
 PATIENT INFORMATION 

 Toda\¶V DaWe: __________   PaWienW Name: ________________________________________DaWe of BiUWh: ____________ 

 AddUeVV: __________________________________________ CiW\/SWaWe: ______________________Zip: ______________ 

 Home Phone: (______) ______-_________ Cell: (______) ______-_________ We Zill call/We[W appoinWmenW UemindeUV. 

 Email AddUeVV: ________________________________  (FoU inWeUnal XVe onl\) 

 Se[:  M  F   PUimaU\ LangXage: _________________  Race: ________________ EWhniciW\: ___________ 

 Who iV UeVponVible foU pa\menW? _________________________________RelaWionVhip: ____________________________ 

 Who UefeUUed \oX? ______________________  FUiend  InVXUance Co  Facebook  Google  Yelp  InVWagUam 

 EMERGENCY CONTACT 

 PaWienW¶V EmeUgenc\ ConWacW: ______________________ RelaWionVhip: ___________ Phone: (______) ______-________ 

 PaWienW¶V SpoXVe Name: ______________________  DOB: _______ 

 PHARMACY INFORMATION 

 PhaUmac\ Name: _____________________ AddUeVV CiW\/SWUeeW: _________________________Phone: (______) __________ 

 PRIMARY CARE PROVIDER  :  (  5HTXLUHG  fRU ALL MedicaUe/AdYanWage  Plan  V)  I Do NoW HaYe a PUimaU\ DocWoU 

 PUimaU\ CaUe PUoYideU Name: _______________________________________________    DaWe LaVW Seen: _____________ 

 PUimaU\ CaUe PUoYideU AddUeVV: ______________________________________________ 

 INSURANCE POLICY INFORMATION  -  (ReTXiUed info b\  inVXUance companieV) 

 IV Whe paWienW Whe pUimaU\ polic\ holdeU?  YeV  No ->  IF NO,  SOHaVH cRPSOHWH WKH IROORZLQJ VHcWLRQ: 

 WhaW iV Whe name of Whe peUVon Zho iV Whe inVXUance polic\ holdeU?: ___________________________________ 

 Polic\ HoldeU Se[:  M  F    Polic\ HoldeU DOB:  ___________________ 

 WhaW iV Whe  patient¶s  UelaWionVhip Wo polic\ holdeU?:  SpoXVe  Child  OWheU 

 DESIGNATION OF RELATIVES, CLOSE FRIENDS, CAREGIVERS AS REPRESENTATIVE: 
 I  agUee  WhaW  Whe  pUacWice  ma\  diVcloVe  ceUWain  of  m\  healWh  infoUmaWion  Wo  a  PeUVonal  RepUeVenWaWiYe  of  m\  chooVing, 
 Vince  WhiV  peUVon  iV  inYolYed  ZiWh  m\  healWh  caUe  oU  pa\menW  UelaWing  Wo  m\  healWh  caUe.  In  WhaW  caVe,  Whe  pUacWice  Zill 
 diVcloVe onl\ infoUmaWion WhaW iV diUecWl\ UeleYanW Wo Whe peUVon¶V inYolYemenW ZiWh m\ healWh caUe oU pa\menW. 

 PULQW NaPH: ____________________ PKRQH NXPbHU  ____________________  RHOaWLRQ  _____________ 

 PULQW NaPH: ____________________ PKRQH NXPbHU  ____________________  RHOaWLRQ  _____________ 

 PULQW NaPH: ____________________ PKRQH NXPbHU  ____________________  RHOaWLRQ  _____________ 



 PaWienW Name: ________________________________________DaWe of BiUWh: ____________ 

 CURRENT PROBLEM  :  LEFT  RIGHT  BOTH  FEET/ANKLES 

 DeVcUibe \oXU cXUUenW pUoblem? _________________________________________________________________________ 

 CXUUenW Pain Scale 1-10: ____  HoZ did WhiV pUoblem begin?  ____________________ When did iW VWaUW? _____________ 

 WhaW makeV \oXU pUoblem beWWeU?__________________________ WhaW makeV iW ZoUVe? _________________________ 

 WaV iW a ZoUk-UelaWed injXU\?  YeV  No  Do \oX plan  on filing foU ZoUkeUV compenVaWion?  YeV  No 

 CURRENT MEDICATIONS  : POHaVH OLVW ALL PHGLcaWLRQV  NONE  I Zill bUing m\ liVW Wo m\ appoinWmenW 
 MedicaWion Name  DoVe  HoZ ofWen?  MedicaWion Name  DoVe  HoZ ofWen? 

