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Roy/Ogden: 3443 West 5600 South, Roy, Ut 84067 Phone: (801)-731-3833 
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Welcome Letter 

 
We would like to welcome you to the Tanner Clinics.  We are excited to help you in 

obtaining better overall health. 

 

Tanner Foot & Ankle Clinic is a medical and surgical practice specializing in the 

diagnosis, treatment, and prevention of disorders and diseases of the foot and ankle for 

children, adults, and seniors.   

 

Important components of our welcome packet include:  Welcome Letter, New patient 

history form, Insurance and Billing form, Consents Assignments and Acknowledgement 

form, Financial Policy form, and Pain Contract form (See below).  Print only those as 

needed or for your review. 

 

Our office location is:  

Roy: 

3443 West and 5600 S. Roy Utah.  We are located in the new Tanner Clinic building next 

to the Davis Hospital Emergency Room. From I-15 Exit at 5600 South and head due 

West and we are located on the South side of the street.  Our regular office hours are 9 

AM to 5 PM is Monday-Friday. 

 

Please remember to bring a copy of all insurance cards, a copy of your drivers 

license/military photo ID, and a list of your current medications including dosages.  You 

can call your primary care doctor or internists and have them fax a copy of your last visit 

note as well for your ease (801-731-4561 Fax).  Co-payment is due at time of service.  If 

you are unable to make your appointment, please call our office within 24 hours before 

your scheduled appointment time. 
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Insurance and Billing information 

 

Date:____________________________ 

 

1. PATIENT INFORMATION: 

 

Patient name:_____________________ 

 

Date of birth:_____________________ 

 

Soc Sec#:________________________ 

 

Address:_________________________ 

 

_________________________________ 

Language:_______________________ 

 

Race/ethnicity:____________________ 

 

Emergency contact:_______________ 

 

Relationship:_____________________ 

 

Phone:__________________________ 

 

2. ACCOUNT INFORMATION: 

 

Primary Insurance:_______________ 

 

Phone number:___________________ 

 

I D./Acct number:_________________ 

 

Group #:_________________________ 

 

Co-pay:__________________________ 

 

3. GUARANTOR INFORMATION*:  

(if applicable) 

Full Name:_______________________ 

 

Relationship:_____________________ 

 

Address:_________________________ 

Circle: minor/single/married/partner/ 

 divorced/separated/widowed. 

 

  Male/female 

Age:_________ 

 

Home phone:_____________________ 

 

Cell phone:_______________________ 

 

Work phone:_____________________ 

 

E-mail:__________________________ 

 

Employer:_______________________ 

 

Occupation:______________________ 

 

Primary Doctor:__________________ 

Address (if known):_______________ 

 

How did you find out about us? 

Word-of-mouth/referred/friend/ 

TV/Internet/other:___________ 

 

Secondary Insurance:______________ 

 

Phone number:___________________ 

 

ID./Acct number:_________________ 

 

Group#:_________________________ 

 

Co-pay:__________________________ 

 

 

 

Soc Sec #:________________________ 

 

DOB:____________________________ 

 

City/zip:________________________
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 *If the patient is a minor, please list yourself as responsible for the account due to HIPPA rule, so that we can release information to 

you.  Also, please provide proper documentation if you have a power of attorney regarding the patient listed on the account. 

 

 

Consents Acknowledgements and Assignments From 

Consent: 

I guarantee these forms were completed to the best of my knowledge and understand that it is my responsibility to 

inform Dr. Oaks of any changes to the information I have provided.  I authorized the staff to perform any necessary 

services needed during the diagnosis and treatment.  I have had the opportunity to read: Notice of Privacy Practices, 

Assignment and Release of Insurance coverage, Financial Policy, HIPPA Policy, Billing Policy, and Pain contract and 

agree to abide by these contracts. 

 

X:___________________________________ _____________________________ 

Signature      Date 

Please circle 1 of the following: adult patient - power of attorney - parent/guardian. 

 

Acknowledgement of receipt of Notice of Privacy Practices: 

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read (or have the 

opportunity to read if I so choose) and understood the Notice. 

