
Patient Name ____________________________________________________________________________ Sex  !  M  !  F
                        LAST                                                          FIRST                                                MIDDLE INITIAL

Birthdate ________ / ________ / ________  Age _________  Social Security No ___________________________________ 

Marital Status !  Single !  Married !  Divorced  ! Widowed    Spouse/Responsible Name _________________________
                                

Address ________________________________ City____________________________ State _______ Zip Code _________
                     +4 Digits after Zip Code

Home Phone _____________________  Cell Phone _____________________ Business Phone ______________________

Email Address _________________________________________________________________________________________

Employer Name  __________________________________________  Occupation __________________________________

Nearest Relative not living with you _____________________________________ Phone ___________________________

Referred by: !  Dr. ______________________ Internet: !  Facebook  !  Google  !  Instagram !  Tik Tok  !  YouTube     
Other: !  Location  !  Podcast/Radio  !  Referral  !  TV  !  Not Listed: _________________________________________  

INSURANCE  INFORMATION
Please note: If you do not provide the correct insurance information at the time of your visit, we will be unable to bill your 
insurance company. You will then be responsible for payment in full at the time of the visit. Please provide a copy of your 
insurance card(s) along with the following information:

Policy Name: _______________________________ Primary Holder’s Name: ____________________________________

Insured's Date of Birth ________ / ________ / ________   Sex  !  M  !  F    Relationship !  Spouse !  Parent !  Other

INSURANCE AUTHORIZATION AND ASSIGNMENT
Co-payments are due at the time of service. We will bill all contracted insurance companies, however you are ultimately 
responsible for all charges whether or not paid by your insurance company. To avoid late payment fees or finance charges, all 
unpaid balances must be paid within 30 days. For your convenience we do accept Checks, Cash, American Express, Visa, 
Mastercard, and Discover. Note: If paying by credit card, you are authorizing Foot First to keep your signature below on file and 
to charge the credit card you have selected for any co-payments that are due or towards any balances on your account. 

I hereby authorize Foot First Podiatry Centers, V.P.C. and/or his/her/its staff to disclose my individually identifiable health 
information to the insurance carrier(s). Foot First Podiatry will use and disclose my health information in order to obtain payment 
to the doctor for services rendered and allow insurance companies to process the claims. I understand that this authorization is 
voluntary. I understand that the information disclosed pursuant to this authorization may be subject to re-disclosure by the 
recipient and may no longer be protected by federal or state law.

Patient, Guardian &/or Insured Signature _____________________________________________ Date ________________             

PLEASE PRINT CLEARLY & PROVIDE PHOTO ID
PATIENT INFORMATION

Melissa OKeefe
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I the undersigned hereby authorize Foot First Podiatry Centers, V.P.C., Dr. Keith Sklar, Dr. Nicholas Ruckman, Dr. 
Samantha Sklar and/or such assistants to render treatment and/or therapy to myself that they deem medically 
necessary in order to treat the condition(s) I have requested from himself/herself and their staff.

Signature of Patient/Guardian __________________________________________________________________

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee 
health care benefits coverage with the enclosed captioned, and hereby assign and convey directly to Foot First 
Podia- try Centers, V.P.C., Dr. Keith D. Sklar, Dr. Nicholas R. Ruckman, and/or Dr. Samantha Sklar all medical 
benefits and/or insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor 
and clinic. I understand that I am financially responsible for all charges regardless of any applicable insurance or 
benefit payments and understand that these balances are due within 90 days from the date of insurance payment 
and/or denial and if outside collection attempts are necessary, I will also be responsible for all collection and legal 
fees. 

• I hereby authorize the doctor to release all medical information necessary to process this claim. 

• I hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to such doctor and 
clinic any and all plan documents, insurance policy and/or settlement information upon written request from 
such doctor and clinic in order to claim such medical benefits, reimbursement or any applicable remedies. 

• I authorize the use of this signature on all my insurance and/or employee health benefits claim submissions. 

• I hereby convey to the above named doctor and clinic to the full extent permissible under the law and under 
the any applicable insurance policies and/or employee health care plan any claim, chose in action, or other 
right I may have to such insurance and/or employee health care benefits coverage under any applicable 
insurance policies and/or employee health care plan with respect to medical expenses incurred as a result of 
the medical services I received from the above named doctor and clinic and to the extent permissible under 
the law to claim such medical benefits, insurance reimbursement and any applicable remedies. 

Further, in response to any reasonable request for cooperation, I agree to cooperate with such doctor and clinic in 
any attempts by such doctor and clinic to pursue such claim, chose in action or right against my insurers and/or 
employee health care plan, including, if necessary, bring suit with such doctor and clinic against such insurers and/or 
employee health care plan in my name but at such doctor and clinic's expenses. 

