
Foo� an� Ankl� Institut� Name:_________________________________________

Chart#____________________
_________________________________________________________________________________________________________

Out of Network Notification
Medicaid Insurance

Foot and Ankle Institute is not a provider for Medicaid Insurance. Our office and providers are Out of
Network for this insurance. Therefore, as a patient youwill be responsible for any co-insurance,
deductible, or other balance(s) that may be left from the primary insurance. As an Out of Network

Provider we can not bill Medicaid.

By signing this form you acknowledge that you have been notified that the provider is Out of
Network and youwish to see the provider at your own cost.

Patient Information

Name:_____________________________________________________ DOB:__________________________

Address:__________________________________________________________________________________

_________________________________________________________________________________________

_

Primary Insurance Coverage:

Carrier:_____________________________________________ ID Number:___________________________

Patient/Guardian Signature:____________________________________________ Date:_______________

Guardian Name Printed:_________________________________________ Relationship:_______________

Witness Signature:____________________________________________________ Date:________________


