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APPOINTMENT DATE/TIME: 

Thank you for scheduling an appointment at West Central Ohio Podiatry Inc. (WCOP). This letter confirms 
your appointment and provides valuable information about our office policies. Please read this letter and 
contact us if you have any questions; we want to make your time with us enjoyable and productive. To learn 
more about our physicians, their training and credentials, and various orthopedic-related conditions, please 
visit our website at www.wcopodiatry.com. 

Appointment Cancellations/No Shows 
There will be a $40.00 charge for not giving a 24-hour notice for appointment cancellations as well as a $40 
charge for no-show appointments. No-shows represent a lost opportunity to better serve patients who are in 
need of treatment. A pattern of no-shows may result in dismissal from the practice.  

Preparing For the Visit 
Please complete the enclosed patient information and clinical history form, bring the forms with you at the time 
of your appointment. Completing this information ahead of time allows us to see you in a timely manner upon 
your arrival at our office, and ensures we have the information necessary to fully address your health care 
needs. In addition, bring the following with you: 

• A photo ID
• Your insurance card(s)
• A referral (if required by your insurance)
• Your copayment (if required by your insurance)
• A list of any medications you are currently taking

Should you need to reschedule or cancel your appointment, please call us at least 24 hours in advance to 
allow us the courtesy of offering your spot to another patient. Our phone number is (419)225-2726. Please see 
paragraph 2. 

Minors 
Minors must be accompanied by a parent or legal guardian to be treated. If the parent or legal guardian is 
unavailable, the minor must have a permission slip signed by the parent or legal guardian giving us permission 
to treat him/her. We will accept telephone permission when witnessed by two different people.  

What to Expect During your Visit 
Upon arrival you will be greeted by our staff and your registration information confirmed. If your insurance plan 
requires a copayment, we will ask for that amount at the check-in. WCOP accepts cash, personal check, and 
credit/debit cards as forms of payment for your convenience. Self-pay patients will be asked for a $50 
copayment at each visit check-in which will be applied towards the total amount of charges incurred for the visit 
that day.  



What to Expect After the Visit 
Our office will submit a claim to your insurance company on your behalf. In order for our office to bill your 
insurance carrier, you will need to supply our office with all your current and correct insurance card(s). Your 
insurance policy is an agreement between you and your insurance company. We ask that all patients seek out 
information needed from their insurance company including referrals and that patients assume responsibility 
for providing this information to our office. You are ultimately responsible to see that the account is paid in full. 
If there are remaining balances after the insurance company(ies) have paid, we will send you a bill. Please 
refer to the enclosed financial policy for more information about our billing and payment policies. Should you 
have any questions about a bill please contact our office and we will be happy to assist you.  

FINANCIAL POLICY 
We offer a 50% discount for patients without insurance only if you begin monthly payments immediately and 
continue monthly payments. The discount will be applied only when the first 50% has been paid. We require 
an $80 down payment at the time of service. As long as you are making a monthly payment, regardless of the 
amount, we do not charge interest and your account remains in good standing. However, if you miss monthly 
payments then this does not apply.  

We are participating Medicare providers and do accept Medicare assignment. There is a yearly Medicare 
deductible that patients must meet before Medicare begins paying, and there is always a 20% coinsurance that 
the patient will be responsible for. If you have a secondary insurance, we will submit this for you. For any 
remaining balance the patient, by law, is responsible for any portion of the approved amount not paid by 
Medicare or a secondary insurance carrier.  

All Medicaid and Medicaid Managed Care patients must show a valid insurance card at each appointment 
before seeing the doctor. If ineligible or if you did not provide us with the ID card, your appointment will be 
rescheduled or canceled, as we are required to verify current insurance coverage.  

You are responsible for timely payment of your account. We reserve the right to reschedule or deny a future 
appointment on delinquent accounts. Delinquent accounts that are neglected are placed with an outside 
collection agency. Often the person responsible for the children’s doctor bills is unclear. In our office the parent 
who brings the child in and requests treatment is the parent who is responsible for all fees incurred. Any court 
ordered responsibility judgment must be determined between the individuals involved without the inclusion of 
our office.  

For all checks returned to us by our bank for insufficient funds, there will be a service fee assessed to the 
patient’s account.  

