FLAGSTAFF FOOT DOCTORS

DR. ANTHONY ROSALES, D.P.M.
PATIENT INFORMATION SHEET

Last Name: First Name/MI:

Address (street): P.O., Box:
City: State: Zip Code:
Phone #: Cell Phone: Email:
Sex: (circle one) Male or Female Marital Status: Birthday: Age:
Social Security #: Height: Weight: Shoe Size:
Employer: Address:
Work Phone: Occupation:

Insurance Poli r (if other than patient):

Last Name: First Name/MI:

Relationship to Patient: (circle one)  Wife Husband Parent Other
Policy No: Grp #:

Address (street): PO Box:
City: State: Zip Code
Phone #: Birthday: Social Security #:
Employer: Work Phone: Occupation:

Emergency Contact: Phone:
Responsible Party ( if other than the patient):

Name: Relationship to patient: Phone#:

Who referred you to our office?
MEDICAL INFORMATION

Please describe your foot problem:
List all medications you are taking:

List all allergies to medications:
List all Surgeries:

Medical History:

Primary care physician: Phone:
Does patient use: Alcohol: Non-Prescription Drugs:
Has the patient ever been a smoker? (circle one) Current smoker Never Smoker Former Smoker

Preferred Pharmacy (Name and Zip Code):

| authorize the release of medical information necessary to process any claim. | authorize payment of benefits to
myself, DR. ANTHONY ROSALES, as agreed upon at the time of treatment for services rendered. | assume

responsibility for payment of my account. | will be responsible for all collection costs, interest, court or attorney
fees.

Signature: Date:




"ﬁ'ﬁ'FLAGSTAFF

Financial Policy July 2026

Your insurance policy is a contract that exists between you and your insurance company. Our
relationship is with you, the patient, and not the insurance company. If you have questions about
your policy, please call the phone number provided on the back of your insurance card. The patient
or responsibly party is responsible for their bill being paid in full. Upon your initial visit you will
be asked to provide a photo ID. Please inform us at every visit of any changes to your insurance
coverage and provide us with your most recent insurance card.

Please initial each line indicating vour understanding of our policies:

COPAYMENTS: It is a requirement of your insurance company that we collect your co-
pay. Payment is required before meeting with the doctor.

DEDUCTIBLES & CO-INSURANCE: If you have a high deductible plan, we may collect
a $150 deposit to apply towards your deductible and co-insurance. Any remaining balance after
submission to your insurance company is your responsibility.

__ SELF-PAY (for non-covered products and services and for patients without insurance
coverage): Full payment is due at time of service. Payment for evaluation and management
services at minimum will be required before seeing the doctor. Additional procedures/services may
be recommended by the doctor. You will be informed of these charges before proceeding with
treatment.

REFERRAL: If your insurance plan requires a referral from your primary care doctor, this
will be required at the time of your visit. Without a referral available, we will need to reschedule
your appointment.

NO SHOW(failure to present for your appointment): 24 hours-notice is required for
cancellation of your appointment and failure to do so will incur a $75 fee. Failure to provide 24
hours-notice for a scheduled office procedure will incur a $150 fee.

____ BALANCES/COLLECTION FEES: If payment of an outstanding balance is not received
within 30 days from the postmark date of a mailed statement or e-statement time stamp, a $10 re-
billing fee may be added to each additional statement. Our website offers the ability to submit
payments conveniently and securely. Patients with balances more than 90 days overdue will be
turned over to collections and a 30% OR $300.00 administrative fee will be applied, depending
on total amount owed.

FMLA/DISABILITY/MEDICAL RECORDS: There is a $100 charge for having the
doctor complete these forms. Requested forms will be completed within 72 hours of diagnosis
and care plan. There is a $50 fee to obtain a copy of your medical records.

I have read and understand these financial policies.

