
Foot, Ankle & Leg Center 
Phone: 480.629.5903 
Fax: 480.629.8498 

PATIENT INFORMATION 
 
Name:_________________________________________________________     Date of Birth:_______/_______/_______ 
                 Last                                                First                                 Middle 
Address: __________________________________________________________________________________________ 
                            Street                                                                                                  City                                     State                     Zip 
 
Home phone: (        ) _________________________ Cell phone: (        ) ___________________________      
 
Work phone: (        ) _________________________  Fax: (        ) _________________________________ 
   
E-mail address: _________________________________________ Social Security #: ____________________________     
 
Sex:   M    F     Marital Status:  S    M    D    W 
 
 

1) Is today’s visit due to an injury at work, please check:   YES     NO  
2) If yes, have you notified your personnel department?    YES     NO 
3) Please give a brief description of injury:_________________________________________________________  

_________________________________________________________________________________________ 
 
 
INSURANCE INFORMATION 
 
Primary insurance: _________________________________ Name of insured:_______________________________  
 
ID/Member#: __________________________ Group#:____________________ Expiration date: _________________ 
  
Insured date of birth: _______________________Social Security#:___________________ Sex:  M    F 
 
Patient’s relationship to insured:_______________________________    
 
Secondary insurance: _________________________________ Name of insured:_______________________________  
 
ID/Member#: ________________________ Group#:___________________ Insured date of birth: __________________ 
 
 
EMERGENCY CONTACT INFORMATION 
 
Name: _______________________________________    Home phone: (        ) __________________________________ 
 
Cell phone: (        ) _____________________________    Work phone: (        ) ________________________Ext.: ______ 

 
I hereby give Dr. Richer, Sonoran Foot Specialists, or his associates permission to treat me or my dependents as necessary. I 
understand my insurance company may assist me in paying my medical costs, but I am ultimately responsible for all medical services 
rendered and, if necessary, I agree to pay all reasonable and customary collection fees and/or attorney’s fees that may be incurred due 
to any delinquent accounts I may have. I authorize the release of any medical information necessary to process my claim to my 
insurance company. I authorize my insurance company to pay benefits directly to my physician for services rendered. I understand 
that I am financially responsible for my bill. 
 
 
Patient signature: _____________________________________________________           Date: _________________________________ 



Foot, Ankle & Leg Center 
Phone: 480.629.5903 
Fax: 480.629.8498 

Patient History Form 
 
Name: _____________________________DOB:__________ Age: _____ Height: _____ Weight: _____ Shoe size: _____ 

Current foot, ankle or leg problem: _____________________________________________________________________ 

__________________________________________________________________________________________________ 

When did the problem start: ___________________________________________________________________________ 

What has been done to treat the problem: ________________________________________________________________ 

Name of family physician: ____________________________________     Date last seen: _________________________ 

Name of former podiatrist: ____________________________________     Date last seen: _________________________ 

Referred by:  Doctor __________________   Insurance   Family/friend   Internet   Other __________________   
 
MEDICAL HISTORY (please circle conditions or symptoms you have had) 
 
General: fatigue, weight loss, night sweats, cancer (type: _____________), recent radiation/chemotherapy 

Respiratory: asthma, bronchitis, emphysema, tuberculosis, valley fever, pneumonia, cough  

Cardiac: heart disease, heart attack, irregular heartbeat, high blood pressure, leg swelling, blood clots, poor circulation 

GI: stomach ulcers, heartburn, hepatitis (type:_____), cirrhosis, liver disease, irritable bowel (IBS) 

GU: difficulty urinating, frequently urinating, prostate enlargement, prostate cancer, kidney disease, dialysis 

Musculoskeletal: arthritis, osteoporosis, fractures, rheumatoid arthritis, gout, leg cramps, artificial joints (hip, knee, etc) 

Neurologic: stroke, TIA, seizures, poor balance, numbness in feet, depression, anxiety, tremors 

Endocrine: diabetes, anemia, bleeding disorders, HIV/AIDS, thyroid disease 

Any medical problems not listed: ______________________________________________________________________ 
 
ALLERGIES: (penicillin, novacaine, tape, food, metals, etc.)   NONE 
1) ________________________________________________ 3) _______________________________________________ 
2) ________________________________________________ 4) _______________________________________________ 
 
MEDICATIONS: (please include dosage)   NONE 
1) ________________________________________________ 6) _______________________________________________ 
2) ________________________________________________ 7) _______________________________________________ 
3) ________________________________________________ 8) _______________________________________________ 
4) ________________________________________________ 9) _______________________________________________ 
5) ________________________________________________ 10) ______________________________________________ 
 