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be 
considered as valid as the original. I have read and fully understand this agreement. 

Signature of Insured/Guardian: ____________________________________________________Date __________

Relationship of Guardian to Minor Child ____________________________________________________________

AUTHORIZATION FOR TREATMENT
AND RELEASE OF MEDICAL INFORMATION

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe



Patient Name ____________________________________________________________ Birthdate ______ / ______ / ______
                        LAST                                        FIRST                                 MIDDLE INITIAL
       

I requested that all communications to me (by telephone, mail or otherwise) by Foot First Podiatry Centers, V.P.C. and /
or its staff are handled in the following manner:

For written communications:       Address to: ______________________________________________________________

______________________________________________________________

______________________________________________________________

For oral communications:            Call to:          ______________________________________________________________

______________________________________________________________

______________________________________________________________

                                  MAY WE LEAVE A MESSAGE?   !  YES    !  NO

Please list all those that have permission to access your healthcare information (eg. Spouse’s name, etc).

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

If the address provided above is not your home address or is not a street address, please provide us with a street 
address for the purposes of ensuring payment:

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Patient or Guardian Signature ________________________________________________________Date _______________             

REQUEST FOR CONFIDENTIAL 
COMMUNICATIONS

FOR PRACTICE USE ONLY

Practice         !  Accepts    !  Denies

Privacy Officer Signature _____________________________________________________________ Date _____________

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe



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 so chose) and understood 

the Notice.

_______________________________________________________________________________        __________________
Patient Name (please print)                                                                                                                        Date

________________________________________________________________________________       
Parent or Authorized Representative (if applicable)                                                                               

________________________________________________________________________________
Signature         

ACKNOWLEDGMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe



If you wish to communicate to the office using email please read this page, print it, fill in the part at the bottom and 
mail it or bring it to the office. Once received, your chart will be updated and you can begin communicating to the 
office via email, under appropriate circumstances. 

Physician(s) Information: 
Name: Dr. Keith Sklar / Dr. Nicholas Ruckman /  Dr. Samantha Sklar 

Email: office@footfirst.com 

Risks of using email 
The physician and the office staff of Foot First Podiatry Centers, V.P.C. offers patients the opportunity to 
communicate by email. Transmitting patient information poses several risks of which the patient should be aware. 
The patient should not agree to communicate with the physician and/or the office staff of Foot First Podiatry Centers, 
V.P.C. via email without understanding and accepting these risks. The risks include, but are not limited to, the 
following: 

• The privacy and security of email communication cannot be guaranteed. 

• Employers and online services may have a legal right to inspect and keep emails that pass through their 
system. 

• Email is easier to falsify than handwritten or signed hard copies. In addition, it is impossible to verify  
the true identity of the sender, or to ensure that only the recipient can read the email once it has been  
sent. 

• Emails can introduce viruses into a computer system, and potentially damage or disrupt the computer. 

• Email can be forwarded, intercepted, circulated, stored or even changed without the knowledge or  
permission of the physician or the patient. Email senders can easily misaddress an email, resulting in it 
being sent to many unintended and unknown recipients 

• Email is indelible. Even after the sender and recipient have deleted their copies of the email, back-up  
copies may exist on a computer or in cyberspace. 

• Use of email to discuss sensitive information can increase the risk of such information being disclosed to 
third parties.

• Email can be used as evidence in court. 

• The physician uses encryption software as a security mechanism for email communications. The patient: (1) 
agrees to and will comply with the use of encryption software (2) waives the encryption requirement, with the 
full understanding that such waiver increases the risk of violation of the patient’s privacy

Physician / Office Staff - 
Patient Email Communication Consent form 



Conditions of using email 
The physician and/or the office staff of Foot First Podiatry Centers, V.P.C. will use reasonable means to protect the 
security and confidentiality of email information sent and received. However, because of the risks outlined above, the 
physician and/or the office staff of Foot First Podiatry Centers, V.P.C. cannot guarantee the security and 
confidentiality of email communication, and will not be liable for improper disclosure of confidential information that is 
not the direct result of intentional misconduct of the physician and/or the office staff of Foot First Podiatry Centers, 
V.P.C.. Thus, patients must consent to the use of email for patient information. Consent to the use of email includes 
agreement with the following conditions: 

• Emails to or from the patient concerning diagnosis or treatment may be printed in full and made part of  the 
patient’s medical record. Because they are part of the medical record, other individuals authorized to access 
the medical record, such as staff and billing personnel, will have access to those emails. 

• The physician may forward emails internally to the physician’s staff and to those involved, as necessary, for 
diagnosis, treatment, reimbursement, health care operations, and other handling. The physician will not, 
however, forward emails to independent third parties without the patient’s prior written consent, except as 
authorized or required by law. 

