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How	
  Did	
  You	
  Hear	
  About	
  Us?	
  
	
  
The greatest compliment that we can receive is a referral.  If someone referred you, please list 
their name below so that we may thank them! Or if you saw our ad somewhere, please tell us! 
 
Please check the appropriate circle below and fill out any other helpful information. 
 
   Primary Care Physician   Name: __________________________ 
 
   Referring Physician   Name: _____________________________ 
 
   Current Patient   Name: _________________________________ 
 
   Insurance Provider Directory or Website 
 
   Advertisement 
  
   TV 
   Newspaper 
             UNM Recreation Facility 
  
   Internet (Check any that apply) 
 
   Search engine (Google, Yahoo, MSN, AOL, etc.) 

  www.angelafootdoctor.com 
  Facebook 
  Twitter 
  E-newsletter 
  Other: ________________________________________ 

 
   Other    Please specify: _______________________________ 
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Office	
  Policies	
  
	
  
Dr. Angela Drury and her staff are dedicated to providing the best possible care and service to you and 
regard your complete understanding about the following policies as an essential element of your care and 
treatment. If you have any questions, please discuss them with our front office staff or supervisor.  
 
Please thoroughly read each policy, initial next to each policy and sign below:  
 

Treatment Agreement  
 

___I promise full cooperation with my treating physician whether by surgical or non-surgical means. I 
understand that if I do not follow my doctor’s instructions concerning my care and treatment, including any 
necessary physical or medications, the outcome of my care and treatment could be put into jeopardy and less 
than optimal results may occur.  
 
___I understand that Dr. Drury is committed to providing me with all relevant information regarding my care 
and treatment and that she will answer my questions and provide me with accurate information in response so 
I can make an informed decision about my health care.  
 

Release of Information  
 

___For the purpose of payment, I allow Dr. Angela Drury to release my Private Health Information to any and 
all of my insurance carriers, their third party payers and claim reviewers, until the claim is resolved. For the 
purpose of treatment, I also allow the above listed practice to release my information or contact any and all of 
my treating physicians.  
 
___I understand that I may revoke this authorization in writing by submitting a written notification to Dr. Drury’s 
office. The revocation is not effective if it is received aft the information has been released.  
 

Acknowledgement of Receipt of Notice of Privacy Practices  
 

___I acknowledge that I was provided a copy of the HIPAA Notice of Privacy Practices and that I have read (or 
had the opportunity to read if I so choose) and understand the Notice. Dr. Angel Drury’s HIPPA rights are also 
posted in lobby and available for review at www.angelafootdoctor.com  
 

Patient Financial Policy  
 

___I agree to provide personal (address, phone numbers, etc.) and/or insurance changes (carriers, networks, 
id numbers, etc.) to Dr. Drury at least 2 days prior to my appointment. In the event the office is not informed, I 
agree I will be responsible for any charges denied.  
 
___I will be responsible for all authorizations/referrals/precerts needed to seek treatment with Dr. Drury  
 
___My portion of payment for ALL office services is due at the time of service. We accept VISA, MasterCard, 
cash and check.  
 
___I understand that my insurance policy is a contract between my insurance company and I. As a courtesy, 
we will file your insurance claim for you with assignment of benefits. You are agreeing to have your insurance 
company pay the doctor directly. If your insurance company does not pay the practice within 60 days, the 
patient or guardian seeking care for a minor, will be responsible for payment of services. You are encouraged 
to contact your designated patient account representative at our office with any questions.  
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___I agree to honor Dr. Drury’s 24 re-schedule notice, and agree that there may be a charge for appointments 
broken or cancelled without 24 hours advanced notice. Repetitive broken or cancelled appoints and/or non-
compliance may result in transfer or your care to an alternative practice.  
 