SURGERIES: (describe procedure, year, and any complications)   NONE 
1) _________________________________________________________________________________________________________ 
2) _________________________________________________________________________________________________________ 
3) _________________________________________________________________________________________________________ 
 
SOCIAL HISTORY 
Occupation: ______________________________________ Alcohol: if yes, how much? ______________________  
Tobacco: if yes, how much? _________ cigs/packs per day for ________ years 
 
FAMILY HISTORY (diabetes, heart disease, gout, cancer, foot problems, other): _____________________________ 
_________________________________________________________________________________________________ 
 
Patient signature: ___________________________________      Date: __________________________



Foot, Ankle & Leg Center 
Phone: 480.629.5903 
Fax: 480.629.8498 

 

Consent for Release of Information/Records 
 

 
Date: ____/____/____ 
 
Patient’s name: ____________________________________________ Date of birth: ______/______/______ 
                                      First                           Middle                      Last 
 
Home phone: (        ) ____________________ 
 
I hereby give my permission for: _______________________________________________________________ 

(doctor, hospital, agency) 
 

Address: __________________________________________________________________________________ 
                                       Street                                                               City                             State                           Zip 
 
Phone: (        ) ________________________________ Fax: (        ) ________________________________ 
 
 
To release or disclose to:  

L. David Richer, DPM 
9767 N. 91st Street, Suite 101 

Scottsdale, AZ  85258 
Ph: 480.629.5903  Fax: 480.629.8498 

 
The following information, which shall be limited to: 
 
  History & physical 
  Physician’s notes 
  Lab results 
  Operative/procedure reports 
  Radiology reports 
  Insurance card/driver’s license 
  Other: _______________________________________________ 
  
 
 
 
This consent is subject to revocation at any time in the form of written notice from me, and shall apply to all 
future disclosures only. 
 
 
 
Signature of patient/guardian: ________________________________________________ 
 
 
 
 



Foot, Ankle & Leg Center 
Phone: 480.629.5903 
Fax: 480.629.8498 

 
 

FINANCIAL POLICY 
 

All patients/guarantors are responsible for payment at the time of service, unless prior arrangements have been 
made. 
 
WE ACCEPT: 

 CASH 
 CHECK 
 DEBIT  
 CREDIT CARD: MASTERCARD, VISA, DISCOVER 

 
INSURANCE AND CO-PAYMENTS: 
           Insurance Co-pays are paid at the time of service.  We do not bill for Co-pays. 
 
DEDUCTIBLE/CO-INSURANCE: 
 If your insurance deductible is not met, full payment will be collected at the time of service. 
            If your deductible is met, your co-insurance amount will be collected at the time of service. 
          
PRIVATE PAY: 
 If you have no insurance coverage or insurance that we do not participate with, full payment                                 
            is expected at the time of service. 
 
HMO INSURANCE: 
   Authorization is required in our office on the date of service. 
              If we have not received your authorization, your options are: 

1. Reschedule appointment. 
2. Accept charges as your responsibility and pay services in full. 

 
DISABLILITY/WORK RELATED DOCUMENTATION TO BE FILLED OUT BY PHYSICIAN: 

   A fee of $30.00 will be charged to complete documentation by the physician outside of    
    normal medical charting. 
 
COLLECTIONS: 
    Once an account is placed in collection, all future services must be paid in full at the time of  
    service.  Any balance assigned to collections will be assessed a 35% recovery surcharge. 
 
RETURNED CHECKS: 
    A $25.00 fee will be assessed for returned checks. 
 
      I HAVE READ AND AGREE TO ABIDE BY THIS FINANCIAL POLICY. 
 
 
   DATE:______________SIGNATURE:_______________________________ 
 
 
 
 



NOTICE OF PRIVACY PRACTICES 

This Notice describes how medical information about you may be used and disclosed and how you can get access to this 
information. Please review it carefully. You have the right to obtain a copy of this Notice upon request. 

Patient Health Information 
Under federal law, your patient health 
information is protected and confidential. 
Patient health information includes 
information about your symptoms, test 
results, diagnosis, treatment, and related 
medical information. Your health information 
also includes payment, billing, and insurance 
information. 

How We Use Your Patient Health Information 
We use health information about you for 
treatment, to obtain payment, and for health 
care operations, including administrative 
purposes and evaluation of the quality of care 
that you receive. Under some circumstances, 
we may be required to use or disclose the 
information even without your permission. 