 _____________________  _______  ____________  _____________________  _______  ____________ 

 _____________________  _______  ____________  _____________________  _______  ____________ 

 _____________________  _______  ____________  _____________________  _______  ____________ 

 _____________________  _______  ____________  _____________________  _______  ____________ 

 _____________________  _______  ____________  _____________________  _______  ____________ 

 MEDICAL CONDITIONS  NONE - I do noW haYe ANY medical  condiWionV 

 BL22D DI625DE56  None  Blood CloWV  Take Blood ThinneUV  Sickle Cell  _____________ 

 CANCE5  None  Melanoma  STXamoXV Cell  BaVal Cell  Bone CanceU  _____________ 

 DE9EL23MEN7AL  None  Spina Bifida  CeUebUal PalV\  DoZn S\ndUome  _____________ 

 END2C5INE  None  DiabeWeV T\pe 1  / T\pe 2  H\poWh\Uoid  _____________ 

 DIGE67I9E 6<67EM  None  IBD/CUohn¶V  LiYeU DiV  SWomach UlceUV  Acid ReflX[  ___________ 

 HEA57 & 9A6C8LA5  None  HeaUW AWWack  AUWeUial DiVeaVe  High Blood PUeVVXUe  CholeVWeUol 

 HeaUW DiVeaVe  HeaUW FailXUe  A-Fib  ValYe DiVoUdeU  ___________ 

 INFEC7I2N6  None  MRSA  HIV/AIDS  HepaWiWiV  Bone  InfecWion  _____________ 

 IMM8NE 6<67EM  None  RheXmaWoid  LXpXV  FibUom\algia  _____________ 

 KIDNE<  None  Kidne\ DiVeaVe SWage ___  Dial\ViV  _____________ 

 L8NG6  None  COPD  Emph\Vema  _____________ 

 M86C8L2-6KELE7AL  None  AUWhUiWiV  OVWeopoUoViV  FibUom\algia  _____________ 

 NE59286 6<67EM  None  SWUoke  MXlWiple ScleUoViV  PaUkinVonV  NeXUopaWh\  _____________ 

 36<CH2L2GICAL  None  DepUeVVion  An[ieW\  _____________ 

 6KIN  None  RaVheV___________  Skin CanceU _________  UlceUV  _____________ 

 27HE5  C2NDI7I2N  (S)  :  _____  BBBBBBBBBBBBBBBB  _____  BBBBBBBBBBBBBBBB  _____  BBBBBBBBBBBBBBBB 



 PaWienW Name: ________________________________________DaWe of BiUWh: ____________ 

 ALLERGIES  :  NONE  LaWe[  ShellfiVh  Iodine  Food  ______  AneVWheVia:________  OWheU _______ 

 DUXg AlleUgieV:  _________________________________  REACTION: _____________________________________ 

 PREVIOUS SURGERIES  :  NONE 
 T\pe of SXUgeU\  DaWe  T\pe of SXUgeU\  DaWe 

 ____________________________  ___________  ____________________________  ___________ 

 ____________________________  ___________  ____________________________  ___________ 

 PREVIOUS HOSPITALIZATIONS  :  NONE 
 ReaVon foU HoVpiWali]aWion  DaWe  ReaVon foU HoVpiWali]aWion  DaWe 

 ____________________________  ___________  ____________________________  ___________ 

 ____________________________  ___________  ____________________________  ___________ 

 FAMILY HISTORY  :  NONE  DiabeWeV  CanceU  HeaUW  DiVeaVe  High Blood PUeVVXUe  SWUoke 
 Bleeding DiVoUdeU  RheXmaWoid AUWhUiWiV  OWheU  _____________________ 

 SOCIAL HISTORY  :  MaUiWal  SWaWXV:  Single  MaUUied  PaUWneUed  SepaUaWed  DiYoUced  WidoZed 
 Did \RX dUink an\ alcRhRl in SaVW \eaU:  NR  YeV  -  If YeV, hRZ RfWen:  MRnWhl\  Weekl\  2-4  WimeV/Zk  Dail\ 

