
364   East   Main   Street            4   Corporate   Drive   Suite   384  
                                                 Ansonia,   CT   06401   Shelton,   CT   06484  

P:   203-734-4806  
Email:   office@yalepodiatrygroup.com  

I   have   read   and   understand   the   payment   policies   set   forth   and   have   been   given   the   opportunity   to   ask   questions   about   this   policy.   I  
understand   my   responsibility   for   payment   of   my   account   with   Yale   Podiatry   Group   and   have   provided   to   the   best   of   my   ability   the   information  
requested   accurately   and   completely.  

 
_________________________________________________________________________________________________  
Signed   (patient,   parent   or   authorized   individual)      Date   
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Acknowledgement   of   Receipt   of   Notice   of   Privacy   Practices  

  
PLEASE   READ   THIS   ACKNOWLEDGMENT   PRIOR   TO   SIGNING:   

(Our   notice   of   Privacy   Practices   is   attached   to   our   clipboards,   displayed   in   the   waiting   area,   &  
is   also   available   on   our   website   @   www.yalepodiatrygroup.com)   

  

You   May   Refuse   to   Sign   This   Acknowledgment   
  

I   __________________________________________,   have   received   a   copy   of   Yale   Podiatry   Group's  
Notice   of   Privacy   Practices.   

  

____________________________________              _____________________________________   

Print   Name       Signature   
  

Date:   _____________________________   
  

 

                                                                                  For   Office   Use,   Only   
We   attempted   to   obtain   written   acknowledgement   of   receipt   of   our   Notice   of   Privacy   Practices,   but   acknowledgement  
could   not   be   obtained   because:   

◻    Individual   refused   to   sign   

□    Communications   barriers   prohibited   obtaining   the   acknowledgement   

◻ An   emergency   situation   prevented   us   from   obtaining   acknowledgement   

◻ Other   (Please   Specify)   

_________________________________________________________________________________________________   

__________________________________________________________________________________________   
  
  
  
  
MA   Initials:   _________________________________________________________________________________________________   
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Stay   Connected  

 

For   your   convenience   the   following   features   are   now   available:  

● Request   appointments   online  
● Receive   text   message   appointment   reminders  
● Refer   your   friends   online  
● Confirm   appointments   via   email  
● Submit   patient   satisfaction   surveys  
● Access   to   patient   portal  

o Request   a   refill   for   a   prescription   prescribed   by   your   podiatrist  
o Pay   your   bill   online  

● Receive   a   summary   of   your   visit  
o Secure   Messaging   

 
 

 
Contact   Preferences   (Appointment   Confirmations)  

 

Home   #   __________________________________  

           #   ___________________________________  

 

Cell   #______________________________________  

□    SMS   (Turn   on   text   message   notifications)  
 

Email:   _____________________________________@____________________  
 
 

Important   Notice:  
At   any   time,   you   may   specify   your   email   preferences   using   the   link   in   the    welcome   email    that   will   be   provided   to   you.   You  
may   select   features   you   wish   to   be   subscribed   to   or   you   have   the   option   to   unsubscribe   from   all.   Please   keep   in   mind  
these   are   additional   features   in   our   office   and   you   must   notify   a   staff   member   of   your   preferences.  

● Patient   portal  
o Online   bill   pay  

● Electronic   summaries   of   your   visit   
o Secure   Messaging  
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Patient   Information  
 

 
I   authorize   the   release   of   my   medical   records   &   diagnosis   to   any   third-party   payers.   I   authorize   payment   of   medical   benefits   to   Yale   Podiatry  
Group   for   services.   I   realize   I   am   responsible   for   payment   for   services   rendered   to   me.   I   authorize   the   disclosure   of   my   medical   history  
and/or   diagnosis   by   my   physician   to   health   personnel   when   necessary   for   medical   care.   I   permit   a   copy   of   this   authorization   to   be   used   in  
place   of   the   original.  
 
 
 

Signature_____________________________________________________________   Date_____________________________   
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Medical   History  
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364   East   Main   Street 4   Corporate   Drive   Suite   384  
   Ansonia,   CT   06401                             Shelton,   CT   06484  
                                  P:   203-734-4806   

  
 
  
  
 

Pharmacy   Preferences  
 
Name   of   my   Preferred   Pharmacy:   ______________________________________   
 
Pharmacy   Address:   __________________________________________________   
  
Pharmacy   Phone   #:   ___________________________________________________  
  
  

 
In   the   event    you   are   prescribed   a   narco�c   please   acknowledge   the   following:   This   is   just   an   acknowledgement,   it   does  
not   mean   you   will   be   prescribed   a   narco�c.  
  
 
I   ______________________________understand   that   a   narco�c    may   be    prescribed   to   me   as   a   part   of   my  
treatment   plan   by   my   podiatrist.   I   understand   that   this   medica�on   is   to   be   taken   exactly   as   prescribed   and   am  
not   to   share   this   medica�on   with   anyone.   I   understand   that   if   my   medica�on   or   my   physical   paper   prescrip�on  
for   my   medica�on   is   lost,   damaged,   or   stolen   I   will   not   be   given   another   prescrip�on   un�l   the   date   a�er   that  
one   is   complete.   I   understand   that   there   are   no   excep�ons   to   this   policy.   
Furthermore,   I   understand   it   is   my   responsibility   to   inform   my   podiatrist   of   any   allergies   or   intolerance   I   have  
experienced   to   any   narco�cs   previously.   
  
  
__________________________________________   Date:   ____________________  
Pa�ent   Signature   

  
  
 
 
  
  
  
 
 
 
Last   Revised:   01/01/2018   
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              364   East   Main   Street                  4   Corporate   Drive   Suite   384  

Ansonia,   CT   06401                             Shelton,   CT   06484  
P:   203-734-4806  

 
 

 
 
Medical   Records   Release  
 
 
 
Date:   ________________________  
 
Primary   Care   Physician:    ________________________________________  

 
 

 
I   am   hereby   reques�ng   that   the   following   medical   records   be   released   from   my   physician   to    Ansonia   Podiatry  

Associates,   LLC    for   evalua�on   required   for   the   con�nua�on   of   my   care.   
 

Medical   Records:   
□    Recent   Medica�on   List  
□    Recent   Lab   Work  
□    Vaccina�on   Record  
□    Last   Encounter   Chart   Notes  
 
Please   fax   to   203-734-8265  

 
 

Pa�ent   Name:   _____________________________________________________DOB:   __________________  
 

 
Signed_____________________________________________________  
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