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I authorize PA Foot & Ankle Associates to perform examination or treatment neededto disgnose and/or treat my foot/ankle
conditon. I also authorize the taking of and usage of clinical photographs. It is understood that these photos may be used
to further medical education and that my identity will not be revealed. I further understand that X-rays are the property of
PA Foot & Ankle Associates. I understand that I, or the person responsible for paying my bills, is financially responsible
for charges not covered by my insurance. All insurance plans are not the same and do not cover the same procedures. In
the event my health care plan determines a service to “not be covered”, I understand I am responsible for the complete
charge. 

I request that payment of authorized benefits bemade to PA Foot & Ankle Associates for any services furnished to me by
PA Foot & Ankle Associates. I authorize any holder of medical information about me to be released to my insurance
company and its agents and any information needed to determine these benefits or these benefits payable to related
services. I understand ny signature requests that payments be made and authorizes release of medical information
necessary to pay the claim. If item 13 of the HCFA 1500  claim form is completed, my signature authorizes releasing of the
information to the insurer or agency shown.

Signed Date









PA Foot & Ankle Associates on behalf of the above-named patientup to the specified expiration date. I agree to be responsible up until:

* Guarantor’s Date of Birth






