(/) FOOT AND ANKLE

Avuthorization to Release Information to Other Parties
Many of our patients allow family members such as their spouse, significant other, parents, or children to

call and request the result of tests, procedures, and financial information. Under the requirements for
HIPAA, we are not allowed to give this information to anyone without the patient’s consent. If you wish to
have your medical information, any diagnostic test results and/or financial information released to any
family members you must sign this form. You have the right to revoke this consent, in writing, except
where we have already made disclosures in reliance on your prior consent.

| authorize St. Louis Foot and Ankle Institute, LLC to release my records and any information requested to
the following individuals.

1. Relation to Patient:

2. Relation to Patient:

3. Relation to Patient:

Avuthorization Regarding Messages (please check all that apply)
O | authorize you to speak with the above individuals or leave a detailed message on my home or
cell number regarding medical freatment, care, test results, billing or financial information.
O | authorize you to leave a message on my voicemail or with anyone who answers the phone.

O Messages may only be left with:

Patient or Authorized Representative Signature Date



	Patient Contact Information
	Name: _____________________________________________ DOB: ___________________________________________
	Gender: □ Female □ Male □ Other _______________ SSN: ____________________________________________
	Marital Status: ( Single   ( Married   ( Divorced   ( Widowed   ( Minor
	Address: _____________________________________________________________________________________________
	City: ________________________________________________ State: ____________________ Zip: __________________
	Email: ________________________________________________________________________________________________
	Home Phone #: _____________________________________ Cell Phone #: ___________________________________
	Emergency Contact Information
	Name: ______________________________________________ Relationship: ___________________________________
	Phone #: _____________________________________________________________________________________________
	I agree that STLFAI may contact me by phone, email, and/or text: ( Yes   ( No
	I authorize STLFAI to share information about my care electronically. ( Yes   ( No
	Primary Care Doctor
	Name: ______________________________________________ Phone: _________________________________________
	Pharmacy Information
	Name: ______________________________________________ Phone: _________________________________________
	Address: _____________________________________________________________________________________________
	Employment Information
	Employer: ___________________________________________ Occupation: ___________________________________
	Address: ____________________________________________  Phone: _________________________________________
	Insurance Information
	Primary Insurance: _________________________________________________________________________
	Member ID: _________________________________________ Group #: ______________________________________
	Policy Holder Name: ________________________________ Relationship: ( Self ( Spouse ( Parent
	Policy Holder DOB: __________________________________ Policy Holder SSN: ______________________________
	Secondary Insurance: _______________________________________________________________________
	Member ID: _________________________________________ Group #: _______________________________________
	Policy Holder Name: ________________________________ Relationship: ( Self ( Spouse ( Parent
	Policy Holder DOB: __________________________________ Policy Holder SSN: ______________________________
	CERTIFICATION OF INSURANCE COVERAGE
	I certify that I have insurance coverage stated above and assign directly to St. Louis Foot and Ankle Institute, LLC and Dr. Meghan Arnold all insurance benefits.  I understand that I am financially responsible for all charges whether they are paid by...
	ACKNOWLEDGEMENT OF FINANCIAL AND PAYMENT POLICY
	I acknowledge that I was provided with a copy of the Financial Policies and that I have read (or had the opportunity to read if I so chose) and understood the Notice. I hereby authorize payment directly to St. Louis Foot and Ankle Institute, LLC of al...
	ACKNOWLEDGEMENT OF RECIEPT OF NOTICE OF PRIVACY PRACTICES
	I acknowledge that I was provided with a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if I so chose) and understood the Notice.
	________________________________________________  ______________________
	Patient or Authorized Representative Signature  Date
	HIPAA Privacy and Release of Information Authorization
