[image: image1.jpg]fown squdre
FAMILY FOOT CARE







  Lifetime Insurance Authorization / Financial Policy / Consent to Treat 





I authorize, by signing below, the processing of my medical insurance, by electronic or   manual method.  Payment will be made on my behalf to Town Square Family Foot Care. I recognize my financial obligation for any co-insurance or deductible, and any non-covered services that may be necessary.





I understand that some services may be considered by my insurance company as non-covered under my policy.  In this case, payment in full will be due at the time of service unless other arrangements are made.





I further authorize Town Square Family Foot Care to release all medical and/or insurance information necessary to secure payment as described in their privacy policy.  





If my account becomes 60 days past due, a finance charge of 1.75% per month will be assessed, and collections proceedings and/or legal action will be taken.  There is also a $20.00 fee for returned checks.





I permit a copy of this authorization to be used in place of the original.





I hereby give authorization for treatment.





SIGNED: (Patient or Parent, if minor): ____________________________________





                                      Date: ___________________________                     








 Acknowledgment for Notice of Privacy Practices


 I have received the Notice of Privacy Practices from Town Square Family Foot Care.





 SIGNED: ____________________________________ Date: ___________________








 


OFFICE USE ONLY


If acknowledgment cannot be obtained, describe effort taken to get individual to sign this form and state the reason why they did not sign.





											


												   Staff Signature _______________________________	Date: ___________________		         	


											











Town Square Family Foot Care ( 501 12th Ave., Ste. 203, Coralville, IA  52241 ( 319-341-FOOT
 ( 877-218-1418
                                                       www.341FOOT.com

