Apache Foot & Ankle Specialists

Lee Wittenberg, DPM

9710 W. Tropicana Ave, Suite 115

Las Vegas, NV  89147

Phone:  (702) 362-2622

Fax:  (702) 362-0422

PATIENT CONSENT
Patient Name:__________________________________________________________     

PATIENT CONSENT:
I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:
▪ Conduct, plan and direct my treatment and follow-up among the multiple           healthcare providers who may be involved in that treatment directly and indirectly.

▪ Obtain information from third-party payers
▪ Conduct normal healthcare operations such as quality assessments and physician certifications.
Patient Signature:_______________________________ Date:____________________
CONSENT TO TREATMENT:
I, the patient, parent, guardian, or guarantor, consent to treatment for the above named patient by the physician, Lee A. Wittenberg, DPM.  I consent to the release of protected health information in order that Lee A. Wittenberg, DPM can conduct, plan and directly treatment, obtain from third party payers, and conduct normal healthcare operations.  I understand that no further release of protected health information will be allowed unless I sign an authorization to release medical information.

Release of protected information for normal healthcare operations includes providing such information to your insurance company in order to obtain payment or authorization for services, verify coverage and benefits, and/or providing information to other providers in your treatment or care.  Information is released on a need to know basis.
Patient Signature:______________________________ Date:_____________________

CONSENT TO BILL INSURANCE:

I authorize the filing of any insurance claims on the patient’s behalf and sign payment to Lee A. Wittenberg, DPM.  I understand that I am liable for payments of any charges incurred regardless of insurance coverage.

Patient Signature: ______________________________Date:_____________________
