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RYAN FOOT AND ANKLE CLIN IC, P.C.
LAWRENCE BROWN, D,P.M.,  O.A.B.P S

2!5r l  N DYKE, SUttE rOO

CENTER LINE, MI4AOI5

TELEPHoNE: (546) 7sa-s77o

FAcsrM'LE: (sa6) 7ss-6:34

We wish to welcome you to orr  o l f i re
help us become better acquainteC. . f
hes i tate to as k.

NAI4E

WE ARE PLEASED T.) IIAVE YOU WITE US

- Pfease answer these quest ions to
you need any help,  p lease don,t

DATE OT' BIRTH AGE

CITY ztPADDRESS:

HOME * woRK * ArT t+

SOCIAI SECURIAY#

EMAIL ADDRESS

MARITAI" STATUS sEx

EMPLOYER OCCUPATION

INSURANCE COMPANY

POIICY HOTDER NAME AND DATE O!' BIRT1I

HOW DTD YOU FIND OUT ASOUT OUR OFF]CE

EMERGENCY CONTACT NAME ]IND N'I}4BER

I  hear:by g:ve pernission tc D..  Lr ! . rence
aclninister t reatment and to per:ort :  such
deemed necessary in the dia! . ,osis ard/or
condl t iorL.

Brown or Dr.  Steven Magier to
nrnol operat ive procedur:es as
treatment of  my foot or ankle

POLICY SOLDER

f request lhat  payment of  a j thor. ized i rsurance benef i ts be m:. te on mw
behal |  .o:
Ryan Foct & Ank]e Cl in ic,  p.C./  Dr. .  Lar, , rence Brown/ Dr.  Steven Magier
for any serv:ces furnished n.  by ! l r : t  physic ian/c l in ic/suppl ier .  I
author ize thrs c l in ic to refease ar:y i . format ion pert inent Lo my case
to ny insurance company (conpan:esj .

I  agree to be f lnancial ly rspons:bLe :or alL charges incuired at  th is
clrnic includrng my insurancc de. luc:rbte,  co-paynent and any services
rejected by f i ry insurance co :ranl  .  I  u.r . jersrand that i t  is  nLy
responsibi l r ty to know ny i I ]s.rrarc._ f r tdn and at l  appt icable
l imitat ions/restr : ic t ions an.r /cr  coirys and deduct ib le fot  which r  mav
be charged.

A photocopy oi  th is assignment shal  I  be considered as ef fect ive and
val id as che or: lg inal .

PAT]ENTS SIGN_ATURE DATE



Pr:lTf ENT ' S NAME

MEDICAL INFORMATION
This In:ormation is lmportant For Our Records And your Health

Describe your foot problem

How long has it been bothering you?_Dals __ Weeks_Years
Any past problems oi your feet and ankles?

Any past surgical procedures on your feet or ankles?

Shoe size
Are you allergic or sensitive to:

Antibiotics (Penicil l in, SulJa, dru:s, etc.?)
Any medicines

CLffe .t  Weight _ le.g.] l_

Betadine(lodine)?-_ O:iter

Any problem with local anestheticsi Novocaine, Lidocain3)? yes_ No
Are you al fergic to ins.rct  b i tes/bee sl in( ts? yes No

Have you had problems taklng e,spirin or lbuprofen (.,cv l, t,.1o1rin)?
yes_No_

GENERAL HEALTH INFORMA;ION

Have yo! had any serious i l lnesses?

Do you have Diabetes? Yes_No_ lf yes, do you lake insulin? Yes No_
Number of Y( ars

Have you had any major suroe|es', '
Are you under a pir , , ic ,  rn s c l re1/es_ No___lf yes, for what condition

Family Physician Date you last s3w tit is Doctor

What medications co you take reg! arly? _

i,, lay we contact your physician abc!t your health? Yes ___ No
Name of yo.rr Phar' 1./ or D Lo . re

OVER



Check tr any of the following you have, or have had a problem with:
tr Heart tr Asihma tr Skin tr Unexplained w€ight loss
tr Circulatjon tr Stomach Ulcers tr Gout E Frequont Infoctions
tr Arthritis E Horrnones tr Tuberculosis tr Healing
tr Kidneys O Anemia tr Rheumalic Fever D Neurological Disorder
tr Lungs tr Bladder tr Liver E Intestines
B Cancer tr High Blood Pressure

Do you have
Hip
Knee
Other

any artificial joints?