It is our hope that the above Financial Policy will allow us to provide quality care to our valued patients. If you 
need any clarification of the above policies, please do not hesitate to contact our office.  
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Spouse/Parent/Guardian Information: 

Name: ____________________________________________________ 
Relationship: ____________________________________________ 
Address: _________________________________________________ 
Date of Birth: ____________________________________________ 
Phone:  ___________________________________________________ 

Name:   ____________________________________________ 
Date of Birth:  ____________________________________________ 
Address: ____________________________________________ 
City, State, Zip: ___________________________________________ 
Phone:  ____________________________________________ 
Cell Phone: ____________________________________________ 
Age: _______________________________________________________ 
Height: __________________ Weight:________________________ 
Shoe Size:________________ Sex:   MALE      FEMALE 
Email:_____________________________________________________ 
Marital Status: ___________________________________________ 
Are you currently pregnant?   Yes     No   
Family Doctor: __________________________________________ 
Did Family Doctor Refer You To Us?___________________ 

I authorize treatment by the ph ysicians of this practice.  I authorize the release of medical information necessary to process any 
claim.  I authorize payment of benefits to Dr. Shawn Ward or Dr. Heather Gray or Dr. Jennalee Rauh or Victoria Wise, CNP for 
services rendered.  I understand there is a $40.00 charge for either neglecting an appointment or cancelling appointments 
without a 24-hour notice. I assume responsibility for payment of my account. 

Signature of Patient:________________________________________________________     Date:_________________________________ 

I acknowledge that I was offered a copy of the Notice of Privacy Practices and that I have read (or had the opportunity to read if 
I so chose) and understand the Notice. 

Patient Name (Please Print):________________________________________________  

Signature:   Date: 
 

Employer: _____________________________________________ 
Occupation:    _____________________________________________ 
Work phone: _____________________________________________ 
Preferred Language: ______________________________________ 
Race: _______________________________________________________ 
Ethnicity(check one):  Hispanic   Non-Hispanic    Unknown 
Preferred Pharmacy: ______________________________________ 
Do you smoke?     Never    Past    Current:  how 
many per day? _____________________________________________ 
Do you use E-Cigs?   Never    Past    Current   
Do you drink alcohol?   Never    Past    Current  
How did you hear about WCOP? _________________________ 
______________________________________________________________ 

Emergency Contact Information: 

Name: ___________________________________________________ 
Relationship: ___________________________________________ 
Phone: __________________________________________________ 



Please circle family member who has a history of: 

Patient Past Medical History:  Please check if yes to any of the following:. 

 Alcoholism
 AIDS
 Alzheimer’s Disease
 Anemia
 Arthritis
 Asthma
 Bleeding Tendencies/Disorders
 Blood Clots
 Cancer:_______________________________
 GERD

Current Medications (including over the counter): 

Allergies:______________________________________________________________________________________________________________________________________ 

Previous Surgical Procedures (include year):   

 Kidney Disease
 Liver Disease
 Mental Illness
 Osteoporosis
 Parkinson’s Disease
 Rheumatoid Arthritis
 Sickle Cell Anemia
 Stomach Ulcer
 Stroke
 Other:

For Office Use:_________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________ 

    
 Diabetes
 Dialysis
 Depression
 Epilepsy
 Fibromyalgia
 Glaucoma
 Gout
 Heart Attack
 Heart Disease
 High Blood Pressure

Patient Medical History Form 

 
Heart Disease:      Mother   Father     Sister    Brother  
High BP:          Mother   Father    Sister     Brother  
Kidney Disease:   Mother   Father    Sister    Brother  
Liver Disease:        Mother   Father    Sister    Brother  
Mental Illness:      Mother   Father    Sister    Brother  
Parkinson’s:            Mother   Father    Sister    Brother  
Rheum. Arthritis:   Mother   Father    Sister    Brother  
Sickle Cell:                 Mother   Father    Sister    Brother  
Stomach Ulcer:        Mother   Father    Sister     Brother  

Alcoholism:   Mother     Father     Sister     Brother  
Anemia:         Mother     Father     Sister   Brother  
Arthritis:       Mother     Father    Sister     Brother  
Blood Clots:    Mother   Father    Sister   Brother  
Cancer:           Mother   Father     Sister   Brother  
Diabetes:    Mother     Father     Sister   Brother  
Depression:    Mother   Father    Sister     Brother  
Fibromyalgia:   Mother     Father     Sister     Brother  
Heart Attack :   Mother   Father    Sister     Brother  

Reason for today’s visit: 

__________________________________________________________________________________________________________________________ 

Name: _____________________________________________________      Date of Birth: ________________________________________ 



Patient Review of Systems Form 

Name: ___________________________________________________       Date of Birth: ___________________________________________ 

Review of Systems:  Please circle all symptoms that apply (current or recent only) 

Constitutional:  Fever  /  Chills  /  Sweats  /  Weakness  /  Fatigue  /  Decreased activity  /  Feeling hot / 
    Feeling cold  /  Appetite loss  /  Night Sweats  /  Weight gain  /  Weight loss 

Eyes:  Recent visual problems  /  Blindness  /  Blurring  /  Double vision  /  Dry eyes  /  Impaired vision / 
Glasses  /  Visual disturbances 

ENMT:  Decreased hearing  /  Nasal congestion  /  sinus pain  /  sore throat  /  Tinnitus  /  Hearing aid 

