
 



 



ALABAMA MEDICAL & SURGICAL FOOT CENTER KEVIN L. WALDROP, DPM 1960 GADSDEN HWY STE 120, 

BIRMINGHAM, AL. 35235 (205) 655-1114 

 

ATTN: HOSPICE PATIENTS  

 

PLEASE NOTIFY OUR OFFICE IF YOU ARE ENROLLED IN HOSPICE. 

 

ATTN: MEDICARE PATIENTS 

 

MEDICARE DOES NOT USUALLY PAY FOR ROUTINE FOOT CARE WICH INCLUDES TRIMMING OF CORNS 

OR CALLUSES AND TRIMMING OF FUNGAL OR THICK TOENAILS. ONLY IF YOU ARE DIAGNOSED AS A 

DIABETIC DOES MEDICARE PAY FOR TOENAILS TO BE TRIMMED.  

 

NON COVERED SUPPLIES  

 

AS YOUR PHYSICIAN, THERE MAY BE A CERTAIN SERVICE OR SUPPLIES I FEEL ARE NECESSARY FOR 

MATENANCE OF GOOD HEALTH THAT ARE NOT COVERED BY YOUR INSURANCE. FOR EXAMPLE, 

ORTHOPEDIC SUPPLIES (AIRCAST, BRACES, HEEL CUPS, ORTHOTICS, SURGICAL SHOES AND BOOTS) 

MAY NOT BE COVERED BY YOUR CONTRACT. WE WILL ONLY ORDER ITEMS WE FEEL ARE NECESSSARY 

FOR YOR TREATMENT AND CARE. IF YOU HAVE ANY QUESTIONS ABOUT COVERAGE, SOMEONE IN 

OUR OFFICE WILL BE HAPPY TO ANSWER YOUR QUESTIONS. 

 

INSURANCE BENEFITS 

 

OUR OFFICE MAKES EVERY ATTEMPT TO VERIFY YOUR INSURANCE BENEFITS AND FILE YOUR 

INSURANCE. HOWEVER, IT IS THE PATIENTS’ RESPONSIBILITY TO KNOW YOUR INSURANCE PLAN 

BENEFITS. THE INFORMATION WE OBTAIN FROM YOUR INSURANCE IS NOT A GUARANTEE OF 

PAYMENT AND IS SUBJECT TO CHANGE PER YOUR INSURANCE COMPANY. 

 

NO SHOW / CANCELLATION FEE 

 

PLEASE BE AWARE YOU MAY BE CHARGED A $25 NO SHOW FEE. IF YOU NEED TO CANCEL OR 

RESCHEDULE AN APPOINTMENT PLEASE GIVE 24HR NOTICE.  

 

 

SERVICES THAT MAY NOT BE COVERED WERE EXPLAINED TO ME. I HAVE READ THE POLICY AND 

AGREE TO PAY FOR SERVICES NOT COVERED BY MY CONTRACT, AS INDICATED BY MY SIGNATURE.  

 

 

SIGNATURE : PATIENT OR GUARDIAN:____________________________________________________ 

DATE:__________________________ 



Alabama Medical and Surgical Foot Center P.C. 

Kevin L. Waldrop DPM 

1960 Gadsden Highway 11 Suite # 120 

Birmingham, Al 35235  

 

I acknowledge that I was provided a copy of the notice of Privacy Practices. 

I understand that I may contact this office for further information and clarification. 

If deemed necessary HIPAA allows this office to share you medical information with members 

of your family. Please list any family member of your immediate family that you DO NOT wish 

to have access to your protected medical information.  

____________________________________________________________________________ 

____________________________________________________________________________ 

Medical information can be disseminated by: (check all that apply) 

____ Telephone patient only 

____ Telephone to spouse 

____ Message on answering machine 

____ Other _____________________ 

________________________________________              _______________________ 

Patient signature                                                                        Date 

________________________________________ 

Parent or Authorized Representative (if applicable) 

 