Do you have Heart Valve lmplant? Yes _ NO

Family History

Mother Living_ Deceased_Cause of Death
Father Living _ Deceased_Cause of Death
Brother Living _ Deceased_Cause of Death
Sister Living_ Deceased_Cause of Death

Yes _ No
Yes _ No

ls th€re a family (blood relative) hislory ot:
E Heart Disease
tr Adhritis
tr Bleeding Disorder
tr NeLrrological Disorder
D Stroke
E Bunions
E Hammenoes
U FIAIICEI

tr Circulalion problems in legs or feet
Do yo! smoke? Yes _# packs per day No

Previously smoked? Yes # ol yoars_ No
0o you dink alcoholor beer? Yes_No_
tr Light Usage I -2 per week tr Moderate, 1 - 2 p6r day D Heavy, more ihan 2 per day
Employmenl: tr Sits atjob tr Stands atjob tr Stands & Watks atjob tr Relired

Signature_Dale



il{$
RYAN FtrtrT AND
LA\/VRENCE BROWN,

AN KLE C LIN IC, P.C.
D.F.M,,  D.4.E' ,P.3.

25511 vaN
cENrEr ! rNE, Mr 4ao I  5

TELEFTONEt I5E|6'  75E|.577O
F^EETMTLE! (5E|6) 759-5r 34

INSURANCE AUTHORIZATION AND WAIVER EORM

PATIENT NAME

INSURANCE CARRIER

INSURANCE NUMBER

I  REQUEST THAT PAYMENT OF AUTHORiZED INSiIRANCE BENEFITS BE MADE ON MY
BEHALF TO
RYAN FOOT& ANKI,E CLINIC, PCl DR. LAWRENCE BROWN/DR. STEPHEN MAGIER
FOR ANY SERVICES FURN]SHED ME BY THAT PHYSICIAN/CLINIC/SUPPL]ER. I
AUTHORIZE ANY HOLDER OF HOSPITAL AND/OR MEDICAL INFORMATION ABOUT ME
TO RELEASE TO THE J1EALTH CARE EINANCING ADMINISTRATION AND ITS AGENTS
OR MY PRTVATE ]NSURANCE COMPANY ANY INEORMATION NEEDBD TO DETERM]NE
THE BENEFTTS PAYABIE FOR RELATED SERVTCES.

] UNDERSTAND THAT I AM RESPONSIBLE FOR ANY CO_PAYMENTS AND/OR
DEDUCTIBLES. I  W]LL ALSO BE RESPONSTBT,E EOR ANY SERVICES THAT ARE NOT
COVERED BENEF]TS BY MY TNSURANCE CARRIER. ]T IS MY RESPONSIBTI, ITY TO
KNOW MY INSUMNCE COVERAGE.

I GIVE PERMISSION TO RYAN FOOT & ANKLE CLINIC, PC AND STAEF TO PERFOR}4
THE FOLLOWING ACTS:

TO TRANSM]T MY INSURANCE CLAIMS EI,ECTRON I CALLY / TO CALL INSURANCE
COMPANIES REGARDING BENEFITS A]ID CLAIM STATUS; TO SEND OFEICE
REMINDER/ RECAIL AND/OR WELCOME AND BIRTHDAY GREETINGS VIA MAIL; TO
SEND ALL LABS AND ]NFORMAT]ON THRoUGH THE LAB DELIVERY SYSTEM; To CALL
ME BY NAME IN THE OFFICE AND WAITING RooM; AND To CALL ME oN THE
TELEPHONE AND LEAVE MESSAGES.

A PHOTOCOPY OF THIS ASSIGNMENT SHALL BE CONSIDERED AS EEFEqI lVE AND
VALID AS THE ORIGINAL.

PATIENT' S SI GNATURE DATE



1' lc Dcprrrncnr of Hcshh rnd Human Sc.viccs has crrrbt j rhcd a *h, ivrcy Rl lc,  ro hclp rnru*
trrr p<rronel hcalth crn informsrion i3 protccrcd for privacy Thc ftiracy Rulc wrr rLo crcrted
rn ordcr ro pr lv jdc c rrendrrd for c.rrsin herlrh csrc providcr!  ro obtzio rhr ir  prci .Drr,coat!n! fo!
urct ud dir loaurcr of hcelrh iofolmrr jon abour rh. par i .nr ro ca..y out rrcrrmcnr,  p.ymcnr) or
lal . l i  ar.r  opartuons.