Respiratory:   Shortness of Breath  /  Cough  /  Wheezing  /  Apnea 

Cardiovascular:   Calf pain  /  Chest pain  /  Palpitations  /  Poor circulation  /  peripheral edema  / 
Syncope  /  Varicose veins 

Gastrointestinal:  Nausea  /  Vomiting  /  Diarrhea  /  Constipation  /  Heartburn  /  Abdominal pain 

Genitourinary:   Dysuria  /  Hematuria  /   frequent UTI’s  /  Urinary frequency  /  Incontinence 

Hematology/Lymph:   Anemia  /  Bruising tendency  /  Bleeding tendency  /  Swollen lymph glands 

Endocrine:  Excessive thirst  /  Excessive hunger   /  Hot flashes  /  Hyperglycemia  / Hypoglycemia 

Immunologic:  Chemotherapy  /  High dose steroids  /  Immunocompromised  /  Recurrent fevers / 
Recurrent infections  /  Malaise  /  Transplant 

Musculoskeletal:  Back pain  /  Neck pain  /  Joint pain  /  Muscle pain  /  Muscle cramps  /  Muscle spasm 
Muscle weakness  /  Claudication  /  Joint stiffness  /  Joint swelling  /  Restless leg  /  Trauma 

Integumentary:   Rash  /  Pruritus (itch)  /  Breakdowns  /  Dryness  /  Keloid 

Neurologic:  Altered mental status  /  abnormal balance  /  confusion  /  numbness  /  tingling  / 
Dizziness  /  Headache /  Loss of coordination /  Memory loss / Seizure / Speech problems /  
Tinnitus  /  Tremor  /  Vertigo 

Psychiatric:   Anxiety  /  Depression  /  Hallucinations  /  Behavioral changes  /  Attention disorder  / 
Memory difficulty  /  Sleeping problems  /  Substance abuse 

For Office Use Only: 



Office use only:   MRN____________ 

Permission to Relay Information

As required by the Health Insurance Portability and Accountability Act of 1996, you have a right to request 
that communications concerning your personal health information be made through confidential channels.  
If you request to receive confidential communications of PHI by alternative means, you must give us an 
alternative address or other method of contacting you.  Some method of contact must be provided. 

We will not ask why you are making your request, and will make efforts to accommodate all reasonable 
requests. This request supersedes any prior request for communication of information I may have made. 

Extended Authorization 

Please list any persons you would like to have access to your billing, appointment or health 
information (with the exclusion of information that is protected under State and Federal law), such 
as your spouse, caretaker or other family member: 

Name Relationship

______________________________________  __________________________________

______________________________________  __________________________________

______________________________________  __________________________________

______________________________________  __________________________________

Restrictions on Communication Methods 

Our methods of communicating with you may be through mail, secure email, and telephone, including 
leaving messages on your answering machine/voice mail.  Please indicate below any ways in which 
you do NOT want to receive communications: 

No restrictions
No calls to phone number(s): ___________________________________________________
No messages or voice mails left on phone number(s): _______________________________
No mail to the following address(es): ____________________________________________
Other (please specify): ________________________________________________________

_______________________________________ 
Signature of Patient /Responsible Party 

_______________________________________ 
Name of Patient/Responsible Party (please print) 

_____________________________________ 
Date 

_____________________________________ 
Relationship to Patient 

I authorize my healthcare provider and/or any entity authorized by my healthcare provider, including those using automated 
dialing systems, automated messages, email, text messaging, or other electronic communications to contact me for any 
reason by using any telephone number, email address and/or mailing address provided.
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Dr. Shawn C. Ward Dr . Heather M. Gray Dr. Jennalee Rauh 

We would like to invite you to join our IQHealth Portal. IQHealth is your personal view into 
the electronic medical record that we at WCOP use to manage and document your care. 
IQHealth allows you to communicate with our physicians and staff, schedule appointments, 
and view your medical record and lab results in a secure, efficient and easy-to-use manner.

Need to ask about follow-up care or clarify the instructions you received during your visit? 
Communicate with us, confident that your personal information is safe and secure. Want to 
view your test results or obtain a copy of your medical record? Save time by accessing 
important information in your online medical record. Need to schedule a routine 
appointment or follow-up visit? View upcoming appointments and schedule visits with your 
doctors and nurses anytime, anywhere, using our IQHealth.

To join our IQ Health please provide the following information. Please print clearly:

Name:__________________________________________________________

Date of Birth: ____________________                     Male or Female (Circle one)

Email address:____________________________________________________________

Please choose one security question that you will need to remember to access IQ Health:

1. Last 4 Digits of SSN
2. Year patient graduated high school
3. Year mother was born
4. Year father was born
5. Patient's postal code

     Security Answer

1___________________ 
2___________________ 
3___________________ 
4___________________
5___________________

Please respond to your email in 4 days as the invitation will expire at that time. 
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