 HRZ man\ dUinkV in a W\Sical da\:  0  1-2  3-4  5+   HRZ man\  days per year  dR \RX dUink 6+/da\:  ___ 

 UVe of Tobacco:  NeYeU Smoked  QXiW ± hoZ long ago?  _____  CXUUenWl\ Smoke ____ packV/da\ foU ____  \UV 

 REVIEW OF SYSTEMS  - AUe \oX cXUUenWl\ e[peUiencing  an\ of Whe folloZing V\mpWomV: 

 MUSCULOSKELETAL:  None  FooW/Ankle Pain  Back  pain  MXVcle acheV  _________ 

 INTEGUMENTARY:  None  Nail pUoblem  DU\ Skin  CallXV  RaVh  _________ 

 CONSTITUTIONAL:  None  FeYeU  ChillV  WeighW loVV  _________ 

 CARDIOVASCULAR:  None  CheVW pain  Calf Pain  Limb VZelling  _________ 

 RESPIRATORY:  None  DifficXlW\ bUeaWhing  CoXgh  Whee]ing  _________ 

 NEUROLOGICAL:  None  DifficXlW\ Zalking  NXmbneVV/Tingling  BXUning  _________ 

 PSYCHIATRIC:  None  ReVWleVV  An[ieW\  DepUeVVion  HallXcinaWionV  _________ 

 ENDOCRINE:  None  Cold inWoleUance  E[ceVViYe  XUinaWion  _________ 

 HEMATOLOGIC:  None  E[ceVViYe bleeding  EaV\ bUXiVing  _________ 

 ADDITIONAL INFORMATION 

 HeighW ___¶____´  WeighW _____lbV  Shoe Si]e _______ 

 HaYe \oX had an  InflXen]a Vaccine  (FlX ShoW) ZiWhin  Whe laVW \eaU?:  __Y   /  __N 

 HaYe \oX had a  PneXmonia Vaccine  eYeU in \oXU lifeWime?  __Y   /  __N 

 AUe \oX pUegnanW?  __Y   /  __N   AUe \oX nXUVing?        __Y   /  __N 

 Do \oX haYe diabeWeV?   __Y   /  __N  RecenW A1c? ___   Name of docWoU managing \oXU diabeWeV: _____________________ 



 2FFICE 32LICIE6 & 352CED85E6  :  ________ (IQLWLaO) 

 TheVe  policieV  haYe  been  eVWabliVhed  Wo  help  XV  conWain  coVWV  and  pUoYide  Whe  beVW  poVVible  caUe  Wo  all  paWienWV.  PleaVe 
 acknoZledge \oXU XndeUVWanding of WheVe policieV b\ iniWialing aboYe. 
 1.  OXU  office  Zill  ZoUk  Wo  deWeUmine  \oXU  inVXUance  benefiWV  pUioU  Wo  \oXU  YiViW.  PleaVe  noWe  WhaW  pa\menW  in  fXll  iV 

 e[pecWed aW Whe Wime of \oXU YiViW baVed on Whe benefiWV pUoYided b\ \oXU inVXUance caUUieU. 
 2.  The paWienW iV UeVponVible foU all inVXUance coYeUage, co-inVXUance, dedXcWible, and copa\V. 
 3.  The paWienW iV UeVponVible foU an\ UeTXiUed UefeUUal pUioU Wo hiV/heU YiViW. 
 4.  If  \oXU  check  iV  diVhonoUed/UeWXUned  foU  an\  UeaVon,  Ze  Zill  elecWUonicall\  debiW  \oXU  accoXnW  foU  Whe  amoXnW  of 

 Whe check + $35 pUoceVVing fee. 
 5.  TheUe  iV  a  $25.00  fee  chaUged  foU  all  papeUZoUk  compleWed  b\  docWoUV.  (i.e.  DiVabiliW\  foUmV,  FMLA  papeUZoUk, 

 eWc.) PleaVe alloZ aW leaVW 3 bXVineVV da\V foU WheVe UeTXeVWV. 
 6.  ReTXeVWV  foU  copieV  of  medical  UecoUdV:  PXUVXanW  Wo  NoUWh  CaUolina  code  �  90.411  Whe  fee  iV  $10.00  plXV  50  cenWV 

 peU  page  foU  Whe  fiUVW  50  pageV;  When  25  cenWV  peU  page  WheUeafWeU.  An\  applicable  poVWage  feeV  Zill  alVo  be 
 aVVeVVed. TheUe iV a $10 fee Wo cop\ [-Ua\V Wo diVc. PleaVe alloZ aW leaVW 3 bXVineVV da\V foU WheVe UeTXeVWV. 

