
 

 
ASSIGNMENT OF BENEFITS / FINANCIAL RESPONSIBILITIES / 

PHYSICIAN OWNERSHIP / HIPAA 
Patient Name: ________________ DOB: _____________ Pt Number: _______________ 

 
1.______ I understand that it is my responsibility to provide Advanced Family Foot and Ankle (“AFFA”) with a copy of 
my current insurance card and to obtain a referral from my Primary Care Physician (if required by my insurance). 
AFFA is not  obligated to see patients without a valid referral. If I do not have insurance, I will be considered a Private 
Pay patient and be financially responsible for the total amount of the services provided. I will notify AFFA immediately 
upon any change in my 
insurance. 
 
2.______ I understand that in consideration of the services provided, I am directly and primarily responsible to pay the 
amount of all charges incurred for services and procedures rendered at AFFA which are not covered or reimbursed 
by my insurance.  Furthermore, I am responsible for any applicable deductible, co-payments, and/or coinsurance prior 
to the provision of services.  AFFA will provide me with an estimate of my total financial responsibility and the date by 
which this amount must be paid in full.  I understand that due to the individual needs of each treatment, or procedure, 
this fee is only an estimate. In the event my care exceeds the amount of the estimate, I will be financially responsible 
for the balance.  
 
If I have Medicare, I will complete an Advance Beneficiary Notice (“ABN”) form for non-covered services. Should my 
account be referred to a collection agency or attorney for collection, I agree to pay all costs of collection, including 
interest and attorney’s fees and costs. 
 
3.______ I authorize my insurance carrier to release information regarding my coverage to AFFA. I also authorize 
agents of any hospital, treatment center or previous physician(s) to furnish AFFA copies of any records of my medical 
history, services or treatments. I also authorize the release of any medical information and/or reports related to my 
treatment to any federal, state or accreditation agency, or any physician, other health professional or insurance carrier 
as needed. I also agree to a review of my records for purposes of internal audits, research and quality assurance 
reviews within AFFA. 
 
4.______ My right to payment for all pharmaceuticals, procedures, tests, medical equipment rentals, supplies and 
nursing/physician services including major medical benefits are hereby assigned to AFFA. This assignment covers 
any and all benefits under Medicare, other government sponsored programs, private insurance and any other health 
plans. I acknowledge this document as a legally binding assignment to collect my benefits as payment of claims for 
services. In the event my 
insurance carrier does not accept Assignment of Benefits, or if payments are made directly to me or my 
representative, I will endorse such payments to AFFA. 
 
5. ______ I acknowledge that I have received a copy of the AFFA’s Physician Ownership Disclosure. 
HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (“HIPAA”) ACKNOWLEDGEMENT AFFA is 
required by law to provide you with a copy of our Notice of Privacy Practices, which describes how your health care 
information is used and disclosed. 
To ensure our records are accurate, please complete and sign below and return this form to our receptionist to 
acknowledge that you have been provided with a copy of our Notice. Also, please be advised AFFA may use and 
disclose de-identified health information for purposes of data collection and statistical analysis. De-identified 
information is information from which all personal identification has been removed. T 
 
This means the health information can no longer be identified as yours and is no longer considered protected under 
HIPAA. I acknowledge the use or disclosure of my Protected Health Information by AFFA for the purposes of 
Treatment, Payment, and Health Care Operations. 
 
I have received a copy of the Notice of Privacy Practices and understand I have the right to review prior to signing this 
document. 

 
 
 
 



 

 
 
 
 

ASSIGNMENT OF BENEFITS / FINANCIAL RESPONSIBILITIES/ 
PHYSICIAN OWNERSHIP/ HIPAA 

 
 
 
I authorize the following people to be involved in my care that may require a disclosure of Protected Health 
Information. This consent for disclosure includes both health and financial information as it relates to my care. 
 

CONTACTS 
 
 
Name:_______________________________ Relationship:_________________ Ph: Cell: ________________ 
 
Name:_______________________________ Relationship:_________________ Ph: Cell: ________________ 
 
 
THIS AGREEMENT/CONSENT WILL REMAIN IN EFFECT UNLESS REVOKED BY ME IN WRITING. 
I HAVE READ AND ACCEPT TERMS AND CONDITIONS OF THE ASSIGNMENT OF BENEFITS AND FINANCIAL 
RESPONSIBILITIES AGREEMENT, AS WELL AS THE PHYSICIAN OWNERSHIP DISCLOSURE AND THE 
HEALTH  INSURANCE PORTABILITY AND ACCOUNTABILITY ACT ACKNOWLEDGEMENT. 
 
 

Patient Signature/Representative: _______________________________________________________ Date: 
 
 
 
 
 
I have read and received a copy of the above statements and accept the terms. A duplicate of the statement is considered the 
same as original. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                                                       CONFIDENTIAL 

 

 

 



 

 



 

 
Height:___________                Weight:___________               Shoe Size:_________ 

 

 

Primary Care Physician:__________________________________ Date Last Seen:______________ 

 



 

 

 

 

 
 

The US Congress has determined that the ability to electronically send prescriptions is an important 

element in improving the quality of patient care.  E-prescribing reduces medication errors while 

enhancing patient care. ADVANCED FAMILY FOOT & ANKLE  will now be electronically 

prescribing medications.  Please provide your preferred pharmacy’s information below. 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

General Consent for Treatment 
 

 

 

 

 

As a patient of Advanced Family Foot and Ankle I hereby request and authorize the physicians 

and staff to provide me with the recommended medical, diagnostic, and surgical treatment as they 

deem necessary. 
 

 

 
 

 

 

 

 

 

 



 

 

 

 

 
 

 

 



 

 

 
 



 

 

 



 

 


