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Authorization	  to	  Share	  Protected	  Health	  Information	  

Patient	  Name	   	   	   	   	  	  	  	  	  

	  

	  

	  

I	  authorize	  the	  physicians	  and	  staff	  of:	  

Healthy	  Feet	  Podiatry	  

	  

To	  share	  protected	  health	  information	  with	  the	  following	  persons:	  

	  

_________________________	  Relationship_____________________	  

_________________________Relationship______________________	  

_________________________Relationship______________________	  

	  

This	  includes	  (please	  check	  all	  areas	  that	  apply)	  

o All	  Medical	  Information	  
o Lab	  Results	  
o Medication	  RX	  renewal	  &	  Pickup	  
o Telephone	  Consults	  
o Insurance	  Information	  
o Appointment	  Information	  
o Other	  (please	  specify	  

	  
This	  authorization	  will	  be	  in	  effect	  until	  authorization	  is	  revoked.	  
	  
Patient’s	  signature_______________________	  Date____________	  



  
 

ACKNOWLEDGMENT OF RECEIPT 
 

OF 
 

NOTICE OF PRIVACY PRACTICES 
 

 
 I acknowledge that I was provided a copy of the Notice of Privacy Practices and 
that I have read (or had the opportunity to read if I chose) and understood the Notice. 
 
 
 
__________________________________   ________________________ 
Patient Name (please print)     Date 
 
 
 
 
 
__________________________________ 
Patient or Authorized Representative 
 
 
  



   HEALTHY FEET PODIATRY 
                 LEO S. KRAWETZ, DPM, FACFAS 
    TODD BRENNAN, DPM 
 
   WAIVER OF NON-COVERED SERVICES 
 
PLEASE BE AWARE THAT SOME INSURANCES DO NOT COVER CERTAIN 
PROCEDURES, DURABLE MEDICAL EQUIPMENT AND OVER THE COUNTER 
ITEMS THAT CAN BE DISPENSED IN OUR OFFICE. 
 
YOUR DOCTOR WILL ALWAYS MAKE YOU AWARE THAT A SERVICE OR 
DISPENSED ITEM IS NON-COVERED. 
 
TRIMMING OF CORNS, CALLOUSES AND NAILS IN A NON-DIABETIC MAY NOT 
BE COVERED BY SOME INSURANCES. 
 
EXAMPLES OF DURABLE MEDICAL EQUIPMENT: 
                                        

CUSTOM MADE ORTHOTICS, ARCH SUPPORTS, SURGICAL SHOES, 
AND HEEL CUPS. 

 
 
EXAMPLES OF OVER THE COUNTER ITEMS: 
  

 WART OR FUNGUS MEDICATIONS, TOE AND FOOT PADS.   
PERSONAL  ITEMS SUCH AS CREAM AND LOTIONS. 

 
ALWAYS ASK YOUR DOCTOR OR MEMBER OF THE STAFF IF YOU HAVE 
QUESTIONS ABOUT YOUR TREATMENT OR PROCEDURES. 
 
 
PATIENT SIGNATURE                                                                                 DATE 
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