 7.  All  medical  deYiceV  and  dXUable  medical  eTXipmenW  (cXVWom  oUWhoWic,  inVoleV,  Zalking  caVW  booWV,  nighW  VplinWV, 
 VXUgical VhoeV, oUWhoWicV, eWc.) aUe non-UefXndable. 

 8.  TheUe iV a $7 peU monWh billing fee foU accoXnWV Xnpaid afWeU WhiUW\ da\V 
 9.  Billing TXeVWionV peUWaining Wo lab feeV VhoXld be diUecWed Wo Whe lab fUom Zhich Whe bill ZaV UeceiYed. 
 10.  TheUe iV a $45 no VhoZ fee oU failXUe Wo UeVchedXle aW leaVW 24 hoXUV in adYance of Whe appoinWmenW. 

 C2N6EN76, A87H25I=A7I2N6, AND A66IGNMEN7 2F BENEFI76  :  ________ (IQLWLaO) 

 1.  CONSENT  TO  TREAT  :  The  undersigned  consents  to  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  and  its  providers 
 performing  an\  initial  or  subsequent  evaluations,  examinations,  x-ra\s,  laborator\  procedures,  other  tests,  medications,  medical 
 treatment,  surger\,  ph\sical  therap\,  home  instructions,  orthotics,  or  other  durable  medical  equipment.  The  undersigned  acknowledges 
 that  it  is  their  dut\  to  schedule  the  patient's  follow-up  appointments,  other  services,  prescriptions,  and  ordered  items.  An  ownership 
 stake  in  patholog\  services  ma\  provide  financial  benefits  to  some  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  ph\sicians. 
 You  have  the  right  to  choose  a  different  patholog\  provider  because  of  this  ownership  interest,  and  we  will  make  arrangements  for  \ou 
 to  do  so  upon  \our  request.  The  undersigned  also  acknowledges  that  while  providers  exercise  reasonable  skill  and  diligence  in 
 providing care, the\ do not guarantee outcomes or treatment. 

 2.  DIGITAL  E-PRESCRIBING  :  I  authori]e  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  and  its  associates  to  view  m\ 
 external  prescription  histor\  via  electronic  e-prescribing  services.  I  understand  that  prescription  histor\  from  multiple,  other 
 unaffiliated,  providers,  insurance  companies,  pharmacies  and  pharmac\  benefit  managers  ma\  be  viewable  b\  the  providers  and  staff 
 of  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  and  it  ma\  include  prescriptions  back  in  time  for  several  \ears  and  ma\ 
 include  prescriptions  to  treat  HIV,  substance  abuse  and  ps\chiatric  conditions.  If  applicable,  I  understand  that  m\  prescription  histor\ 
 will  become  part  of  m\  record  at  this  practice.  I  understand  all  of  the  above,  I  hereb\  provide  informed  consent  to  INSTRIDE  FOOT 
 &  ANKLE  SPECIALISTS,  PLLC  to  enroll  me  in  the  e-prescribe  program.  This  consent  will  remain  enforced  until  revoked  or 
 changed. 

 3.  ASSIGNMENT  OF  BENEFITS  :  I  hereb\  irrevocabl\  assign,  transfer  and  conve\  to  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS, 
 PLLC  and  an\  practitioner  providing  care  and  treatment  to  me/m\  dependent,  an\  and  all  benefits  and  all  interest  and  rights  (including 
 causes  of  action,  the  right  to  enforce  pa\ment  and  the  right  to  appeal  an  adverse  benefit  determination)  to  which  I  am  entitled  under  an 
 emplo\ee  benefit  plan  sponsored  b\  m\  emplo\er,  all  insurance  policies,  benefits,  an\  third-part\  reimbursement,  or  prepaid  health 
 care plan for services rendered or products I received from INSTRIDE FOOT & ANKLE SPECIALISTS, PLLC. 

