
 
 

Patient Information 
 

Name: _____________________________________________________________ Date of Birth: ___________________________________ 

Address: __________________________________________________City: _____________________________State: __________________ 

Phone #: _________________________ Home / Cell    Email: _________________________________________ 

Employer: __________________________________ Title: ____________________________________ 
 
 
Emergency Contact: ____________________________ Phone#___________________________ Relation: _____________________ 
 
 

Primary Insurance Co: ________________________________________ 

Policy #/ ID: _________________________________ Group #: _____________________________________ 

Subscriber (if not patient): ________________________Relationship to Subscriber _______________________________ 

 

Secondary Insurance Co: ________________________________________ 

Policy #/ ID: _________________________________ Group #: _____________________________________ 

Subscriber (if not patient): ________________________Relationship to Subscriber _______________________________ 

 

Primary Care Provider ____________________________________ Date last seen ____________________________ 

Referring Provider / Clinic / Hospital __________________________________________________ 

Preferred Pharmacy ____________________________________________________ Location ___________________________ 

 

How did you hear about us? Referral / Insurance / Family / Friend / Internet / Ad / _________________________ 

 

Reason for Visit: _________________________________________________________________ 

 

* Please provide your ID & Insurance Cards on check in.  *Please inform us of any changes to your information. 

 

Patient Signature _________________________________________________ Date_______________________________ 

Of�ice of Dr. Charles White, DPM, FACFAS 
Tel: 830-491-9221     Fax: 833-471-2992 
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 COPD  Vascular Disease

Problems with Anesthesia
Ear nose or throat disease

Hives

NONE

Recovering

Pulmonary Disease
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POLICIES AND ACKNOWLEDGEMENTS 

 
Assignment of Bene�its and release of medical information to insurance:  I hereby assign to Texas Foot and Ankle Surgical 
Associates, PLLC, any insurance or other third-party bene�its available for health care services provided to me.  I understand 
that Texas Foot and Ankle Surgical Associates, PLLC, has the right to refuse or accept assignment of such bene�its.  If these 
bene�its are not assigned to Texas Foot and Ankle Surgical Associates, PLLC, I agree to forward to Texas Foot and Ankle Surgical 
Associates, PLLC, all health insurance and other third-party payments that I receive for services rendered to me immediately 
upon receipt.  I understand and agree that my medical information may be released to my insurance company for insurance 
purposes. This waiver also authorizes the release of copies of my medical records to healthcare providers and organizations 
who are involved in my continued care. I understand I have the right to obtain copies of my medical records. 
 
No Show and Late Cancellation Policy:  Kindly give us 24 hours’ notice of rescheduled or canceled appointments. Multiple no 
show appointments may be subject to dismissal from the practice.  
 
Payment Policy:  All services rendered are the �inancial responsibility of the patient at the time services are rendered.  All 
copays, co-insurance and or deductibles are due at the time services are rendered.  The patient is responsible for 
payment regardless of insurance status or coverage.  I understand and agree that I, the patient, am ultimately responsible for 
the balance on my account for any services rendered and I agree to pay upon demand or as agreed for the related changes of 
remaining charges following my insurance payment(s).  If private pay, I agree to pay for services in full on the date services are 
rendered. There are payment plan options. 
 
Self-Pay and Cash Discounts: Cash discounts are offered on most services to uninsured patients who pay in full at the time of 
service or by the “Due Date.” We offer Care Credit as well as reasonable payment plans should expenses pose a �inancial burden. 
 
Non-Payment:  Please be aware that if a balance remains unpaid, your account may be turned over to a collection agency after 
the 90th day past due.    
 
Acknowledgement of Review of “Notice of Privacy Practices”: I acknowledge that the practice provided me or offered me a 
written copy of the Notice of Privacy Practices, which explains how my medical information will be used and disclosed.  I also 
acknowledge that I have been afforded the opportunity to read the Notice of Privacy Practices and ask questions and am 
entitled to receive a copy of this notice if requested.  
 
Referrals: Some insurance plans require a referral from a primary care physician to obtain the services of a specialist. These 
health plans will not pay for services rendered without a referral. It is your responsibility to obtain a referral prior to 
treatment, otherwise your appointment may be rescheduled or delayed. 
 
Filling Out Forms: There is an up to $25 fee for �illing out Disability/FMLA or other forms. Please allow 5 business days. 
 
Authorization of Medical Information to Family Member or Persons:  We are committed to protecting our patients’ privacy 
as well as complying with state and federal law.  Please list below anyone that you would like to be able to speak to the practice 
on your behalf.  It is the patients’ responsibility to notify the practice of any changes to this authorization.  I authorize the 
practice to speak to: 
 
Name:___________________________________________________Relationship:____________________________Number:____________________ 
Name:___________________________________________________Relationship:____________________________Number:____________________ 
Name:___________________________________________________Relationship:____________________________Number:____________________ 
 
I have reviewed the policies above and do hereby agree with the terms and policies.  
 
Pa�ent/Guardian Name _______________________________DOB: ______________________________  
 
Signature ____________________________________ Date: __________________________ 
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