___We have made prior arrangements with insurers and other health plans to accept an assignment of 
benefits. We will bill those plans with which we have an agreement and will require you to pay the co- pay/co-
insurance/deductible at the time of service. If you are seeing the doctor on an “Out-of Network” basis you will 
be subject to our of network rates  
 
___Not all services are a “covered” benefit in all insurance policies; some plans even impose a waiting period 
before covering services. In the event your health plan determines a service to be “not covered/pre-existing,” or 
you do not have an authorization, you will be responsible for all charges. We will attempt to verify benefits for 
some specialized service; however, you remain responsible for charges to any services rendered. Patients are 
encouraged to contact their plans for clarification of benefits prior to services rendered.  
 
___Our office does not file to secondary insurance, unless the patient has Medicare. For all other insurances, 
we will provide an itemized statement upon your request. If you possess two insurance plans, you MUST notify 
us of your designated PRIMARY policy.  
 
___OUR OFFICE WILL BILL INSURANCE AND MAKE EVERY EFFORT TO COLLECT PAYMENT FROM 
THE PATIENT’S INSURANCE. IN THE EVENT THAT PATIENT’S PRIMARY HAS NOT PAID WITHIN A 90 
DAY PERIOD FROM DATE OF SERVICE THE PATIENT WILL BE RESPONSIBLE FOR THE PAYMENT.  
 
___Pre-scheduled Surgical procedures require pre-payment/estimated deposit. Your deductible/co-pay for this 
procedure is due at the pre-operative appointment. For the other services provided in the hospital, we will bill 
your health plan. Any balance due is your responsibility.  
 
___We realize that temporary financial problems may affect timely payment of your account. If such problems 
do arise, we encourage you to contact us promptly for assistance in managing your account. Any payment 
exceptions will be agreed to in writing.  
 
___PAST DUE accounts are subject to collection proceedings including the credit bureau. All fees including, 
but not limited to collection fees, attorney fees and court fees shall become your responsibility in addition to the 
balance due this office. If your account is past due, you agree that Dr. Drury’s office will release the minimal 
information required to secure payment.  
 
___Accounts no longer maintaining a financial “Good Faith” status will result in termination of Dr. Drury –
Patient relationship.  
 
___There is a service fee of $25.00 for all returned checks. Upon a NSF of CLOSED ACCOUNT occurrence, 
all future remittances will need to be in other forms of payment. Dr. Drury reserves the right to pursue all 
available legal remedies in the event you fail to keep your account current.  
 
___Dr. Drury issues patient refund checks within 90 days of a completed investigation of the potential 
overpayment.  
 

Authorization of Payment  
 

___I hereby assign all Medical benefits directly to Dr. Angela Drury for the payment of any services rendered. I 
also authorized release of medical records necessary to process my health claims. I fully understand that in the 
event my insurance company does not pay for the services I received, I will financially responsible for payment.  
 
Patient’s Name:__________________Signature of Patient/Guardian:______________________Date:_______ 
  
Office Witness:_________________________Date:_________ _____Patient initials to indicate copy received  
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PRIVACY	
  POLICIES	
  
 
IMPORTANT: THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. 
  
Dr. Drury is required by law to protect certain aspects of your health care information known as Protected 
Health Information or PHI and to provide you with this Notice of Privacy Practices. This Notice describes our 
privacy practices, your legal rights, and lets you know:  
 

• How Dr. Drury is permitted to use and disclose PHI about you. 	
  
• How you can access and copy that information. 	
  
• How you may request amendment of that information. 	
  
• How you may request restrictions on our use and disclosure of your PHI. 	
  

	
  
In most situations we may use this information described in this Notice without your permission, but there are 
some situations where we may use it only after we obtain your written authorization, if we are required by law 
to do so.  
	
  
We respect your privacy, and treat all health care information about our patients with care under strict policies 
of confidentiality that all of our staff are committed to following at all times.  
	
  
PLEASE READ THE FOLLOWING DETAILED NOTICE. IF YOU HAVE ANY QUESTIONS ABOUT IT, 
PLEASE CONTACT THE: HIPAA Privacy Officer Liaison (Dr. Drury) and someone will contact you. 	
  