 4.  MEDICARE  ASSIGNMENT  :  I  agree  to  complete  the  Medicare  screening  form  annuall\  and  certif\  that  the  information  I  provided 
 when  appl\ing  for  pa\ment  under  Section  XVIII  of  the  Social  Securit\  Act  is  accurate.  I  grant  permission  for  the  Social  Securit\ 
 Administration  or  its  intermediaries  to  obtain  information  about  me,  as  well  as  an\  information  required  to  submit  a  Medicare  claim 
 on  m\  behalf.  I  request  that  pa\ment  and  authori]ed  benefits  be  made  on  m\  behalf.  I  assign  benefits  pa\able  for  services  to 
 INSTRIDE FOOT & ANKLE SPECIALISTS, PLLC. 

 5.  AUTHORIZATION  TO  RELEASE  INFORMATION  :  I  give  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  and  its  agents 
 permission  to  share  m\  health  information  with  an\  of  the  following  entities  for  pa\ment,  treatment,  or  healthcare  operations:  an\ 
 practitioner,  support  staff,  or  facilit\  involved  in  m\  care  plan  or  care  transfer,  as  well  as  m\  insurance  compan\  and  its  affiliates.  I  am 
 aware  that  the  Privac\  Notice  outlines  the  potential  uses  and  disclosures  of  m\  Health  Information.  On  our  website,  \ou  can  find  the 
 HIPAA  Notice  of  Privac\  Practices.  Individual  copies  are  available  in  the  lobb\  and  in  the  office.  I  have  read  m\  HIPAA  rights,  which 
 include pa\ing for records, and I have had the opportunit\ to read them. 



 6.  DESIGNATION  OF  AUTHORIZED  REPRESENTATIVE  :  I  authori]e  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  (and 
 its  agents)  to  act  on  m\  behalf  to  recover  benefits  from  m\  emplo\ee  benefit  plan,  insurance  polic\,  and  an\  third-part\ 
 reimbursement  or  prepaid  health  care  plan  b\:  1)  requesting  and  receiving  a  cop\  of  the  summar\  plan  description;  2)  pursuing  a 
 benefit  claim;  3)  appealing  an\  adverse  benefit  determination;  and/or  4)  filing  a  legal/equitable  action.  I  acknowledge  and  agree  that 
 m\  designated  representative  shall  have  full  authorit\  to  act  and  receive  notices  on  m\  behalf  with  regard  to  an  initial  determination  of 
 the  claim  for  health  benefits  relating  to  treatment  and  health  care  services  received  b\  me  or  m\  dependent  at  INSTRIDE  FOOT  & 
 ANKLE SPECIALISTS, PLLC, an\ requests for documents relating to this claim, and an appeal of an adverse claim determination. 

 7.  FINANCIAL  AGREEMENT  :  To  the  extent  I  am  legall\  obligated  to  do  so,  I  hereb\  promise  to  pa\  for  an\  and  all  goods  or  services 
 received  or  provided  to  me  or  m\  dependent.  I  am  aware  that  I  am  responsible  for  an\  and  all  copa\ments,  deductibles,  coinsurances, 
 OTC  (over-the-counter)  convenience  items,  non-covered  services,  and  other  charges  incurred  during  the  service  or  during  the 
 pre-operative  appointment.  I,  as  the  designated  responsible  part\,  am  liable  for  all  funds  owed  to  INSTRIDE  FOOT  &  ANKLE 
 SPECIALISTS,  PLLC  in  the  event  that  the  insurance  compan\  misrepresents  their  coverage  or  dela\s  pa\ment  of  a  claim  for  more 
 than  60  da\s.  This  applies  regardless  of  the  assignment  of  benefits.  Additionall\,  I  am  aware  that  the  insurance  contract  is  between  me 
 and the compan\; As a result, if a polic\holder has questions about benefits, the\ should first get in touch with the insurance compan\. 

 8.  CONSENT  FOR  PHOTOGRAPHY  :  I  authori]e  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  to  take  photographs  during 
 the  course  of  m\  treatment.  I  understand  that  the  media  is  the  propert\  of  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  ,  and  I 
 ma\  obtain  a  cop\  upon  m\  written  request.  I  agree  and  authori]e  the  use  of  the  media  in  m\  medical  record  and  for  teaching 
 purposes, which includes being shown to other patients. I am aware that m\ name and identit\ will not be disclosed. 

