
CHO FOOT AND ANKLE SPECIALISTS
1232 Perimeter Parkway Suite 102

Virginia Beach, VA 23454
Date______________________

Patient______________________________________________________________Responsible Party (if a minor) __________________________
Last name First name Initial

Email Address: _________________________________ Home Phone:__________________Cell ______________Work:____________________

Street Address:_________________________________________City________________________State_____Zip Code_____________________

Patient DOB: ______________________________________Sex: M or F Patient (or Responsible Party) Social Security #:___________________

Emergency Contact____________________________Phone_________________ Marital Status: Single Married Widowed Separated Divorced

Primary Care Physician_____________________________How did you learn of our office? _______________________________________________

Patient (Responsible Party) Employer______________________Address______________________City, State, Zip____________________________

1. Primary Insurance____________________ Policy Holder: ___________ 2. Secondary Insurance_________________ Policy Holder _____________

DOB: _________SS#__________________Employer_________________ DOB: ______SS#_____________________Employer:_________________

ID# ___________________ Group #_____________________________ ID#: __________________________Group #_______________________

ASSIGNMENT AND RELEASE
I, the undersigned, have insurance coverage with __________________________and assign directly to Dr Cho all medical benefits, if any, otherwise payable to me for services
rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information necessary
to secure the payment of benefits. I authorize the use of this signature on all my insurance submissions.

____________________________________________________________________________________________ _______________________________________________

Signature of Insured/Guardian Date
MEDICARE AUTHORIZATION
I request that payment of authorized Medicare benefits be made either to me or on my behalf to Dr. Cho for any services furnished me by that physician. I authorize any holder
of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable
for related services. I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim. If “other health
insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing
of the information to the insurer or agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare carrier as the
full charge, and the patient is responsible only for the deductible, coinsurance, and noncovered services. Coinsurance and the deductible are based upon the charge determination
of the Medicare carrier.
__________________________________________________________________________________________ _________________________________________________

Beneficiary Signature Date

ACKNOWLEDGEMENT OF PRIVACY PRACTICES AND RESPONSIBILITY OF PAYMENT
I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.
I accept responsibility and guarantee payment for all services rendered to me and my family and upon default on any payment due, I agree to
pay all cost of collections, including collection agency fees of 33 1/3 percent plus a $25.00 returned check fee should a check be returned for
any reason.

_________________________________________________________________________________________ _________________________________________________

Signature of Insured/Guardian Date

NO SHOW/CANCELLATION POLICY
I understand and agree that Cho Foot and Ankle Specialists require a 24 hour notification for appointment cancellations. In the event that an appointment is
not cancelled within 24 hours or a “No Show” occurs, we may charge a $40 fee. When we hold an appointment time for patients that do not plan to make their
scheduled visit, it reduces our same day availability for urgent need patients. The fee will be determined and assessed on a case by case basis and is not meant
to be discriminatory by any regard.

_________________________________________________________ __________________________________
Signature of Patient/Guardian Date

In the event of an emergency, I authorize Cho Foot and Ankle Specialists to release any and all pertinent medical information regarding my care to
my significant other, spouse, designated family member or physician to facilitate expedient treatment.
__________________________________________________________________ __________________________________________

Signature of Patient/Guardian Date