^r 
ou. p. tr .or w. rT. i  you to know rhrr wr r lepccr thc pnvrcy ofyour pcrroarl  mcdjcr l

ncords rn{ wi l ldo i l l  *e crn (o rccurc and p.orccr rhzr pr ivrct .  Wc,rnvc to d,*.yr r*c
fcsonrbLc prccrurion, ro prorcct your pnyscy Whcn ir ,s sppropriarc rnd n€c€rs.r)) wc p.oncta
.hc tuarmuE .cccrtrry infotrnroon to only rhosc wc fcct rrc in nccd ofyou, h.rjrh cr!.
rr formroon.nd inforrnrr jon rbour rr .rrmcnt,  p.ym.nt or h.al th crre opcmlrons, rn ordc, !o
DrcEd. hcrllh crft rh$ rr in your bcar rnlcrcrt

We rlio wrnt you ro l(Dow thrt wc suppoa your full acc:ss to your pcnond mcdic.l r.corch.r t h!y f,rv. !ndi.tct rrczrm?nr .iL.bonships wrrh yoLr (such ae lrboretorica lhrr enty itrt.r^cr
*r th physicirna rnd,qot prt icnrs),  rnd may havc ro disclo3c pc oncL hcsl th. informcrjoo for
puPotct of  t re!mco!,  psymcnl,  or hcr. Ih crrc opcrrt ionr.  Thcac cnt i t icr  arc mo!t  of tan not
r.(turftd ro obrrid prricnr con!cn!.

You mry r€turc (o con.cnr !o thc urc or disctosurc ofyour pcrronr) hcrJrh Inforrn.rion, bur
rlr]r !nu( b. in wrirjng. Undcr rhi,law, w€ havc rhc riBhr ro rcfusc ro rrcar you chould you choorc
to | ! i - r*  to d[c)or< your Pcnon&l Hc. lrh lnform.r ion (PHl).  t fyou choorc to grvc conscnr in (hir
ddue.^t ,  . t  rohc furu..  nmc you m.y r tqucsr to refugc zt l  or part  ofyour pHL you mey nor
rcvok! rcoon. t \ r t  havc: l rcady bccn trLen w ch rel icd on this or e prcvLourly signed conrcnt

_l f  you Mvc rny objcct ions ro this form, pl .sc rsk ro spcak wirh our HlpA,{ bomplrrncc

Ycu hrw thc nght ro rcvicw our pnvacy noUcc, !o requcsr rcatncr lons rnd rcvokc coorcn! rn
*nung ! l icr  you have rcvrcwcd our povacv noLrrc.

PATIENT CONSENT FORM

Signr(urc

COWLTANCE ASSURANCE NOTACATION FOR OLIR PATIENT9

G Os Wu.d hd&i.l

-n. oi.u. atEmDJ H4ld,l maoon (PHI) h! b..n Ldendicd r r urioo:t prcbtrm ceuirg puo
L@iEtu /1c., *8flBdon, s|d do.cr. wc enr rlu (o lnow rhrr.ilof ou. c6ployc.., |Mu$n.nd dero.r
c@s.u4uy uld.ryo m1^i.g & rbr !6.y My qd.drsnd rnd comply wich gtrm6.nr rula..d EglLdon
Etwd&g Lf'c H.!d tirunoc. Ponrbilr/ .od Ar@dnabrlry A.r (HlP,,'{) $d p.rocU! .oplul! o. o.

lh"*i 
R- ' \rc rtryc ro..hac tnc /r^ tugncrr rundmr .L\ca ud ;Fgnry,n p./orug rM<.r

It u au pdry to propcrly drr.n ac rpproprulc ur.! ofPHI o rccorirncc witi t\t gqwftnrrd rulq hwl
.'d ,.{u:-: w. *-r b .Du. L\d oq peoce 6d.r conr.ibuto in rry s/ ro rh. g;e:r,,s problsn of
np.lps dar..qn of PHI A! prrl of rhn pbn, y. haw impl.mcnrcd i Comph.ncc ftoFro dut lr. b.ri.,,,r
wll 1LrP r prsvtnr rry Inrppropnrrc L,* olPHl.

\r.t u.6 Liro drlt * rr: not pcrlicil B.cru!. ofig fd, our policy ir ro litr.. to olr.rnpl,oy*. rad oru
Fo..on sdge! riy drouiit of pcnr.&rtion if r\e7 f.€l L\rr u *ot rn lny p.y mmpFmjs our lotcy of
nqnry Morr lo, rr Rlcoo. ),oq $ptll rlSardirg.ny *rnc. pobl.m to rJr.r v. uuy !m.dy L\. llniroon

'I Itrr }!! fe b.!ry oM of ou idgl^it lduai Faoolt