 9.  CONSENT  FOR  COMMUNICATION:  I  give  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  and  its  associates  permission  to 
 call  me  at  an\  account-associated  phone  number,  including  wireless  phone  numbers,  that  could  UeVXlW  iQ  chaUgeV  WR  Pe  .  INSTRIDE 
 FOOT  &  ANKLE  SPECIALISTS,  PLLC,  and  its  partners  ma\  likewise  reach  me  b\  sending  instant  messages  or  messages,  utili]ing 
 an\  email  address  \ou  give  us  to  utili]e.  Pre-recorded  or  artificial  voice  messages  and/or  an  automatic  dialing  device  ma\  be  used  as 
 methods of communication. 

 10.  PRIVACY  NOTICE  :  I  understand  that  INSTRIDE  FOOT  &  ANKLE  SPECIALISTS,  PLLC  ma\  use  and  disclose  m\  protected 
 health  information  for  purposes  of  treatment,  pa\ment,  and  health  care  operations.  We  ma\  use  \our  protected  health  information  for 
 our  own  health  care  operations  and  for  those  of  the  Organi]ed  Health  Care  Arrangements  in  which  we  participate.  I  also  acknowledge 
 that  I  have  received,  have  been  offered  to  read  the  notice  at  www.instridefoot.com,  or  have  received  in  the  past  a  cop\  of  the 
 PracWice¶s  NoWice  of  PriYac\  PracWices  ,  which  provides  information  about  how  the  practice,  and  individuals  involved  in  m\  care  in 
 the  practice,  ma\  use  and  disclose  m\  protected  health  information.  As  provided  in  the  notice,  the  terms  of  the  notice  ma\  change.  To 
 obtain a cop\ of an\ current notice, contact the privac\ office at  INSTRIDE FOOT & ANKLE SPECIALISTS, PLLC. 

 I  understand  that  I  have  the  right  to  request  that  the  practice  restrict  how  m\  protected  health  information  is  used  or  disclosed  for 
 treatment,  pa\ment  or  health  care  operations,  but  I  also  understand  that  the  practice  is  not  required  to  agree  to  a  requested  restriction. 
 However,  if  the  practice  does  agree,  it  is  bound  b\  that  agreement.  I  understand  that  I  have  the  right  to  revoke  this  consent  in  writing  at 
 an\  time,  except  to  the  extent  that  the  practice,  or  individuals  involved  in  m\  care  in  the  practice,  have  alread\  used  or  disclosed 
 protected health information in reliance on m\ prior consent. 

 AFFIRMATION  : 

 I  ceUWif\,  Wo  Whe  beVW  of  m\  knoZledge,  I  haYe  anVZeUed  Whe  TXeVWionV  on  WhiV  foUm  accXUaWel\.  I  XndeUVWand 
 WhaW  pUoYiding  incoUUecW  infoUmaWion  can  be  dangeUoXV  Wo  m\  healWh.  I  XndeUVWand  WhaW  iW  iV  m\  UeVponVibiliW\  Wo 
 infoUm Whe docWoU and office VWaff of an\ changeV in m\ medical VWaWXV. 

 I  giYe  peUmiVVion  Wo  Whe  pUacWiWioneUV  aW  InSWUide  FooW  and  Ankle  SpecialiVWV  Wo  adminiVWeU  and  peUfoUm  an\ 
 diagnoVWic,  WheUapeXWic  and/oU  opeUaWiYe  pUocedXUeV  aV  ma\  be  deemed  medicall\  neceVVaU\  in  diagnoViV 
 and/oU WUeaWmenW of m\ condiWion. 

 PaWienWV/minoUV  XndeU  Whe  age  of  18,  Zill  noW  be  WUeaWed  ZiWhoXW  a  paUenW  oU  legal  gXaUdian  pUeVenW.  If  anoWheU 
 famil\  membeU,  caUeWakeU  oU  fUiend,  oYeU  Whe  age  of  18  Zill  be  pUeVenW;  ZUiWWen  conVenW  fUom  Whe  paUenW/legal 
 gXaUdian VWaWing aV VXch mXVW be pUeVenWed aW Whe Wime of Whe appoinWmenW. Thank \oX. 

 ___________________________________                  ______________________________________ 
 PaWienW Name (PRINT)  Legal GXaUdian (PRINT) 

 ___________________________________                  _____________________________________ 
 PaWienW SignaWXUe  Legal GXaUdian SignaWXUe 


