
4 Courthouse Lane
Chelmsford, MA 01824  (978)441-9241

360 Merrimack Street
Lawrence, MA 01843  (978) 552-3194

260 Merrimac Street
Newburyport, MA 01950  (978) 463-0086  

WELCOME TO OUR OFFICE

*� Workmans Related Injury   *� Auto Accident    *� Other Responsible Party

* Must PResent dOcuMentAtIOn Of lIAbIlIty PRIOR tO dAte Of tReAtMent.

OFFICE POLICY REGARDING INSURANCE

To preserve the best possible relationship with you, our patient, and to preavent any misunderstanding, we hope

the following explanation of our office policy regarding insurance and payment for services is helpful.

1) Professional services are rendered and billed directly to your insurance carrier; however you, the
patient/guardian, are directly responsible for services rendered by the doctor. A health insurance policy is a
contract between you (the patient or subscriber) and your insurance carrier. If for any reason the insurance
carrier denies charges, payment for any services rendered will become the responsibility of the
patient/guardian.

2) We expect and appreciate payment for office visits at the time of service. We will accept cash, check,

MasterCard, Visa or debit card.

3) For any insurance plan that requires authorization from a primary care physician (e.g. HMO, PPO, etc.) 

it is your responsibility (as patient or guardian) to be sure that this office receives all necessary

referrals or authorizations PRIOR to treatment. If the insurance carrier denies any charges due to lack

of referral authorization, you (the patient or guardian) are responsible for all charges incurred.

4) If any type of supplies are dispensed during the course of treatment, (e.g. arch supports,

accommodative pads, creams, surgical shoes, etc) are non-refundable and  payment is due at the time

of service. We cannot bill you or the insurance company for these supplies.

5) I have read, understand and agree to the above office policies and understand that I am financially

responsible for any balance due on my account.

6) 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 I so chose) and understood the Notice.

* * *



HOW DID YOU LEARN ABOUT US?

Please check all statements that apply:

� 1. My friend _________________________________________ told me about your office.

� 2. Doctor ______________________________________________________ referred me.

� 3. Your location is convenient to my home or office.

� 4. I noticed your: � Yellow Pages Ad � Radio

� Newspaper Ad � Mailing

� 5. _____________________________________________________ Hospital referred me 

� 6. I saw Dr. ________________________________________ at a lecture / foot screening.

� 7. Other _________________________________________________________________



I hereby give my permission to the Doctors at New England Foot and Ankle to administer treatment and to perform such
procedures as may be deemed necessary in the diagnosis and/or treatment of my foot condition, and authorize, to the
extent necessary, disclosure of medical information to assist in processing my insurance claim and to communicate with
the treating physicians. Furthermore, I assign all payment of medical benefits provided by my insurance company policy
for medical/surgical care to New England Foot & Ankle, P.C.

OTHER MEDICAL
PROBLEMS:

Primary Doctor: ________________________________________________________ Last visit: __________________

Address: ______________________________________________________________

Previous Podiatrist:______________________________________________________ Last visit: __________________

Pharmacy Name: _______________________Address: _________________________________Telephone: __________

What is your foot/ankle problem? ______________________________________________________________________

How long has it been present?     _______ weeks    _______ months    _______ years

� Memory Problems