Examples of Treatment, Payment, and 
Health Care Operations 
Treatment: We will use and disclose your 
health information to provide you with 
medical treatment or services. For example, 
nurses, physicians, and other members of your 
treatment team will record information in your 
record and use it to determine the most 
appropriate course of care. We may also 
disclose the information to other health care 
providers who are participating in your 
treatment, to pharmacists who are filling your 
prescriptions, and to family members who are 
helping with your care. 
Payment: We will use and disclose your 
health information for payment purposes. For 
example, we may need to obtain authorization 
from your insurance company before 
providing certain types of treatment. We will 
submit bills and maintain records of payments 
from your health plan.  
Health Care Operations: We will use and 
disclose your health information to conduct 
our standard internal operations, including 
proper administration of records, evaluation of 
the quality of treatment, and to assess the care 
and outcomes of your case and others like it. 

Special Uses 
We may use your information to contact you 
with appointment reminders. We may also 
contact you to provide information about 
treatment alternatives or other health-related 
benefits and services that may be of interest to 
you. 

Other Uses and Disclosures 
We may use or disclose identifiable health 
information about you for other reasons, even 
without your consent. Subject to certain 
requirements, we are permitted to give out 
health information without your permission 
for the following purposes: 

Required by Law: We may be required by law 
to report gunshot wounds, suspected abuse or 
neglect, or similar injuries and events. 

Research: We may use or disclose 
information for approved medical research. 
Public Health Activities: As required by law, 
we may disclose vital statistics, diseases, 
information related to recalls of dangerous 
products, and similar information to public 
health authorities.  
Health Oversight: We may be required to 
disclose information to assist in investigations 
and audits, eligibility for government 
programs, and similar activities. 
Judicial and Administrative Proceedings: We 
may disclose information in response to an 
appropriate subpoena or court order. 
Law Enforcement Purposes: Subject to certain 
restrictions, we may disclose information 
required by law enforcement officials. 
Deaths: We may report information regarding 
deaths to coroners, medical examiners, funeral 
directors, and organ donation agencies. 
Serious Threat to Health or Safety: We may 
use and disclose information when necessary 
to prevent a serious threat to your health and 
safety or the health and safety of the public or 
another person.  
Military and Special Government Functions: 
If you are a member of the Armed Forces, we 
may release information as required by 
military command authorities. We may also 
disclose information to correctional 
institutions or for national security purposes. 
Workers' Compensation: We may release 
information about you for Workers' 
Compensation or similar programs providing 
benefits for work-related injuries or illness. 

In any other situation, we will ask for your 
written authorization before using or 
disclosing any identifiable health information 
about you. If you choose to sign an 
authorization to disclose information, you can 
later revoke that authorization to stop any 
future uses and disclosures. 

Individual Rights 
You have the following rights with regard to 
your health information. Please contact the 
person listed below to obtain the appropriate 
form for exercising these rights. 
Request Restrictions: You may request 
restrictions on certain uses and disclosures of 
your health information. We are not required 
to agree to such restrictions, but if we do 
agree, we must abide by those restrictions. 
Confidential Communications: You may ask 
us to communicate with you confidentially by, 
for example, sending notices to a special 
address or not using postcards to remind you 
of appointments.  
Inspect and Obtain Copies: In most cases, you 
have the right to look at or get a copy of your 
health information. There may be a small 
charge for the copies. 
Amend Information: If you believe that 
information in your record is incorrect, or if 
important information is missing, you have the 
right to request that we correct the existing 

  information or add the missing information. 
Accounting of Disclosures: You may request a 
list of instances where we have disclosed 
health information about you for reasons other 
than treatment, payment, or health care 
operations. 

Our Legal Duty 
We arc required by law to protect and 
maintain the privacy of your health 
information, to provide this Notice about our 
legal duties and privacy practices regarding 
protected health information, and to abide by 
the terms of the Notice currently in effect. 

Changes in Privacy Practices 
We may change our policies at any time. 
Before we make a significant change in our 
policies, we will change our Notice and post 
the new Notice in the waiting area and each 
examination room. You can also request a 
copy of our Notice at any time. For more 
information about our privacy practices, 
contact the person listed below. 

Complaints 
If you are concerned that we have violated 
your privacy rights, or if you disagree with a 
decision we made about your records, you 
may contact the person named below. You 
also may send a written complaint to the U.S. 
Department of Health and Human Services. 
The person listed below will provide you with 
the appropriate address upon request. You will 
not be penalized in any way for filing a 
complaint. 

Contact Person 
If you have any questions, requests, or 
complaints, please contact: 

Privacy Officer 
Foot, Ankle & Leg Center 
9767 N. 91st St, Ste 101 
Scottsdale, AZ  85258 
Effective Date: May 19, 2005 
 
I, __________________________________, 
hereby acknowledge receipt of the Notice 
of Privacy Practices given to me. r. 

Signed:_______________________________ 

Date: ________________________________ 

If not signed, reason why acknowledgment was not 
obtained: 
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