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NAME

AGE

PLACE OF BIRTH:

DATE OF BIRTH

SHOE SIZE:

LOWER EXTREMITY PROBLEM:

PERRY H. JULIEN, DPM
CHARLES F. PEEBLES, DPM

DATE

DATE OF ONSET:

PERSONAL HEALTH:
Alcoholism

Allergies

Arthritis

Asthma

Bone Disease

Blood Disease
Bronchitis

Bleeding Tendencies
Cancer - Tumors

@)
—
=
@
=

PREVIOUS TREATMENT:

Have you ever had any of the following (Please Mark):

Congenital Deformities
Diabetes

Emphysema

Epilepsy

Gout

Heart Disease

Hepatitis

High/Low Blood Pressure

HIV

Kidney Problems
Liver Problems
Neuritis

Polio

Psoriasis
Psychiatric lliness
Rheumatic Fever
Stomach Problems
Stroke

Ulcers (Stomach)

MEDICATIONS: (Please list ALL including non-prescription medications)

NAME REASON FOR TAKING DATE STARTED
ALLERGIES: DO YOU SMOKE? DO YOU DRINK ALCOHOL?
PENICILLIN ASPIRIN No Yes Packs Yes No
SULFA IODINE Number of Years Drinks/Week
CODEINE DEMEROL
ADHESIVE TAPE
OTHER FAMILY MEDICAL PROBLEMS
SURGICAL/HOSPITALIZATION HISTORY:
Type of Surgery/Reason for Hospitalization Hospital Date

PHYSICAL ACTIVITY
Walking
Jogging/Running
Cycling/Spinning
Aerobic Dance/Step
Tennis/Racquetball
Weight Training
Other

Frequency

NO REGULAR EXERCISE

PLEASE INDICATE IF THERE IS ANY ADDITIONAL INFORMATION YOU WOULD LIKE DR. JULIEN OR DR. PEEBLES

TO KNOW:
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Please Print: Referred by

Patient (Full Name)

Address sex: M_JF_] Age: Date of Birth
SS#:
City/State/Zip Employer: Occupation:
Home Phone: (__ ) Address:
Work Phone: () Cell Phone: () City/State/Zip:
Email Address: [1single [_]Married [JDivorced [ISeparated [JWidowed
Name of Spouse: Occupation: Contact#: (_ )
Person to contact in case of Emergency: | Contact#: ()
Family Physician: PLone:

BILLING: Please Complete if Person Responsible for Bill is Other than above Patient

Name: Relationship to Patient: D.O.B
Address: Occupation:
City/State/Zip: Employer:
Home Phone: (__ ) Address:
Work Phone: () Cell#: () City/State/Zip:
INSURANCE:
Primary Carrier Name: Secondary Carrier Name:
Address: Address:
Policyholder: Policyholder:
Relationship to Patient: Relationship to Patient:
Uself ﬂSpouseD Parent [_] Other I self Uspouse parent O Other
Insured Date of Birth: Insured Date of Birth:
Insured ID #: Insured ID #:
Group #: Group #:
Employer/Company Name: Employer/Company Name:
Effective Date: Effective Date:

I authorize Perry H. Julien, DPM and/or Charles F. Peebles, DPM to examine and treat me.

SIGNATURE OF PATIENT OR AUTHORIZED PERSON RESPONSIBLE DATE
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INSURANCE RELEASE

| hereby authorize release of any information necessary to file a claim with my insurance
company and assign benefits otherwise payable to me to the doctor or group indicated on the
claim. | understand that | am financially responsible for any balance not covered by my
insurance plan.

1 1 have CONTACTED my insurance company and | am aware of my benefits:

Signature: Date:

1 1 have chosen NOT TO CONTACT my insurance company, but | am aware that it is my
responsibility to contact my insurance company with any questions regarding
benefits:

Signature: Date:
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PERRY H. JULIEN, D.P.M.
CHARLES F. PEEBLES, D.P.M.

