initial next to each policy and sign below: 
Treatment Agreement 

____ I promise full cooperation with my treating physician whether by surgical or non-surgical means.  I understand that if I do not 
follow my doctor’s instructions concerning my care and treatment, including any necessary physical therapy or medications, the 
outcome of my care and treatment could be put into jeopardy and less than optimal results may occur. 

Release of Information 
____ For the purpose of payment, I allow S&A Podiatry Clinic, Inc.  to release my Private Health Information to any and all of 

my insurance carriers, their third party payors and claim reviewers, until the claim is resolved.  For the purpose of treatment, I 
also allow the above listed practice to release my information or contact any and all of my treating physicians.  

Acknowledgement of Receipt of Notice of Privacy Practices 
____  I acknowledge that I was provided a copy of the HIPAA Notice of Privacy Practices and that I have read (or had the 

opportunity to read if I so chose) and understand the Notice. The SAPC HIPAA rights are also posted in lobby and at 
www.sapodclinic.com. 

Patient Financial Policy 
____ You must provide personal (address, phone numbers, etc) and/or insurance changes (carriers, networks, id numbers, etc) to the office 

at least 2 days prior to your appointment. In the event the office is not informed, you will be responsible for any charges denied.  
____  You are responsible for all authorizations/referrals/precerts needed to seek treatment with SAPC physicians. 
____ Your portion of payment for ALL office services is due at the time of service.  We will accept VISA, MasterCard, American 

Express, cash or check.  
 ____ Your insurance policy is a contract between you and your insurance company.  As a courtesy, we will file your insurance claim for 

you with an assignment of benefits.  You are agreeing to have your insurance company pay the doctor directly.  If your insurance 
company does not pay the practice within 60 days, the patient or guardian seeking care for a minor, will be responsible for payment 
of services. You are encouraged to contact your designated patient account representative at our office with any questions. 

____ Please honor our 24 reschedule notice, as there may be a charge for appointments broken or cancelled without 24 hours advanced 
notice. Repetitive broken or cancelled appoints and/or non-compliance may result in transfer of your care to an alternative practice. 

____ We have made prior arrangements with insurers and other health plans to accept an assignment of benefits.  We will bill those plans 
with which we have an agreement and will require you to pay the co-pay/co-insurance/deductible at the time of service. Your 
upfront portion will be calculated based on your insurance benefit/limits and our negotiated fee agreement with your carrier.  If you 
are seeing our doctors on an ‘Out of Network” basis, you will be subject to out of network rates. 

 ____ Not all services are a “covered” benefit in all insurance policies; some plans even impose a waiting period before covering services.  
In the event your health plan determines a service to be "not covered/pre-existing," or you do not have an authorization, you will be 
responsible for all charges.  We will attempt to verify benefits for some specialized services; however, you remain responsible for 
charges to any service rendered.  Patients are encouraged to contact their plans for clarification of benefits prior to services rendered. 

____ Our office does not file to secondary insurance, unless the patient has Medicare. For all other insurances, we will provide an 
itemized statement upon your request. If you possess two insurance plans, you MUST notify us of your designated PRIMARY 
policy. 

____ Pre-scheduled Surgical procedures require pre-payment/estimated deposit.  Your deductible/co-insurance/co-pay for this procedure 
is due at the pre-operative appointment. For other services provided in the hospital, we will bill your health plan.  Any balance due is 
your responsibility. 

____ We realize that temporary financial problems may affect timely payment of your account.  If such problems do arise, we encourage 
you to contact us promptly for assistance in managing your account.   

 ____ PAST DUE accounts are subject to collection proceedings including the credit bureau.  All fees including, but not limited to 
collection fees, attorney fees and court fees shall become your responsibility in addition to the balance due this office.  

 ____ Accounts no longer maintaining a financial “Good Faith” status will result in the termination of the S&A Podiatry Clinic’s Doctor-
Patient relationship. 

____ There is a service fee of $25.00 for all returned checks.  Upon an NSF or CLOSED ACCOUNT occurrence, all future remittances 
will need to be in other forms of payment.  Restitution of “Theft-by-Check” will be requested from the District Attorney’s Office. 

____   SAPC issues patient refund checks within 90 days of a completed investigation of the potential overpayment.   
____   ONLY UNWORN and NON-custom items are returnable within 3 days of receipt. Custom items are non-returnable. 

 
Authorization of Payment 

____ I hereby assign all Medical benefits directly to S&A Podiatry Clinic for the payment of any services rendered.  I also 
authorized release of medical records necessary to process my health claims. I fully understand that in the event my insurance 
company does not pay for the services I received, I will be financially responsible for payment.  

  
We are dedicated to providing the best possible care and service to you and regard your complete understanding of our policies as an 
essential element of your care and treatment.  If you have any questions, please discuss them with our front office staff or supervisor. 
 
Patient’s Name:  _________________________  Signature of Patient/Guardian:  __________________________    Date:  _______  



Office Witness: ________________________     Date: ___________                     Patient initials to indicate copy received 
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