




NOTICE OF PRIVACY PRACTICES  
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU  
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS  
TO THIS INFORMATION. 
 
Our commitment here at South Miami Podiatry is to serve our customers with professionalism and care, always being sure 
to protect the privacy and security of all protected health information. 
 
While serving your interests, it may be necessary to share information with other Health Care Providers or Business 
Associates. The following are examples of instances where information may be shared: 

• During treatment, we may find if necessary to acquire a laboratory analysis.  
• For payment purposes, we may use the services of a billing agency. 
• During health care operations, we may need a second opinion. 

 
We here at South Miami Podiatry are committed to comply with all Federal, State and Local Laws and regulations 
regarding Privacy Practices. If any other uses or disclosures other than the ones listed above are needed, information will 
only be released with the written authorization of the individual. This written authorization may be revoked at any time by 
individual, as provided for by law. 
 
If you have any questions or comments regarding your Protected Health Information, feel free to bring this to our 
attention.  
 

PAYMENT POLICY 
Payments are due at the time of service unless payment arrangements have been requested and approved in 
advance. You are expected to pay according to the arrangement. 
 
Insurance: We participate with most insurance plans. We will bill your insurance company as a courtesy to you. Although 
we may estimate what your insurance company may pay, it is the insurance company that makes the final determination of 
your eligibility. 
 
Claims Submission: We will submit your claims and assist you in any way we reasonably can to help get your claims 
paid. Your insurance company may need you to supply certain information directly. It is your responsibility to comply 
with their request. Please be aware that the balance of your claim is your responsibility whether your insurance company 
pays your claim. Your insurance benefit is a contract between you and your insurance company. 
 
Referrals: As our patient, you are responsible for obtaining all authorizations/referrals required by your 
insurance plan from your primary care physician/pediatrician. If you are unable to provide the referral at your scheduled 
appointment time, you will be rescheduled. 
 
Co-payments and Deductibles: All co-payments, deductibles & co-insurances must be paid at the time of service. This 
arrangement is part of your contract with your insurance company. All patients must complete the patient information 
form before seeing a provider. We must obtain a copy of your driver’s license and current valid insurance to provide proof 
of insurance. Failure to provide the correct insurance information in a timely manner may result in the balance of a claim 
being transferred to your personal responsibility. 
 
Coverage Changes: If your insurance changes, please notify us before your next visit so we can make the appropriate 
changes to help you receive your maximum benefits. 
 

Patient Statements: If you have an unpaid balance, you will receive a statement by mail every two weeks. The statement 
amount is due and payable when the statement is issued, and past due if not paid upon receipt. Balances over 90 days will 
be turned over to a collection agency for collections. All payments go towards the oldest outstanding balance. 
 

No Show Fee: Please cancel/reschedule your visits with 24 hours’ notice. At our discretion, a fee equal to the cost of your 
office visit will be charged. 
 
I have read and understood the above NOTICE OF PRIVACY PRACTICES and PAYMENT POLICY: 
 
 
_________________________                __________________________  _____________          

        Name                     Signature of Patient or Guardian          Date 



PHOTO CONSENT AND RELEASE 
 
 

I consent for photographs and/or video images to be taken of me by Dr. Zayas-Bazan, DPM or a 

representative.  

 

By consenting to photographs and/or video, I understand I will not be compensated from any 

party. Although photographs and/or video will be used without identifying information, I 

understand it is possible someone may recognize me. 

 

I acknowledge that my participation is voluntary and agree that use of any photographs and/or 

video confers no rights of ownership or royalties whatsoever. 

 

I authorize the use of photographs and/or video images: (please check YES or NO below) 

 

□YES      □NO    For educational purposes (medical teaching/training). 
   

□YES      □NO    My photographs/video will only be used as part of my medical record. 
                  

  □YES      □NO    For marketing/advertising (website, print/digital, social media). 

   
I hereby release Dr. Leonardo Zayas-Bazan, DPM and his employees, and any third parties 

involved in the creation of or publication of educational or marketing materials, from liability for 

any claims by me or any third party in connection with my participation. By signing this form, I 

confirm understanding of this consent. If I wish to withdraw my consent in the future, I may do 

so via a written request submitted to Dr. Leonardo Zayas-Bazan or by completion of a new form. 
 
 
 
__________________________ _________________________       _______________ 

Patient Name       Signature          Date 
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