Patient Name (print):

Patient/Responsible Party Signature:
Date: / /




25 FLAGSTAFF
FOOT DOCTORS

Dr. Anthony Rosales, DPM, PC

421 N. Humphreys Street « Flagstaff, Arizona 86001 . (928) 774-4825 . Fax (888) 464-1135

Welcome to Flagstaff Foot Doctors, home of the “ Happy Feet”! Our goal is to provide you with
the most up-to-date medical service available in a professional environment and in a timely
fashion. In order to do so, certain tests and or procedures may be required that may not be
covered by insurance. These tests and/or procedures are not mandatory but may be highly
recommended. In the event you have not met your deductible or the service is a non-covered
benefit, payment will be collected at time of service. If you leave prior to your scheduled
appointment time it will be considered as a same day cancellation and a fee will be assessed. It
is your responsibility to know your insurance coverage. Listed below are some of the services
that we provide that may or may not be covered.

They include, but are not limited to:

> Office visits or procedures performed > Ingrown nail procedures
during office visits > Nail debridement
> Orthotics > Callus debridement
> OCT insert > Wart treatment
> Braces/AFO > Wound debridement
> CAM Walker > Unna boots
> Surgical shoes > Hammer toe or bunion procedure
> Ankle braces > Ultrasound(s) or X-Rays
> Night Splints > Taping
> Cortisone Injections > Casting
> Stem cell injections > Other treatments/services,
> Nerve blocks dispense durable medical equipment
> Biopsies of skin or nail >Vascular Test/ Nerve Test

I authorize the physicians of Flagstaff Foot Doctors to perform any of the in-office procedures
listed above. This agreement to pay will remain in effect indefinitely, unless revoked. Thank you

for your understanding and we look forward to providing you with the best possible medical
care.

Signature Date




ACKNOWLEDGMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read
(or had the opportunity to read if [ so chose) and understood the Notice.

Patient Name (please print) Date

Parent or Authorized Representative (if applicable)

Signature



O FLAGSTAFF
FOOT DOCTORS

CREDIT CARD PAYMENT FORM

I hereby authorize Flagstaff Foot Doctors to retain my credit/debit or HSA card
information on file for the purpose of settling any outstanding copayments,
deductibles, and/or coinsurance balances that | may incur. | certify that | am an
authorized user of this credit card and agree to payment in full for all due
balances. | further agree not to dispute any transaction with my financial
institution, provided that said transaction aligns with the terms stipulated in this
form. I understand and acknowledge that a 3% processing fee will be applied to all
transactions.

CARD TYPE: [JVISA [J MASTERCARD [0 DISCOVER [0 HSA

NAME ON CARD:

CARD #

EXP DATE CVC:

BILLING ADDRESS:

ZIP CODE:

PRINT NAME:

SIGNATURE: DATE:




FLAGSTAFF
FOOT DOCTOR!

SOCIAL MEDIA RELEASE

| grant permission for Flagstaff Foot Doctors, Anthony Rosales DPM at 421 North
Humphrey's Street, Flagstaff, Arizona, 86001, the rights of my foot/leg images, in video or
still, and of the likeness and sound of my voice as recorded on audio or videotape without
payment or other consideration. | understand that my image may be edited, copied, exhibited,
published or distributed and waive the right to inspect or approve the finished product.
Additionally, | waive any right to royalties or other compensation arising or related to the use of my
image or recording. | also understand that this material may be used in diverse educational
settings and/or for social media within an unrestricted geographic area.

Photographic, audio or video recordings may be used for the following uses: media, news
(press), online / internet videos, presentations and social media.

By signing this release, | understand this permission signifies that photographic or video recordings
of me may be electronically displayed via the Internet, social media or in the public
educational setting.

There is no time limit on the validity of this release nor is there any geographic limitation
on where these materials may be distributed.

By signing this release, | acknowledge that | have completely read and fully understand the
above release and agree to be bound thereby. | hereby release any and all claims against any
person or organization utilizing this material for educational purposes.

Releaser's Signature Date:
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