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. 	
  
 
Purpose of this Notice: This Notice describes your legal rights, advises you of our privacy practices, and lets 
you know how Dr. Drury is permitted to use and disclose Protected Health Information (PHI) about you.  
	
  
Uses and Disclosures of PHI Dr. Drury may use PHI for the purposes of treatment, payment, and health care 
operations, in most cases without your written permission.  
	
  
Examples of our use of your PHI: 	
  
 

For treatment. This includes such things as verbal and written information that we obtain about you 
and use pertaining to your medical condition and treatment provided to you by us and other medical 
personnel (including doctors and nurses who give orders to allow us to provide treatment to you). It also 
includes information we give to other health care personnel to whom we transfer your care and 
treatment, and includes transfer of PHI via radio or telephone to the hospital or dispatch center as well 
as providing the hospital with a copy of the written record we create in the course of providing you with 
treatment and transport. 	
  
 
For payment. This includes any activities we must undertake in order to get reimbursed for the 
services we provide to you, including such things as organizing your PHI and submitting bills to 
insurance companies (either directly or through a third party billing company), management of billed 
claims for services rendered, medical necessity determinations and reviews, utilization review, and 
collection of outstanding accounts. 	
  
 
For health care operations. This includes quality assurance activities, licensing, and training 
programs to ensure that our personnel meet our standards of care and follow established policies and 
procedures, obtaining legal and financial services, conducting business planning, processing 
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grievances and complaints, creating reports that do not individually identify you for data collection 
purposes. 	
  

 
Use and Disclosure of PHI Without Your Authorization. Dr. Drury is permitted to use PHI without your written 
authorization, or opportunity to object in certain situations, including:  
 

• For Dr. Drury’s use in treating you or in obtaining payment for services provided to you or in other 
health care operations; 	
  

• For the treatment activities of another health care provider; 	
  
• To another health care provider or entity for the payment activities of the provider or entity that receives 

the information (such as your hospital or insurance company); 	
  
• To another health care provider (such as the hospital to which you are transported or First Responder 	
  

Agencies) for the health care operations activities of the covered entity that receives the information as 
long as the covered entity receiving the information has or has had a relationship with you and the PHI 
pertains to that relationship; 	
  

• For health care fraud and abuse detection or for activities related to compliance with the law; 	
  
• To a family member, other relative, or close personal friend or other individual involved in your care if 

we obtain your verbal agreement to do so or if we give you an opportunity to object to such a disclosure 
and you do not raise an objection. We may also disclose health information to your family, relatives, or 
friends if we infer from the circumstances that you would not object. For example, we may assume you 
agree to our disclosure of your personal health information to your spouse when your spouse has 
called the ambulance for you. In situations where you are not capable of objecting (because you are not 
present or due to your incapacity or medical emergency), we may, in our professional judgment, 
determine that a disclosure to your family member, relative, or friend is in your best interest. In that 
situation, we will disclose only health information relevant to that person's involvement in your care. For 
example, we may inform the person who accompanied you in the ambulance that you have certain 
symptoms and we may give that person an update on your vital signs and treatment that is being 
administered by our ambulance crew;	
  

	
  
If you have any questions or if you wish to file a complaint or exercise any rights listed in this Notice, please 
contact:  
	
  

Dr. Angela Drury 
HIPAA Privacy Officer Liaison 
101 Hospital Loop #115 Albuquerque, NM 87109 505-883-6600 	
  

	
  
Effective Date of the Notice:  
 

01/01/2010 	
  
	
  
Patient’s Name:___________________Signature of Patient/Guardian:_____________________Date:_______ 
 
Office Witness:_______________________Date:___________ _____Patient initials to indicate copy received	
  

	
  	
   	
  
	
  


	PatientInfoForm
	DE - Covers

	HowDidYouHearAboutUs
	OfficePolicies
	PrivacyPolicies



