
Welcome!l Percy L. Nelson D.p.M,, p.A.

PATIENT REGISTRATION FORM
Patient Name:
Date of Birth: / /
Address:

Social Security Number: _- -
Sex: M / F (Circle one) Married/Single/Divorced/Widow

(Street) (City/State/zip)
Home Phone: (_)
E-mail Address:
would you be interested in having communications sent to you via your e-mair address?
(examples: appointment reminders, administrative updates and health bulletins) yes No
Employer Name:
Employer Phone Number: (_)
Primary Care Physician:
) Copay Amount

How did you hear about our practice?

Person responsibre for bil or parent (corpGG or,tF aiFlrent from patient)
Guara ntor Name:
Social Security Number:
Relationship to patient: (please check): ( )self, O spouse, or ( ) parent Date of Birth:

Address:
Employer Name:
Employer Phone Number: (_)

Who to call for an emergency:
Name:
Address:
Home Phone: (_) Work Phone: (_)
Relationship:

FIRST INSURANCE INFORMATION
Plan Name: l.D. Number:
Address:
Group Number:
Poliry Holder:
Policy Holder,s Social Security Number:

Effective Date:

Policy Holder's Dat" of Birth, / -l-
Sex:M/F



SECOND INSURANCE INFORMATION
Plan Name:

Address:

Policy Holder:

Policy Holder's Social Security Number:
Policy Hof der's Date of Birth: ___J __J _ Sex:M/F

l.D. Number:

Group Number:

Effective Date:

IS YOUR VISIT DIIE TO A IOB REUTED fi@
IF YES, PLEASE NOT'FY THE RECEPTIONIST

I authorize the release of any r"di..l info

::lla:/:,:il.: j:-1111payment of benefits to percy Netson D.p.M., p.A. I acknowtedse that Iam financiattv responsibre for pavment whether or not cove; ;;il;;; "w'su'c r'
I acknowledge that any unpaid barances or barances not paid by my insurance company are myresponsibility.
I acknowledge that if these barances are not paid in a timery manner they may be forwarded toa collections agency.
I acknowredge that there is a no cat/ no show poricy in prace if my appointment is missed.I acknowledge that I must call and cancel mv appointmJni-at teast z+ hours before the time ofmy appointment.

,v

Signature:
Date:

"under Florida law' physicians are Senerally required to carry medicar marpractrce insurance or otherwise demonstrate financialresponsibility to cover potential claims of medical malpractice. yo* ooaro^ ,* oralDED NOTTO CARRy MEDTCAL

#::TT;::,T:H"t:]HnTl."d under Frorida raw subiect to certain conditions Frorida raw imposes penarties

provided pursuant to florida taw,,45&3losls]i;;adverse 
judcments arising from claims of medical malpractice. in', 

"o,o" 
o



/pst Dr. Porcy Xclson,ll.P.t, Pl
, PODIATRY SURGERY AND MEDICINE

a Aoun ano Feoraurc Foor eno AnRe surgery,
Wound Care and D'abelrc Fool Limb Salvage. and

Reconstruction Surgery

2630 NE 203rd Street, Suite l02
Aventura, FL 33180

Ph: (305)466-9498
Faxi (305) 466-9698

nelson3@dm€lsondpm.com
www.drnelsondpm.com

Name
Date of birth
General health

Are you currently or have you ever been treated for

List alr medications you are currenty taking, incrude over-the-counter drugs and herbalsupplements

Signature

Date

www. FreePrintableMedicalForms.com



PERCY LR,E NEI,SON. DPM. PA

NOTICE OF' PRIVA(:Y PRACTI(]T]S

THIS NOTICE DESCRIITES HOW MT]DICAI, INFORMATION ABOUT VOIJ MAY BE USED ANT)
DISCLOSED AND HOW YOTJ CAN GET ACCR,SS TO THIS INFORMATION. PLf,ASE REVIEW rT
CAREFULLY. THE PRIVA(]Y OF YOIJR MEDICAI, INFORMATION tS IMPORTANT T0 T'S.