• Although the physician and/or the office staff of Foot First Podiatry Centers, V.P.C. will endeavor to read and 
respond promptly to an email from the patient, the physician and/or the office staff of Foot First Podiatry 
Centers, V.P.C. cannot guarantee that any particular email will be read and responded to within any 
particular period of time. Thus, the patient should not use email for medical emergencies or other 
time-sensitive matters.

• Email communication is not an appropriate substitute for clinical examinations. The patient is responsible for 
following up on the physician’s email and for scheduling appointments where warranted. 

• If the patient’s email requires or invites a response from the physician and/or the office staff of Foot First 
Podiatry Centers, V.P.C. and the patient has not received a response within a reasonable time period it is the 
patient’s responsibility to follow up to determine whether the intended recipient received the email and when 
the recipient will respond. 

• The patient should not use email for communication regarding sensitive medical information, such as 
sexually transmitted disease, AIDS/HIV, mental health, developmental disability, or substance abuse. 
Similarly, the physician will not discuss such matters over email. 

• The patient is responsible for informing the physician and/or the office staff of Foot First Podiatry Centers, 
V.P.C. of any types of information the patient does not want to be sent by email, in addition to those set out 
in the bullets above. Such information that the patient does not want communicated over email includes: 
______________________________________________________________________________________
(The patient can add to or modify this list at any time by notifying the physician and/or the office staff of Foot First Podiatry Centers, V.P.C. in writing) 

• The physician and/or the office staff of Foot First Podiatry Centers, V.P.C. are not responsible for information 
loss due to technical failures.  
 
 



Instructions for communication by email 
To communicate by email, the patient shall: 

• Limit or avoid using an employer’s computer. 

• Inform the physician and/or the office staff of Foot First Podiatry Centers, V.P.C. of any changes in  
patient’s email address. 

• Include in the email: the category of the communication in the email’s subject line, for routing purposes  
(e.g., ‘prescription renewal’); and the name of the patient in the body of the email. 

• Review the email to make sure it is clear and that all relevant information is provided before sending to  
the physician and/or the office staff of Foot First Podiatry Centers, V.P.C... 

• Inform the physician and/or the office staff of Foot First Podiatry Centers, V.P.C. that the patient received the 
email. 

• Take precautions to preserve the confidentiality of emails, such as using screen savers and safeguarding 
computer passwords 

• Withdraw consent only by email or written communication to the physician and/or the office staff of Foot First 
Podiatry Centers, V.P.C. 

• Should the patient require immediate assistance, or if the patient’s condition appears serious or 
rapidly worsens, the patient should not rely on email. Rather, the patient should call the physician’s 
office for consultation or an appointment, visit the physician’s office or proceed to the closest 
emergency department. 

Patient acknowledgement and agreement 
I acknowledge that I have read and fully understand this consent form. I understand the risks associated with the 
communication of email between the Physician and/or the office staff of Foot First Podiatry Centers, V.P.C. and me, 
and consent to the conditions outline herein, as well as any other instructions that the Physician and/or the office 
staff of Foot First Podiatry Centers, V.P.C. may impose to communicate with patients by email. I acknowledge the 
Physician’s and/or the office staff of Foot First Podiatry Centers, V.P.C. right to, upon the provision of written notice; 
withdraws the option of communicating through email. Any questions I may have had were answered.  

Patient name (if family, all persons interested): _______________________________________________________ 

Patient address: _______________________________________________________________________________

Patient email: _________________________________________________________________________________ 

Patient signature (if family, all persons interested): ____________________________________________________

Date: _______________________________________________________________________________________

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe



 
 
 
 

 
Physician / Office Staff 

Patient Text Communication Consent Form 
 

Your health care is important to us. To provide you with the best possible care, we 
occasionally send convenient text messages to our patients about their health care. 
You are currently set to receive text messages for appointment reminders and 
information about your health care treatment to the mobile phone number you 
provided our office, but you will not receive text messages about promotions or 
other services we offer. 
 
We look forward to providing better and more convenient communications with 
you via text messaging. Our goal is to provide you with relevant and useful 
information about your health care. Thank you! 
 
Patient acknowledgement and agreement  

I acknowledge that I have read and fully understand this consent form and authorize text 

messaging communication between the Physician and/or the office staff of Foot First Podiatry 

Centers, V.P.C. and myself to the mobile phone number I have provided.  

 

I understand that I can opt out at any-time by contacting the office. 

 

Patient Name | Guarantor Name: 

 

Date: 

 

Signature of Patient | Guarantor: 

 

____________________________________________________________________________ 

 

Cell Phone Number to Receive Text Messages: 

 

 

 

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe

Melissa OKeefe


