
Pete O'Donald, DPM PLLC 
2234 Nederland Ave. 

Port Neches, TX 77651

___/ ___ / __ _

Middle ;)ate of Bi,th 

SSN: Marital Stat:.is: Gender: F 

Street City State Zip 

H� P!:one :'- __ .....,) _____ _ 'tJVK (..__ __ _,) _____ _ Cell(..__ __ �) _____ _ 

[ consent to be contacted by: (circle all that apply) Phone Tei.:t lEmaH: _____________ _ 

Employer: _________ _______ _ Oc,;:upation: _______________ _ 

SPOUSE/ Pa.-ent I•fame ____________________ _ Binh Date 

Address (if different from above) _______________________________ _ 

Street City 

HmPhone <� __ _,) _____ _ Cell ( ...... __ _,) _____ _ 

State r.-:_ _..s I' 

VIK('- __ _, _______ _ 

Primary Physician's Name Phone# ( ___________ _ 

Date Last Seen by Primary Physician _____________ _

''E.\1ERGEf',C\_' CONTACT _____________ --'/ ______ _ ?iJone # ( ___________ _ 
I Relationship) 

How did you hear about the practice? (circle one) 

Internet/Google ________ _ Friend/Family _____ _ Doctor Referral (who?). ________ _

Insurance Company ______ _ Facebook ______ _ Other ______________ _ 

[nsurance F.nform�tion: 
1. ___________ _____________________ _______ _

Primary Insurance Company Policyholder Policy holder DOB Relation to Patient

Member ID# Group# 
2. 

�-------------------------------------------

Sec o o d a ry Insurance Company Policyholder Policy holder DOB Relation to Patient 

Member ID# Group# 

'.\1 �dicare J\h!mber 
---------------

Are you working? Yes No 

l hereby authorize payment directly to Dr. Pete O' Donald for all insurance benefits otherwise payable to me for services r;;:ndered.
understand that I am financially responsible for all charges, whether or not paid by insurance. and for all services rendered on my
behalf or my dependents.

I authorize the above doctor and/or any provider or supplier of services in this office to release any infonnation required to secure the 
payment of benefits. I authorize the use of this signature on all insurance submissions. 

SIGNATURE of Responsible Party X ________________ _ Dare: ________ _ 







Consent for Disclosure of Protected Health Information 

With this consent, representatives of Pete O'Donald, D.P.M. may call or mail my home 
or other alternative location, or leave a message on voicemail in reference to any items 
that assist the practice in carrying out treatment, payment, and healthcare operations, such 
as appointments, discussion of lab, radiology, or procedure results, or to ask to call 
regarding an issue or concern. 

I authorize Pete O'Donald, D.P.M., and his staff to release laboratory/radiology results 
and reports to the following individuals listed below. At no time will a representative of 
Pete O'Donald, D.P.M., discuss your medical circumstances or condition without your 
consent 

1. Relation to Patient: 
---------------- ---------

2. Relation to Patient: 
---------------- ---------

This authorization shall be in force and effect for one year from the date of signature. 
I understand that I have the right to revoke this authorization, in writing, at any time by sending 
such written notification to 2234 Nederland Ave., Port Neches, TX 77651.

__ NO, I do not wish my information to be released to anyone but myself. 

By signing this form I acknowledge that the Notice of Privacy Practices was available 
and that I have read (or had the opportunity to read ifI choose) and understand the notice. 

By signing this form, I am consenting to allow Pete O'Donald, D.P.M., and his office 
staff to use and disclose my personal health information to carry out treatment, payment, 
and health care operations. I also accept full financial responsibilities for any services not 
covered by my insurance policy/policies. 

Patient Name 

Signature of Responsible party Date 
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I,--------------------� hereby authorize 

----------------------

to release copies of my medical 

records to the office of Pete O'Donald, DPM PLLC.

Signed:. __________________ _ 

Witness: __________________ _ 

Date: ___________________ _ 

Please send copies of the above mentioned patient's medical records to the following address: 

Pete O'Donald, DPM 

2234 Nederland Ave.

Port Neches, TX 77651

Ph: 409-727-1122 

Fax: 409-727-1114 

Thank you for your assistance. 