Overview
'l he law requires us to keep yotrr protccted health infbnnatiolr ("l>t I l") private in accordance with this Notice of privacy
Praclices ("Notice"). as long as this Notice rernains in el'fcct. Wc are also required to provide you with a paper copy of
this Noticc. whiclr contains otrr privacy practices, our lcgal clrrlics. and yorrr rights concerningyour pHl. frrom time to
tlme' wc may rcvisc our privacy practices and the lernrs ol-our Notice al any time. as permitteri or required by
applicable law- Such revisions to our privacy pracliccs and our Noticc may bc reiroactive. our Notice will he updated
and made availahle to our patients prior to any significant revisions ofour jrivacy practices and policies.

'l-his Notice coDtains the privacy ptaclices for ltypes of organizations] listed below. with the ltypes of facilities] sitesthey mainhin tbr delivery of hcalth care products and serviccs. flach of these organiz:iions participates in anorganized health carc arrangement and nray use and disclosc your PL{l anrong {hemselvcs as they shall deemappropriate for your treatn]cnt. paynrcnt or health care opemliorrs.

Otrr Privacy Practices
Use and Disclosure We may use or disclose your Pltt fbr tleatrnenr. paymenl, or health care operalrons. I-br your
convenience. we have provided thc fillowing exarnprcs o| such porcntiar uses or discrosures:

Trcahenl Your PHI tnay be.used by or discloscd to any physicians or other health care providers involvedwith the medical services provided to you.

l'avmenl Your PIll may be ttsed or disclose<i in ordcr to collcct paymcnl fbr the nredical servrces provided toyou.

Heatth ('urc ()p?ft i()trt;. Your Plll rnay be rrsecl or disclosed as parr ot our internal health care operatrons.Such health care operations rnay include, anrong othcr lhings, quality ofcare audits of ollr stafl-and affiliates,conducting lraining pft)grarns, accreditation. certr:fication, tiiensing. or credentialing activitics.
A uttQrlz4liaE we will not use or clisclosc your medical inlorrnation fbr any reason €xcept those descrihed in thisNolice. unless you provide Lts with a written authorizatiorl 1{) do so. wc Inav regucst such an authorization to use ordisclose your PlJl lbr any purPose, bul you are nol reqLrirctl lo rivc us such aulhoriz-ation as a condition ofyourtreatment- Yotr tnay revoke any wriltcn aulhorization t-rom you by you in writing at any time, bur such revocation willnot affect any prior authorized uses or- disclosures. wc nray 

"nnrr"t 
yo, to provide appointmenl about treatmentalternatives or hcalth-related benelits and service that may be oi.irrtcresr ro you

ladglt4llgss we will providc you with access to your Plll, as described below in thc Individual Rights section ofthis Notice with your pennission, or in some erncrgencies. we may disclose your pHl to your t-amily members,friends' or other people to aid in your treatmerlt ()r thc collection ol paymenf. A disclosure of your I'tJl may also bemade if we debrminc il is rcasonably necessary or in y..r' bcsr inlcrc'sts for such purposes as allowing a person acrrngon your bchalf to leceive lllled prcscriptiorrs. rncctical supplies. X rays. etc.

L'sqatllc" Re!pa$rb-!g I'a!"!ies YourI)l ll rnay be tlisclosctl in or(jer lo locarc- idcntify or notify a ramity memter. yourpersonal representative. or olhcr person rcsportsible li)r your citre. ll'we deterrnine ln oui r"a.ronaore profbssional
.iudgment thal you are capablc ofdoingso. you will bc gi'Jen rhe ofpgnunity ro conse.)t ro or to prohibit or restrict t'eextenl or recipients of such disclosure. ll-we dctcrrninc that yorr are unarrrc to nrovade suclr consent, we will timit thePlJldisclosed to the minimtrnr ncccssary.

contin L[1g Q419. Bascd upcn your PHl. we may providc yorr wirh appointmcnt rerninders or Infi)nnatron conccrninghealth issues' benefits and services. or lrcatrnenl allcrnittivcs 1llal wc belicvc rnay bc ofinterest lo y.u.
D$a$gE we may use or clisclosc yottr Plll to any public or privatc eDtrty authorired bv law or by its chaner to assistin disaster relief efforts.

