




FINANCIAL POLICY FOR VALLEY PODIATRY 

-Office visit co-payments are due at the time of service (we are considered a specialist)

-For private pay patients, payment is due in full at time of service unless prior arrangements have been
made.

-We do not require a referral, but your insurance might. Office staff will be happy to assist you in
referral/pre-certification procedures, but final responsibility lies with patient to comply with their
specific insurance's requirements.

-There is a $25 charge for all returned checks.

-If you need to reschedule your appointment, please do so within a minimum of 24 hours. If you miss a
scheduled appointment without notifying our office a $25 fee will be added to your account. *Note: We
do understand not all situations can be controlled. Please try to be courteous and let us know as soon as
you can.

-If your account must be forwarded to a collection service and/or attorney because of non-payment you
will be responsible for all collection fees associated.

ASSIGNMENT OF BENEFITS 

I, the undersigned, certify that I (or my dependent) have coverage with __________ 
(ins carrier) and assign directly to Dr. Salem , Dr. Claytor or Dr. Wimbish of Salem foot and ankle 
Specialists all insurance benefits payable to me for services rendered. I understand that I am responsible 
for payment of deductibles, co­payments, and/or non-covered services. I hereby authorize the doctor to 
release all information necessary to secure payment of benefits. I authorize RELEASE OF MEDICAL 
INFORMATION to my insurance carrier or requested physician to provide continuity of care. I authorize 
the use of this signature on all insurance submissions. 

By my signature I acknowledge receipt of a copy of this policy and hereby agree to it's terms. 

Signature _________________________ Date: _____ _ 

Printed: ____________________ _ 



NOTICE OF PRIVACY PRACTICES 

11115 Notice desa1bes how Health Jnfon11ation about you may be used and dlsdosed and how you get access to this 
fnformatbt. 

• 1he prtvacy of your heallh Jnfonuatlon Is bnportant to us.

OUr Legal Duty . ·- . 
we are n:quJred by appJlcBbJe Federal and SlatelaWID malnl'afA tlle.privac.y of yaw-lleallh informaUcm. we ere also required m gl'li! 
you 1111$ Nolfce aboutour prlVaOf pracllces, Ofll' fepl duties, and yaurrlglttl commfllg your llealth lnf'Onnalfcm. We must follow me 
priYaty praclfCISthatare described In this .Nolfeewblle It II rn etrect. Tftfs fl0Cfal talas$ effect09/14/2005 and will remarn In effect 
until we ,epJace it. -:. 

We iesene Ille dgllt to change aur pdVaq palCIICls and tile lenJS of•Nalfte atan,tlme. provided such cblnges are pesalitled by 
applcaldelaw. WeteSIIVe am dglltto matetlleclrangeS In ourJfflWl'YpollclelJld Ilse new ams of ourNolfeeelfecllve for au 
lleafth f11fii11tatron tlratwe maintain. Indudlng health lltfmma11Dn we created ar IICelVed Wore we made the dlangs. Before we 
make a signfflcantchange rn ovrpm,ar.y p,acllces .a wm change tlds Nollceand malte Iha new NollCe avallilb1e upon request. 

You ma,n,quesca C1DProf ourMR1Ceatanrame. Far morefafannlllan aboutourpm,ar.y p,acaces or for addltlanal capres of UliS 
MRJce.plealSeamtactususilagtlalsd'm11tilllOnllstedat11leemloflhlsW. 

Y@ And PJs:lmmm of ttealtb InmrmatJPD 
we use and dlsclase health Information about you for trealmentw payment and healthcare c,peraUons. For exampre: 

tmn•1ut We may use or dtsdase your heallh Information tD a physlClin ar other 11ea1111care plGVkler providing 
treatment to you. 

Payment; we� pse and disclose your health lnfonnation to obtain payment for semces we provide to you. 

- Heantqre OJeritkD; We may use and disclose your� fnfonnaUon In connection with our heafthcare
apeaatfci115. Keall\an Cij)datlonS Include quality assmsment and lmprovemtnt acavlties, reviewing the
competaa or quallftatfons of heaftlare paatessrm• evaJuatrng �·and provfCfer penormance,
conductrng trafnfng �I accreditation, c:ertlffcalf0J1, Ileen.!� Of credentfalfng actlvftfeS.

yaurAq11qtp#9n; lit acCdlron to our use of your health lnbmaUon for treabnent, payment ar healthcare
operations, you may give us written aulllutlziltkm ID use your l1eaRh lnfonnatlon or to dJsdose It ID anyone for any
purpose. Ir,au give us an aulhorlzatlan, you may revoke 1t 1n writing at any ume. Your n:vocatlOn wm not affect
any use or dl5cfosures pe,mlttBcl by your autholtmtran whlle ltwas In elfect. untess yau glve us a wnttm
�tton we can not use or dlsdose your health l11fomwua.11« any nmon extept those described fn this
Notlee.

To Your FamUy and ErJepds; We must dJsmise J10.U1 health lnfDnnatlon to you, as desalbecl A1 the Patient Rfgtlts
sectlOn of Ibis Notice. We may dlsdose your heallb fnfonnatrOn to a famBy member1 fiiend or other person to the
extent necessar) ID help with your heallhca,e or with payment ror your heallhcare,. but only ff you agree that we
maydoa -·

pamns Inyolyad JD AR; we may use or dfsdose lteallh infonnaUon to notRY ar assist In the notiftcatiOn of
(including ldentlfyJng or lacatrng) a family member, yow pe.sml8l rep. es ltatlve or another person responsible for
your care, your IOcatlOn, your general rmdltfon-or death. If you are present;, lhen prior to use ·or dfsdosure of your
health lnfonnatloJJ, we wJD provide you with an apporCunlt.y m abject CD such uses er disdosures. tn the event of
your inCapadly or eme,gem.y � we wlB dlsdose heallb lnftnmatlOn based on a det&mtnatiOn using
ow- p,ofessfonaJ Judgmentdlsdo5liag only hedtl 1ratot1nauon cnat rs cHrecUy rerevant to the J1&S011" lnvalvement to
your heallhcare. We wm also use our professional judgment and our experfenCe With common practlte to make the

beSt hea1thcare ded&tons.

Salem foot and ankle Specialists



Salem Foot and Ankle Specialists 

19·34 Braeburn Drive Salem, VA 

24153 

NOTICE OF PRIVACY PRACTICES 

Acknowledgement Form: 

I have seen the Notice of Privacy Practices and have been provided an 

opportunity to review it. 

Name: ___________________ _ 

Birth Date: 
-----------

Signature: __________________ _ 

Today's Date: ___________ 




