
           
Last Name: ______________________________First Name: _________________________M.I: ______  

Street Address: ________________________________________________________Apt #___________  

City: ________________________________________State: ________Zip Code: ___________________   

CELL Phone: ________________________________Home:_____________________________________  

E-MAIL:________________________________________________________________________  

Birth Date: __________________________________Social Security #:___________________________  

EMERGENCY CONTACT 

Emergency Contact Name: ___________________________________Relation:____________________  

Cell Phone: _________________________________Home:_____________________________________  

********If the person resides with you please give us a second contact person*******  

Secondary Contact Name: ___________________________________Relation:____________________  

Cell Phone: _________________________________Home:_____________________________________  

MEDICAL INSURANCE 

Primary Insurance Name: _______________________________________________________________ 

Subscriber Number: __________________________________ Group Number: ____________________  
Guarantor:    _____ SELF or Fill out below: 
 
Last Name: ___________________________First Name ______________________________MI:___  
Date of Birth: _________________________Social Security: _________________________________ 
Phone #: _____________________________Relation: ______________________________________  

Secondary Insurance Name: _____________________________________________________________ 
Subscriber Number: __________________________________ Group Number: ____________________  
Guarantor:     ____ SELF or Fill out below: 
 
Last Name: ___________________________First Name ______________________________MI:___  
Date of Birth: _________________________Social Security: _________________________________ 
Phone #: _____________________________Relation: ______________________________________  

 

Primary Care Doctor’s Name ________________________  Phone number_______________________  

Medical Office Name: ___________________________________________________________________ 

Pharmacy __________________________ Address: __________________________________________ 



           
MEDICAL HISTORY: Please check the appropriate box if applicable to you or blood related relatives 

CONDITION YOU RELATIVE CONDITION  YOU RELATIVE 

DIABETES   HIGH BLOOD PRESSURE   

STROKE   HEART ATTACK   

ASTHMA   MIGRAINES   

CANCER   EMPHYSEMA   

KIDNEY PROBLEMS   OSTEO ARTHRITIS   

GLAUCOMA   RHUMETOID ARTHRITIS   

HIGH CHOLESTROL   OSTEOPOROSIS   

GERD    BLEEDING PROBLEMS   

STOMACHE ULCER   GOUT   

SEIZURES   TUBERCULOSIS   

FIBROMYALGIA   POOR CIRCULATION   

DEPRESSION   NEUROPATHY   

SKIN DISORDER   COLITIS   

EPILEPSY   TUMOR   

PARKINSONS   POOR BALANCE   

Other Medical History: _________________________________________________________________ 
____________________________________________________________________________________ 

Ethnicity (Circle)       Asian     Black   White   Hispanic  Other ______________  

Gender:      Male        Female        Transgender           

Student:   Full Time  Part Time        N/A 

Marital Status:           Married      Single         Divorced           Widowed 

Occupation/ Work History_________________ 
Exposure to pesticides, chemicals, hazards? __ Yes __No 
Employer Name: ______________________________________________________________________ 
Employer Address: _____________________________________________________________________ 
Work Phone: __________________________________________________________________________ 

 

   Weight: __________ 

 

   Height: ___________ 

 

 
 

 

 

Habits Yes No  How 
Often 

Tobacco    

                   Quit ________ Years Ago 

Caffeine    

Alcohol    

Exercise    

Recreational 

Drug: ________ 

   

Seat Belt   N/A 



           
SURGERIES 

  

 

 

 

 

ALLERGIES  

  

 

 

 

 

MEDICATIONS LIST: 

 

Reason for Appointment 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

How did you hear about us/ Who Referred you? ____________________________________________ 
 
 

HOSPITALIZATIONS 

 

 

 

 

Name Dosage 

  

   

  

  

  

  

  

  



           
FINANCIAL POLICY  

Thank you for choosing us as your health care provider.  We are committed to your treatment.  Please 
understand that payment of your bill is considered a part of your treatment.  The following is a 
statement of our Financial Policy, which we require you to read and sign prior to any treatment:  
 