Bis-ui-red by -La!l we tnay usc or disclose your medical inlbfnration when we are required to do so by law. Forexamplc' your PHI may be released when rcquirert b.v privacy laws, workers' colnpensation or similar laws, public



PER(]Y LEC NF],LS0N. DPM. PA
heaith laws, court or administrative orders, subpoenas. certain discovcry requests, or other laws, regulations or legal
proccsses. Under ccrtain circtrmstarrces, we may make lirnitcd disclosLrres of l,Hl directly 10 law enforcement officials
or correctional instilutions rcgarding an inmate, lawlul detainee. suspect. fugitive. rraterial witrress, missing person. or
a victim or suspected victitn of abusc. neglect, dorncslic violcrrcc or other crimcs. We rray disclose your PHI to the
extent reasonably necessaD/ to avert a serious threat kr your heallh or safety or tlrc health or safety of others. We may
disclose your PHI whcn necessary to assist law enforcclncrrl ()tl'lcials to oapturc a third party who has admitted to a
crirne against you or who has escaped from lawl'ul cuslodv

Deceased P-e156. n lie r your death. wc Inay disclosc your Pt l I to a coroner. rnedical examiner, funeral director, or
organ procurement orgaitization in linrited circumslances.

Your Individual Rights
A!ae$,q!dQ!i!! In most cases. you have the righl to rcvicw or to purchasc copies of -vour Ptll by requesrrng access
or copres in writing to our Privacy ()fficcr. Please conlacl our l)rivacv Oilicer regarding or.rr copying fees.

Disqlosulc Accounting You havc the right to receive an accounting of the instances, if any. in which your pHl wzr-s
discloscd for purposes other than thosc described in the frrllowing sections above: lJse ancl l)isclosures. |acility
Directorics. Patient Access, and l.ocatinS Responsible Parlies. lror cach i2-month periocl, you have the right to reccive
one free copy ofan accountilrg certain details surrounding such disclosures that occurred after April t3.2003. tfyou
request a discJosure accounlitrg Drore than once in a l2-mirnth pcrio<J. wc will charge you a reasonable, cost-bascd tbe
lor each additional rcquest- Please contacl our privacy Olticer regarding these l-ees.

Additional RslqiE(rns. You have thc right kr rcqucst lhirt wc place additronal restrictions on our use or disclosure of
your PHI. but we arc not required to honor such a reqrrcst. Wc will he hoLrnd hy such restrictions only if wc agree to do
so in writing signed by oLrr privacy Officer.

Alternate cotnmunications. You havc the riSht to request that we communicatc with you about your pHl by altemative
means or in alternalivc localions. we will accommodatc any reasonable request if it ipecifies in writing thi altemativemeans or location' and providcs a satisfactory expranati()n of how [rtrrrc payments wifl be handred.
Amendments to PHl. You have the ri€lht to reqlest that wc amcnd vour l)lll. Any such request must tre in writing andcontain a detailed explanation for the requesled amendmenl. tincier cenarn crrcumstances, we may deny your request
btlt. will provide you a written explanation 01'thc denial. You havc lhc righl to scnd us a statemenl of disagreement towhich we may prepare a rebuttal. a copy ol'which will be plovided to you at no cost. please conlact our privacy
Oflicer with any further questions about amending your medical rccord.

Cornplaints

llrj:^Ll':l::" navc-violated vour privary rights. you may conrplarn to us or ro the secretary ofrhe u.s. Departmenror Health and Human serviccs. You nlay file a complaint with Lrs hy notifying our I'rivacy C)flicer. we support your
right to. protect the privacy ofyour medical infbrnration. wc will nor rctaliitc in anv way if you choose to file a
complaint with us or with the tJ.S. I)cpartment of l{ealth and flunran Scrvices.

Contrct [Js
Clora Adk ins (Office Manager)
2l I l0 Biscayne Blvd # 20 |

Aventura- Fl. 33 i80
30-s-466-q498



PERCY LEE NELSON, DPM, PA

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

The undersigned Patient or legally authorized representative ("Agent") ofthe patient acknowledges that
he or she personally received a copy of the Percy Lee Nelson DPM PA's Notice of privacy policies on
thc date indicated below-

Signature:

Patient:

Date:

rooriate documentation):



to have a deductiblFor co-insuranc-e amount, you will be responsible for paying the balance with the Easy
Pg- Fo1', Y9u have the option of fi ing 6.t ffug Elsy pry Form, paying cail tor tne visi! providing
a blank check made out to Dr. Percy Nelson or being rei'erred to another Podiatrist. 1'ne vaUaity o1
the credit card will be checked prior to services being reidered.