 

_____________________________________ _____________________________ 

Patients name (please print)    Parent/Authorized representative  

Initial:______________________________ Date:_________________________ 

 

Assignment and Release: For those with insurance coverage: 

I, the undersigned, certify that I (or my dependent) have insurance coverage and assigned directly to Gary Oaks DPM  

all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially 

responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information 

necessary to secure the payment of benefits.  I authorized the use of this signature on all insurance and on all insurance 

submissions. 

 

Initial:______________________________ Date:_________________________ 

Please circle 1 of the following: adult patient - power of attorney - parent/guardian. 

 

Medicare Only: Lifetime Authorization for Medicare: I request that payment under the medical insurance program be 

made to Gary Oaks, DPM on any bills for services furnished to me during the effective period of this authorization.  I 

also authorize the aforementioned provider(s) to release for payment purposes to the Social Security Administration of 

its intermediaries or carriers of any information needed for this claim or any related Medicare claims.  I further permit 

this authorization to be used in place of the original. 

Initial:______________________________ Date:_________________________ 

Please circle 1 of the following: adult patient - power of attorney - parent/guardian. 

 

 

 I have read and received a copy of the Tanner Foot & Ankle Clinic Pain Contract (Nov 1, 2011) policy and agree to 

the terms therein and agree to comply completely.  

 

Initial:______________________________ Date:_________________________ 

Please circle 1 of the following: adult patient - power of attorney - parent/guardian. 

 

I have read the Financial Policy (Nov 1, 2011) and agree to the terms therein completely and will comply completely. 

 

Initial:______________________________ Date:_________________________ 

Please circle 1 of the following: adult patient - power of attorney - parent/guardian. 

 

 

I have read the above policy regarding my financial responsibility to Tanner Foot & Ankle Clinic for providing medical 

services to me or the below named patient.  I agree to pay Tanner Foot & Ankle Clinic and the amount due after 

insurance payment has been made by my carrier, any contractual adjustments have been credited or the full amount of 

all bills incurred by me or the below named if there is no health insurance that exists. 

 

Initial:______________________________ Date:_________________________ 

please circle 1 of the following:  adult patient - power of attorney - parent/guardian 
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Financial Policy (as of Nov 1, 2011) 

 

Thank you for choosing our office to provide you with medical care.  We are committed to 

serving you with skill and high-quality care.  The medical services provided by our office or 

services you have elected to receive which may imply a financial responsibility on your part. 

 

COPAYS: Co-pays are due at time of services rendered. 

 

SELF/PRIVATE PAY: We have discount and payment plan options available to patients who 

do not have health insurance coverage.  Patients who pay for their visit in full at time of service 

will receive a 10% discount.   

 

REFFERALS/AUTHORIZATIONS: We are required to follow the guidelines of your managed 

care plan which mandate that when you visit a specialist such as ours, you must have a referral 

from your primary care physician prior to seeking specialty care.  Therefore, you are financially 

responsible for the services rendered unless your referral is present at the time of this 

appointment.  If you do not have a referral from your primary care physician at the time of a visit, 

you will be financially responsible for all services received upon completion of the visit.  Full 

credit will be given if a referral is presented to our office within 48 hours of this visit.  You will 

also be given the option to reschedule your appointment. 

 

PATIENT BILLING:  You will be sent up to two notices for your financial responsibility 

(coinsurance, deductible) after payment and/or explanation of benefits (EOB) is received from 

your insurance company.  After the third and final notice, your account may be forwarded to 

collections.  Please let the billing office know if you have any difficulties resolving your bill.  

Payment arrangements can be made on a case by case basis.  We accept the following payment 

methods: cash, check, money order, Visa, Visa debit and MasterCard.  An additional $35 will be 

added to your statement if a check or debit transaction is returned insufficient funds.  If after 60 

days, your insurance carrier has not reimbursed us for your medical claim, the responsibility of 

the payment will then be transferred to you and you will be notified.  If after an additional 30 

days (90 days total) payment is not received a charge of 1.5 % interest a month (or 18% a year) 

from the initial billing date will be applied.  In the event that your insurance company should 

happen to send payment to you, the patient, we expect that you would forward it to our office to 

be applied to your balance. 

 

*There is a $35 no-show charge billed directly to your account if you miss an appointment 

without calling 24 hours in advance or you are greater than 10 minutes late to your 

appointment. We specifically hold time to see each patient, one of the primary reasons for 

doctors "running behind" is because they are seeing a patient who has done the same.  We 

understand you want to be seen in a timely fashion and this policy helps us do just that. 