1. All patients must complete our information and insurance form before seeing the doctor 
2. For your convenience we accept cash, check, Visa, MasterCard and Discover.  
We have contracts with most commonly used insurance companies.  Please check with your insurance 
company if we accept your insurance, insurances, deductible information.  If we do not accept your 
insurance policy, as a courtesy, we will bill your company.  Your insurance policy is a contract between 
you and your insurance company.  We are not a party of that contract.  If we bill your insurance 
company and they have not paid your account in full within 45 days, the balance may be automatically 
transferred to your credit card or billed directly to you.  Any subsequent visits must be paid in full at the 
time the services are rendered.  Please be aware that some insurance companies, including Medicare, 
may determine treatment to be non-covered or find it not to be reasonable or necessary.  Such services 
will be billed and payment is due upon receipt of bill.  
Regarding insurance plans where we are a participating provider: All co-pays and deductibles are due 
at the time of treatment.  If there are any additional procedures performed, they may be subject to an 
additional Co-Payment, Deductible or Co-Insurance. Please refer to your HealthCare Plan for additional 
information. In the event that your insurance coverage changes to a plan where we are not a 
participating provider, refer to the above paragraph.  
Usual and customary rates: Our practice is committed to providing the best treatment for our patients 
and we charge what is usual and customary for our area.  You are responsible for payment regardless of 
any insurance company’s arbitrary determination of what constitutes a usual and customary rate.  
Minor patients: The adults accompanying a minor and the parents (or guardians of the minor) are 
responsible for full payment.  For unaccompanied minors, non-emergency treatment will be denied 
unless charges have been pre-authorized to an approved credit plan, Visa, MasterCard, Discover or 
payment by cash or check at the time of service has been verified.  
Missed appointment: Unless canceled at least 24 hours in advance, you may be subject to $35.00 no 
show fee.  Please help us serve you by keeping scheduled appointments.  
Forms: A $35.00 fee will be charged for each form requested to be filled out.  
Co-pays and Balances: Co-pays are due at the time of service.  If we need to bill you for the co-pay, 
there will be an additional $5.00 processing fee. You will also be asked to pay any outstanding balance.  
Insufficient Fund Fee:  Checks that are returned will be charged a $45.00 insufficient funds fee. 
Collection Fee: Unpaid balances may be turned over to an outside collection agency. In the event your 
account is turned over for collections, you as the patient will be responsible for all fees and costs 
associated with collecting the balance.  
 

If you have any questions regarding invoices please contact our billing office at (904) 547-2808 
I have read the Financial Policy and I understand and agree to its provisions.  

 
I confirm I understand that any retail items purchased are nonrefundable as we are unable to take back 
for redistribution.  

Patient Signature ________________________________________________________ Date _________ 



 

4867 Palm Coast Pkwy NW Unit 1 
Palm Coast FL, 32137 

386-490-9990 

AUTHORIZATION OF USE AND DISCLOSURE 

PROTECTED HEALTH INFORMATION 

RELEASE OF MEDICAL INFORMATION 

 

Patient Name: _________________________________________________________________________ 

Date of Birth: _____________________________________ Social Security #: ______________________ 

 

MY AUTHORIZATION 

You, GoldenFeet, Inc. may use or disclose my health care information. 

⃝  ALL my health information to be maintained by you. 

 
⃝  You may disclose my information to my Doctors. 

  Physician/ organization: __________________________________________________ 

  Physician/ organization: __________________________________________________ 

  Physician/ organization: __________________________________________________ 

 
⃝  You can disclose my information to my Friends/ family  

  Name: ____________________________________ Relation: ______________________ 

  Name: ____________________________________ Relation: ______________________ 

  Name: ____________________________________ Relation: ______________________ 

 
This authorization ends:  

 ⃝ On date ________________ 

 ⃝ When the following event occurs _______________ 

 ⃝ Until notified in writing 

 

____________________________________________ _______________________________ 

Patient or Legally authorized signature   Date 

  



 

4867 Palm Coast Pkwy NW Unit 1 
Palm Coast FL, 32137 

386-490-9990 

             E-PRESCRIBING/MEDICATION HISTORY CONSENT FORM  

  

e-Prescribing is defined as a physician's ability to electronically send an accurate, error free, and 

understandable prescription directly to a pharmacy from the point of care. Congress has determined 

that the ability to electronically send prescriptions is an important element in improving the quality of 

patient care. E-Prescribing greatly reduces medication errors and enhances patient safety. The Medicare 

Modernization Act (MMA) of 2003 listed standards that have to be included in an ePrescribe program.  

These include:   

• Formulary and benefit transactions — Gives the prescriber information about which drugs are 

covered by the drug benefit plan.   

• Medication history transactions - Provides the physician with information about medications the 

patient is already taking to minimize the number of adverse drug events.   

• Fill status notification - Allows the prescriber to receive an electronic notice from the pharmacy telling 

them if the patient's prescription has been picked up, not picked up, or partially filled.   

 

By signing this consent form you are agreeing that Goldenfeet Podiatry can request and use your 

prescription medication history from other healthcare providers and/or third party pharmacy benefit 

payors for treatment purposes.   

  

Understanding all of the above, I hereby provide informed consent to Goldenfeet Podiatry to enroll me 

in the e-Prescribe Program. I have had the chance to ask questions and all of my questions have been 

answered to my satisfaction.   

 

 

_____________________________________    ________________________ 

Print Patient Name         Patient DOB   

  

______________________________________    _________________________ 

Signature of Patient or Guardian/ POA       Date   

  

______________________________________ 

Relationship to Patient   



  
             

                                                     

 



  
       

 

 

 



  

      

 

 



 

 

 



 

 

Retail Items  

All retail items are final. Items are nonrefundable as we 

are unable to take back for redistribution.  

 

Thank you.  

 

Patient Signature________________________  

PATIENT NAME PRINT: _________________________________ 

Date___________ 

 

GOLDEN FEET PODIATRY 

4879 PALM COAST PKWY NW #2 

PALM COAST, FL 32137 

PHONE (386)490-9990 

FAX (386)263-8768 

 