Whrt is the Ersy Pay Form? Why is it necessary?
Occasionally you will have deductibles & co-insurance obligations unbeknownst to us that have been set
by your insurance company' leaving a balance on your bill. iVe will always w,un you if we feel a servicernay not be covered, however, ultimately the imurance contract is baween you & your insurance
company.

Your insurance will mail you a notice of your balance. If we receive notice from your insgrance companythat ther-e is a balance on yo'r acco'nt your payment wilr be processed with the Easy pay Form. Dr.Percy Nelson DPM PA does not mail 
-invoices 

or tills to pauents for balances. This allows us toobtain quick payment so that we may. concentrate on providing you with quarity medical care and not beoccupied with sending outstanding balances to collecti,on agenc'ies.

Please complete the square below to authorize future payment for any balance at which will be an out ofpocket expense, as deternined I

iXtJ*,".J--"d#:ffi"."',,1i:.fiffi fi ,T##J*';:#"Tffi$;:1*l-.?H*: j

I authorize Dr' percy Nerson DpM pA to keep my signature on fire rnd to charge my credit cardfor the patient responsibilitv portion of 
""y u"ilr..1-iilurreo ry me. I understand that I 8m

;:l1;l " a refund shourd my insurance;;;;;;;;eciae io pay-ror ii.-ri-J"Jiom"'v

I'nderstand that this EASy pAysystem will only be implemented in the following cases:- Ifa deductible has been appliec oy my lnsurance comDanv.- lr r amnot covered by my insurance for the services rindered_

;j1.ilTr::.**el 
24 hours prior to a fo[ow-up appointment or surgery r wi[ be chnrged a 520.00

Dr. Percy Nelson DPM., P.A

EASYPAY CONSENT FORM

provider for your health insurance, we will file insurance claims to vourjfa service performed by the doctor is denie4 not a covered service or you are found

DATEOFBIRTH

Type: Visa MasterCard American Express Discover

PATIENT NAME

iL.ll:il:::.1*li::1ffi:"1"#he rast4 digits orthe credir cardvou agree to keep on me.

Expiration Date:

Billing Address:

Name on Card: Cardholder's Signature: Date:



This autho zation will expire one year from the date of the signature berow. I understand that I can revoke thisauthorization at any time by writing tothe health care provide-r or to the , but that revoking this authorizationwill not affect disclosures made or actions taken Oefor! tte|.euocation is received

I also understand that:

. r.am not required to sign this authorization and
thal my health care or payment for care will
not be aftected by my refusal.. Federal privacy regulations will no tonoer
apply to the information disclosed, anci'that

may redlsclose the information.
. I am entitled to receive a copy of this

authorization.
. A copy of this authorization may be utilized

with the same effectiveness as an original.

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

I authorize the named health care provider to release the information or records specified to
upon request in person or by mail to the address specified at the time of the request.

Patient or Representative Date

Name of Representative rprintt

Patient:

SS#:

DOB:

EESAESS 4ltSRtzED ro BE RELEASED:

i:,::ilgjl",*:p^:1;'l:"1lol:?y::^g::t&sry1ry lhe 
exrent or nature of rhe records to be rereased)

Y:"t,:l*il,::,T:'."]i'i':.j,15::^q",gy.rgsi "r*r;9;!"ioi,i'",iiice ross, and orher records ,n", .llonT,o3"
ff11lT1^,1_dllgy3f lgoicailecor!, riut irricrr 

"onr"tn 
inr-rn"rli-Jil;';;1;

{i:::"':":,:9: *ould be redacred to protect infor;;iio";il;;i;;;;i"ip"ii"no IDOther (specify):_

Extent or nature of records to be released:

This information will be used for the

activities at the request of the individual

Relationship to patient