 

*Canceling surgery less than 48 hours in advance or missing surgery after the history and 

physical appointment has been done will incur a $150 fee due to the tremendous amount of 

time it takes to schedule, block out time, and prepare surgery. 
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Pain Management Contract (As of Nov 1, 2011) 

This is an agreement between ______________________________________________ (the patient) 

and Dr. Oaks D.P.M & concerning the use of opioid analgesics (narcotic pain-killers) for the treatment of a 

pain problem.  The medication will probably not completely eliminate my pain, but is expected to reduce it 

enough that I may become more functional and improve my quality of life. 

I understand that opioid analgesics are strong medications for pain relief and have been informed of the 
risks and side effects involved with taking them. 

1. In particular, I understand that opioid analgesics could cause physical dependence.  If I suddenly stop 
or decrease the medication, I could have withdrawal symptoms (flu-like syndrome such as nausea, 
vomiting, diarrhea, aches, sweats, chills) that may occur within 24-48 hours of the last dose.  I 
understand that opioid withdrawal is quite uncomfortable, but not a life-threatening condition. 

 
I understand that if I am pregnant or become pregnant while taking these opioid medications, 
my child would be physically dependent on the opioids and withdrawal can be life-
threatening for a baby. 
 

2. Overdose on this medication may cause death by stopping my breathing; this can be reversed by 
emergency medical personnel if they know I have taken narcotic pain-killers.  It is suggested that 
I wear a medical alert bracelet or necklace that contains this information. ' 

3. If the medication causes drowsiness, sedation, or dizziness, I understand that I must not drive a 
motor vehicle or operate machinery that could put my life or someone else's life in 
jeopardy. 

4. I understand it is my responsibility to inform the doctor of any and all side effects I have from 
this medication. 

5. I agree to take this medication as prescribed and not to change the amount or frequency of the 
medication without discussing it with the prescribing doctor.   

6. Running out early, needing early refills, escalating doses without permission, and losing 
prescriptions may be signs of misuse of the medication and may be reasons for the doctor 
to discontinue prescribing to me. 

7. I agree that the opioids will be prescribed by only one doctor and I agree to fill my prescriptions at 
only one pharmacy.  I agree not to take any pain medication or mind-altering medication 
prescribed by any other physician without first  

8. discussing it with the above-named doctor.  I give permission for the doctor to verify that I am not 
seeing other doctors for opioid medication or going to other pharmacies. 

9. I agree to keep my medication in a safe and secure place.  Lost, stolen, or damaged medication 
will not be replaced. 

10. I agree not to sell, lend, or in any way give my medication to any other person. 

11. I agree not to drink alcohol or take other mood-altering drugs while I am taking opioid analgesic 

medication.  I agree to submit a urine specimen at any time that my doctor requests and give my 

permission for it to be tested for alcohol and drugs. 
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12. I agree that I will attend all required follow-up visits with the doctor to monitor this medication 
and I understand that failure to do so will result in discontinuation of this treatment.  I also agree to participate 
in other chronic pain treatment modalities recommended by my doctor. 

13. I understand that there is a small risk that opioid addiction could occur. This means that I might become 
psychologically dependent on the medication, using it to change my mood or get high, or be unable to control my 
use of it. People with past history of alcohol or drug abuse problems are more susceptible to addiction.  If 
this occurs, the medication will be discontinued and I will be referred to a drug treatment program 
for help with this problem. 

14. I understand that a replacement narcotic prescription for my current narcotic pain 
medication will not be provided in the event of loss, theft, or natural or unnatural 
causes. If I experienced side effects I will notify the clinic as soon as possible so that it 
can be noted in my chart any substitution can be considered. Any pain medication that 
needs to be substituted must be brought to the clinic before a substitute refill is 
released. The remaining medication from the original prescription will be counted and 
calculated to determine substitution. Only myself or an authorized representative 
establish by me (with a valid ID) can pick up the written prescription. A request for a 
substitute prescription may require up to 24 hours of advance notification. 

I have read the above, asked questions, and understand the agreement.  If I violate the agreement, I know that the 
doctor may discontinue this form of treatment and or I may be discharged from this clinic. 


