Dale G. Shrum, D.P.M., M.S.

Name Date of Birth

Address Sex M F
City Srate & Zip

Home Phore Marital Status ____Spouse

SS# _ Driver’s License &

Occuparion Employer

Business Address

?ﬂmmru\ core Phusician

Business Phone
Noame -
Referred by?, . Moo
Primary Insurer | Phone { )
Group # Street Ciaty Srate Zip
Insured’s name Insured’s ID # s o

In Case of Emergency; Who should be notify? Relationship ______-_

Phone ()

Please resd and sign below: 1 directly assign all medical and surgical bencfits to the doctor. I understand
that | am financially responsible for all charges whether paid by my insursnce provider or not. | authorize
the doctor to release all information necessary to secure the payment of benefits. | understand that fees for
service ure payable at the time of service, inless other arangements are made in advance. It is my
mﬁ&yuwnydo&m\hawwalﬂlwmlicyd'thfuﬂiumbiﬂmhumbr
reimbursement. However, we shall allow no more than sixly (60) days for payment. After sixty (60) days
you will be billed for any outstanding balance on your account. All owstanding balances are due thirty
(30) days from the statement date.

1 HEREBY CIVE AUTHORIZATION FOR TREATMENT.

Date




Advanced Foot and Ankle Specialist

Dale Shram, DPM
Diplomate, American Board of Podiatric Surgery
Diplomate, American Board of Podiatric Orthopedics
78-437 Hwy 111 La Quinta, CA 92253 (760) 674-3355
42.800 Bob Hope Ste. 201 Rancho Mirage, CA 92270

Patient Fipancial Policy

Your understanding of our financial policies is an essential element of your care and treatment. If you bave
any questions, please discuss them with our fromt office staff,

Your insurance policy is a contract between you and your insurance company. As a courtesy, we wili bill
your msurance company for services rendered. In most circumstances, your insurance company will
respond to both our office and you. However, it your msurance company fails W suske payment within 120
days, the balance of your bill will become your responsibility.

Anboﬂdaplaluuenottbesamnmddommverdwmservlceslntbcevu! your health plan
determines a service to be “not coversd.” or you do tot have an authorization, you will be responsible for
the comploto charge. We will attempt to verify benefits for some specialized services or referrals; however,
you remain responsible for charges 1o any service rendered. Patients are encouraged to contact their plans
for clarification of benefits prior to services rendered.

Most Insurance plans will permit the direct assignment of your benefits 1o our office. We accept insurance
assignment and your out-of-pockes experse at the time of weatment will only be what msurance does not
cover. However, imsurance rarely covers 100% of medical treatment. YOU ARE RESPONSIBLE FOR

ANY FEES YOUR INSURANCE DOES NOT COVER; This includes co-payment and vearly
deductibles,

Our office will make every effort to collect appropriate paymeat from your insurance company. However,
if your insuraue compeny fails to make payment within 120 day, the balance of your bill will become

your responsibility.

Patients are expected to make thew co-payments and deductible paymenls jumediately after thoy have been
weated. For your convenience, we accept CASH, CHECKS, VISA, MASTERCARD, DISCOVER, AND
AMERICAN EXPRESS,

24 hours notice is required for all cancelled/rescheduled appointments, There is a cancellation fee for
missed sppointments where notics has not been given. This fee will be billed directly to the paticnt.

Past due accounts are subject to collection proceedings and 12% interest per annum charges. All costs
iucucred In the process will be included. There ic a tervice foe of $25 for all returned checks,

Signature of Patient/Responsible Party Date

Printed Name of Patient/Responsible Party



Advance Foot and Ankle Specialist
Dale Shrum, D.P.M.

78-437 Hwy 111 La Quinta, CA 92253
42-800 Bob Hope Ste. 201 Rancho Mirage, CA 92270
(760) 674 3355

The Department of Health and Human Services has established a “Privacy Rule™ to
help insure personal information is protected for privacy. The Privacy Rule was also
created in order to provide a standard for certain health care providers to obtain their
patients’ consent for uses and disclosures of health information aboul their patients to
carry out treatment, payment, or health care operations.

As our patient, we want you to know we respect the privacy of your personal medical
information. We will do all we can to secure and protect that privacy. We strive to always
take reasonable precautions to protect your privacy. When it is appropriate and necessary,
we provide the minimum necessary information to only those we belicve are in need of
your health care information and information about treatment, payment or health care
operations, in order to provide health care which is in your best interest.

We also want you to know we support your full access to your personal medical
records. We may have indirect reatment relationships with (such as Jaboratories which
only interact with physicians and not patients), and may have to disclose personal health
imformation for purpose of treatment, payment, or health care operations. These entities
are most often not required to obtain patient consent.

You may refuse to consent to the use or disclosure of your personal health
information, but this must be in writing. If you choose to give consent in this document,
at some future time you may request (o refuse all or part of your Personal Health
Information. You may not revoke actions which have already been taken which relied on
this or & previously signed consent,

If you have any objections to this form, please ask to speak with our HIPAA
Compliance Officer.

You have the right to revicw our privacy notice, to request restrictions, and revoke
consent in writing after you have reviewed our privacy notice.

Print
Name: Signature: Date:

Witness:
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