	I hereby authorize St. Louis Foot and Ankle Institute, LLC., and its affiliates, its employees, and agents, to use and disclose protected health information (e.g., information relating to the diagnosis, treatment, claims payment, and health care servi...
	I understand that any personal health information or other information released to the person or organization identified above may be subject to re-disclosure by such person/organization and may no longer be protected by applicable federal and state p...
	I understand that I have a right to revoke this authorization by providing written notice to STLFAI. However, this authorization may not be revoked if it’s employees or agents have taken action on this authorization prior to receiving my written notic...
	I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law.
	I further understand that this authorization is voluntary and that I may refuse to sign this authorization. My refusal to sign will not affect my eligibility for benefits or enrollment or payment for or coverage of services.
	I have been advised of this practice’s Privacy Practices, Release of Billing Information policy, Assignment of Benefits policy, and grant the practice Medication History Authority.
	By signing this form, I represent that I am the Member, or the legal representative of the Member identified above and if I am the legal representative I will provide written proof (e.g., Power of Attorney, living will, guardianship papers, etc.) that...
	___________________________________________  ______________________
	Patient or Authorized Representative Signature  Date
	Authorization to Release Information to Other Parties
	Many of our patients allow family members such as their spouse, significant other, parents, or children to call and request the result of tests, procedures, and financial information. Under the requirements for HIPAA, we are not allowed to give this i...
	I authorize St. Louis Foot and Ankle Institute, LLC to release my records and any information requested to the following individuals.
	1. ______________________________________________ Relation to Patient: _____________________________
	2. ______________________________________________ Relation to Patient: _____________________________
	3. ______________________________________________ Relation to Patient: _____________________________
	Authorization Regarding Messages (please check all that apply)
	 I authorize you to speak with the above individuals or leave a detailed message on my home or cell number regarding medical treatment, care, test results, billing or financial information.
	 I authorize you to leave a message on my voicemail or with anyone who answers the phone.
	 Messages may only be left with: _______________________________________________________
	___________________________________________  ______________________
	Patient or Authorized Representative Signature  Date
	PATIENT INFORMATION
	Patient Name: _______________________________________________________________________________________
	Height: __________________________ Weight: ________________________  Shoe Size: ______________________
	ALLERGIES
	MEDICATIONS – please list all prescriptions and OTC supplements
	 NONE
	If you need more space, please ask for an additional form.
	FAMILY HISTORY – Specify relationship (mother, grandfather, sister, uncle, e.g., &  person’s age when the condition began/occurred.
	 No Family History
	 I do not know my family history
	If you or someone in your family has a medical condition that is not listed above, please write about it here: ________________________________________________________________________________________________________
	SOCIAL HISTORY
	Do you have an Advanced Directive?  ( Yes   ( No
	Do you have a medical Power of Attorney? ( Yes   ( No
	Tobacco Use
	 No
	 Yes
	o Cigarettes
	 Packs per day □ ½ □ 1 □ 2 □ 3 □ 4
	o Vape
	o ( Daily (5-7 days/week) ( Weekly (1-3x week) ( Monthly (2-3x month)
	o Cigars
	o ( Daily (5-7 days/week) ( Weekly (1-3x week) ( Monthly (2-3x month)
	o Dip/Chewing Tobacco
	o ( Daily (5-7 days/week) ( Weekly (1-3x week) ( Monthly (2-3x month)
	 Former Smoker
	o Quit Date _______________
	Alcohol Consumption
	 No
	 Yes
	o ( Daily (5-7 days/week) ( Weekly (1-3x week) ( Monthly (2-3x month)
	Non-medical drug use
	 No
	 Yes - I currently use non prescribed drugs
	 Yes - In the past I used non prescribed drugs.
	Do you exercise?
	 No, I do not.
	 Yes, I do the following regular exercise: ___________________________
	SURGICAL HISTORY
	MEDICAL HISTORY
	Reason for Visit
	 New Problem
	 Continued Problem
	 Injury
	 Second Opinion
	 Referral for Surgery
	When did symptoms/pain start? _______________________________________________________________________
	What have you tried at home?




