
10/22/2007 12:50 1-203-875-1295 COMP. FOOT CARE PAGE 13 

!~' =-C;;;;.-O=.;.N£.±±::s";::;L;p;,ET.;;.;E FO..:;;",,,;:;;oO'Z-'CAR;;:::,,;;;;lli..;;;-;.:..,,;;;;L~LC;;;;,,==....... ...

CONSENT FOR TREATMENT: 

r GIVE PERMISSION TO DR. NeAL ZOMBACK AN DfOR A~SOCIATES
 
TO EXAMINE AND TREAT MY FEET AND/OR TO PERFORM SUCH
 
MINOR SURGICAL PROCEDURES AS MAY BE DEEMCp NECESSARY TO
 
TH,E DIAGNOSIS OF MY FOOT CONDITION.
 

SIGNATURE' DATE 
---~~~-~~ .~---

SIGNATURE OF FrLE: 

I AUTHORIZE THE RELEASE OF ALL-MEDICAL RECORDS TO
 
REFERRlNG PROVlDERS AND TO MY fN5lJRANCE COMPANY,
 
WORKERS COMP CARRIER IF APPROPRIATE.
 
I ALLOW FAX TRANSMIssrON OF MBDICAL RECORDS IF NECESSARY.
 

SIGNATURE,~_~ --------'DAT8, _ 

ASSIGNMENT OF BENEFITS: 

r ACKNOWLEDGE COMPREHENSIVE FOOT CARE AS fILING A CLAIM
 
TO MY IN~1 fRANCE CARRIER. I AGREE 'fO PAY ANY PORTION OF TI-B3
 
CLAIM WHICI1 IS CONS1DERr:D SELF rAY. ALSO, I REQUEST
 
PAYMENT OF GOVERNMP.NT BENEFITS EITHER TO MYSELF OR TO
 
THE PARTY WI fO EXCJ:PTS ASSJdNMENT.
 

IF' DATE OF SERVICE IS NOT COVRRED BY INSURANCE DUE TO YOUR 
ANNIJAL DEDUCTIBLE YOU WILL PAY THE OFf-leG DlRBCTLY UPON 
RECEIPT OF PATIENT mLL, 

ALSO, PAYMf~NT IN FULL IS EXPECTED ATTfI8 TIME SERVIces ARP, 
RENDERED rr: WGARE NOT AI)ART1CIPATJNG PROVJOF.R FOR YOUR 
INSURANCE, 
I AGREE TO PAY ALL REASONABLE ATfORNEY FEES AND 
COLLECTION COSTS rN THE EVENT OF DEFAULT OF PAYMENT OF MY 
CHARGES 

SIGNATUR.E,~_~~ DATE,__ 
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