Patient Financial Responsibility

What if | do not have insurance or you are not a
participating provider for my carrier?

For patients who do not carry heath insurance and
those for whom we do not accept their policy,
payment will be expected in full at the time of the visit.
Anyone who feels it is necessary to extend payments
over a period of time is invited to discuss
arrangements with us prior to their visit.

What are my financial responsibilities as a patient?

As a patient, it is in your best interest to know and
understand your responsibility for any deductibles, co-
insurance, or co-payment amounts prior to any visit.
Not all services are covered in all insurance contracts.
If your insurance plan does not cover a service or
procedure, you may be liable for full payment of the
bill. If you do not notify our office of a change in
coverage at the time of you appointment and your
claim is denied as a result, you will be responsible for
the charges of the claim in full.

To find out what your insurance plan covers and what
your financial obligation may be, call the Customer
Service or Member Services Department of your
insurance company (the phone numbers are on your
insurance card). Your employer's human resources
department may also be a source of information and
assistance.

Make sure that your insurance company lists your
physician as a participating provider. It is possible
that only one of our physicians participate with your
insurance plan. Benefit and coverage rules and
policies differ among insurers and even between
different plans of the same insurer. If you go to an
out-of-network provider, you may have a greater
financial responsibility for services provided from a
physician that is not under contract with your health
care plan. Your insurance company can assist you in
finding an in-network provider to limit the amount of
money you will have to pay for care. Contact your
plan’'s Customer Service department for further
assistance.

What should | do if my insurance changes?

You are responsible to notify us of all changes to your
insurance coverage. Please have your current
insurance card with you at all times, as well as a
photo ID such as a driver’s license, military 1D or
government issued ID.

IF WE ARE NOT NOTIFIED OF APPROPRIATE
CHANGES AT THE TIME OF YOUR VISIT, WE
CANNOT GUARANTEE INSURANCE PAYMENT. IF
YOUR CLAIM IS DENIED BECAUSE WE WERE
NOT NOTIFIED AT THE TIME OF YOUR VISIT YOU
WILL BE FINANCIALLY RESPONSIBLE FOR ALL
CHARGES. |nmiaL

Why are you asking for my deductible, co-insurance
or co-payment at the time of my visit?

We ask that payments be made when you are at the
physician office so you will not be bothered with an
invoice sent to your home after your visit. It also
helps us reduce our costs and saves you the trouble
of mailing a payment back to our office.

What if my insurance plan requires a referral and/or a
prior authorization?

If your insurance company requires a referral and/or
prior authorization, contact your primary care
physician prior your appointment in our office.

If your insurance company requires a referral and/or
prior authorization and you do not have one, you may
not be seen for your scheduled appointment, or you
will be responsible for full payment of your bill at the
time of service. If you require more than one visit for
treatment or if the referral has expired, you must
contact your primary care physician for another
referral and/or prior authorization.

When can | expect to receive a bill? Why was | sent a
statement when my insurance company is supposed
to pay my bill?

For patients with health insurance, once your
insurance company has responded to our claim we
will bill you accordingly. Payment will be due thirty
(30) days after a bill is sent to you.

Whether you have insurance coverage or not, you as
the patient are ultimately responsible to make sure
your bhill is paid. If you receive a statement showing
that your insurance company has not paid, it may be
helpful for you to contact your insurance company to
ask why payment has not been made.

Where do | send payment? What methods of
payment are accepted?

You can make payment in person or over the phone
during our office hours, or you can mail payment to:

Atlanta Foot & Ankle Center
5600 Roswell Rd.

Suite M190

Atlanta, GA 30342

Payment can be made with check, money order,
cash, Visa or MasterCard. Checks should be made
payable to Atlanta Foot & Ankle Center. Please note
there is a service charge for all returned checks.

| have read and thoroughly understand my financial responsibility for all
services rendered. | am aware my insurance contract is between me and my insurance company and | will be billed

by my provider for any services rendered not payable.

Signature

Date
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