ANKLE AND FOOT INSTITUTE

(636)717-1100

THANK YOU FOR CHOOSING OUR OFFICE! [N ORDER TO SERVE YOU PROPERLY, WE NEED THE FOLLOWING INFORMATION.

RICHARD F. WITTOCK, D.P.M.

FENTON, MO 63026
PATIENT INFORMATION

PLEASE PRINT. ALL INFORMATION WILL BE CONFIDENTIAL.

HOW DID YOU FIND OUT ABOUT OUR OFFICE (DOCTOR, FRIEND, PHONE BOOK, INSURANCE, BOOK, ETC.)?

PATIENT NAME

SSM-ST. CLARE HEALTH CENTER
ST. FRANCIS PHYSICIAN OFFICE BUILDING
1011 BOWLES AVENUE

ADDRESS

CITy STATE ZIP

HOME PHONE

DATE OF BIRTH

SocC. SEC.#

CELL PHONE WORK PHONE

SEX: MALE FEMALE MARITALSTATUS: S M D W

E: MAIL:

EMPLOYER NAME

OCCUPATION

EMPLOYER ADDRESS

EMERGENCY CONTACT

RELATIONSHIP

EMERGENCY HOME PHONE

EMERGENCY WORK PHONE

RESPONSIBLE PARTY (IF DIFFERENT FROM ABOVE)

RESPONSIBLE PARTY

RELATIONSHIP TO PATIENT

ADDRESS

DATE OF BIRTH

EMPLOYER NAME

SEX: MALE FEMALE SOCIAL SECURITY #

INSURANCE INFORMATION

PoLiCcYy #1 INSURANCE

PoLicY HOLDER NAME

PoOLICY #2 INSURANCE

POLICY HOLDER NAME

PoLICY #3 INSURANCE

PoLICY HOLDER NAME

HOME# WORK#H

PoLICY# PHONE#

RELATIONSHIP TO PATIENT DATE OF BIRTH
PoLICY# PHONE#

RELATIONSHIP TO PATIENT, DATE OF BIRTH
PoLicy# PHONE#

RELATIONSHIP TO PATIENT DATE OF BIRTH

AUTHORIZATION AND ASSIGNMENT OF BENEFITS

WE ARE COMMITTED TO PROVIDING YOU WITH THE BEST POSSIBLE CARE. |F YOU HAVE INSURANCE, WE WILL
GLADLY ACCEPT ASSIGNMENT OF BENEFITS AND FILE ALL INSURANCE CLAIMS, PROVIDED VERIFICATION OF YOUR
INSURANCE POLICIES ALLOWS ASSIGNED BENEFITS AND COVERAGE FOR THE SERVICES RENDERED. YOU ARE
RESPONSIBLE FOR ANY PRE-AUTHORIZATION OR REFERRAL FROM YOUR PRIMARY CARE PHYSICIAN THAT IS
REQUIRED BY YOUR INSURANCE COMPANY BEFORE YOU ARRIVE FOR YOUR VISIT. PLEASE NOTE WE DO NOT

ACCEPT CASES INVOLVING PERSONAL. INJURY OR WORKMAN COMPENSATION.

| HEREBY AUTHORIZE PAYMENT DIRECTLY FROM MY INSURANCE CARRIER TO ANKLE AND FOOT INSTITUTE FOR THE
BENEFITS DUE TO ME FOR ANY OUTSTANDING CLAIM. | FURTHER AUTHORIZE THE RELEASE OF ANY MEDICAL

INFORMATION NECESSARY TO PROCESS THIS CLAIM. | CONSENT TO THE TREATMENT AS NECESSARY OR

DESIRABLE TO THE CARE OF THE PATIENT NAMED ABOVE. | ALSO ACKNOWLEDGE FULL RESPONSIBILITY FOR THE

PAYMENT OF SUCH SERVICES SHOULD MY INSURANCE COMPANY FAIL TO MAKE PAYMENT FOR SERVICES

RENDERED. A $50.00 CHARGE WILL BE ADDED FOR APPOINTMENTS NOT CANCELLED WITHIN 24 HOURS.

SIGNATURE

DATE




