
 
 

 
RYAN MEDINA OAKLEY DPM LLC  

10775 SW 56th Street ● Miami, FL ● 33165  
Office: (305) 930-7934 ● Fax: (305) 203-4891 

DoctorPodiatryHealthCare@gmail.com 
PLEASE PRINT CLEARLY 

 

I hereby authorize my insurance company to pay directly to Ryan Medina Oakley DPM LLC dba Doctor Podiatry any and all medical 
and/or surgical fees otherwise payable to me for their professional services.  I acknowledge that I am personally responsible and 
liable to Ryan Medina Oakley DPM LLC dba Doctor Podiatry for any and all surgical and/or medical fees billed by them.  Should 
Ryan Medina Oakley DPM LLC dba Doctor Podiatry accept payment directly from my insurance company; I understand that I am 
responsible and liable for any and all deductible/co-pay expenses for the insurance company.  If in the event Ryan Medina Oakley 
DPM LLC dba Doctor Podiatry are required to retain the services of an attorney/collection agency to collect his bills I agree to pay 
Ryan Medina Oakley DPM LLC dba Doctor Podiatry’s fees up through and including appellate fees. A copy of our office’s Privacy 
Practices is available from the front desk upon request.  
  
Por la presente autorizo a mi compañía de seguros a pagar directamente a Ryan Medina Oakley DPM LLC dba Doctor Podiatry 
cualquier y todos los gastos médicos y / o quirúrgicos de otro modo pagadero a mí por sus servicios profesionales. Reconozco que 
soy personalmente responsable y obligado a Ryan Medina Oakley DPM LLC dba Doctor Podiatry de cualquier y todos los honorarios 
quirúrgicos y / o médicos facturados por ellos. En caso de Ryan Medina Oakley DPM LLC dba Doctor Podiatry aceptar el pago 
directamente de mi compañía de seguros, yo entiendo que soy responsable y responsable por cualquier y todos los gastos 
deducibles / co-pago de la compañía de seguros. Si en el caso de Ryan Medina Oakley DPM LLC dba Doctor Podiatry están 
obligados a contratar los servicios de una agencia de abogado / colección para recoger sus cuentas Acepto pagar Ryan Medina 
Oakley DPM LLC dba Doctor Podiatry, honorarios de DPM arriba hasta e incluyendo los honorarios de apelación. Una copia de las 
prácticas de privacidad de nuestra oficina está disponible en la recepción bajo petición. 
 

SIGNATURE / FIRMA __________________________________________ DATE / FECHA _______________________________ 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 



 



 

 

 

 

 

 

 



 
 
  

 

 
 
 
 

RYAN MEDINA OAKLEY DPM LLC 
10775 SW 56th Street ● Miami, FL ● 33165  

Office: (305) 930-7934 ● Fax: (305) 203-4891 
DoctorPodiatryHealthCare@gmail.com 

 

 

Name: _________________________________   Date: ____________________ 

Age: _______   

       

1. Have you traveled anywhere outside of the U.S. in the past 2-3 weeks?  □ Yes   or   □ No 

2. Have been in contact with anyone who was sick with COVID-19 symptoms?  □ Yes   or   □ No 

3. Have you attended any large group functions?  □ Yes   or   □ No 

4. Have you had any of the following symptoms within the last two weeks: FEVER, FATIGUE, DRY COUCH, 

ALTERED TASTE, ALTERED SMELL, TROUBLE BREATHING, PRODUCTIVE COUCH 

(MUCOUS IN COUCH), OR MUSCLE PAIN?  □ Yes   or   □ No 

5. Have you had the COVID-19 test done?  □ Yes   or   □ No 

6. Would you be interested in having the COVID-19 antibody 10 minutes test?  □ Yes  or  □ No 

We thank you for your cooperation and will contact you if we need further information. 

 

Signature: ______________________________________ 

Thank you 



RYAN MEDINA OAKLEY DPM LLC                       Office: (305) 930-7934 | Fax: (305) 203-4891 

DOCTOR PODIATRY                         DoctorPodiatryHealthCare@gmail.com 

CREDIT CARD ON FILE POLICY 

ADVANCE NOTICE OF APPOINTMENT CANCELLATION 

 

If you absolutely must cancel your appointment, please do so as far in advance as possible so that we have time 

to schedule another patient in your place. Failure to notify our office in a timely manner will result in us not 

being able to refill your appointment time slot. 

 

■ In the event you are unable to keep your appointment, you must cancel 24 hour (1 business day) before 

the appointment date to avoid a cancellation fee of $25.00. 

__________________________________________________________________________________________ 

NOTIFICACIÓN PARA CANCELACIONES DE CITA 

Si usted necesita cancelar su cita, por favor hágalo lo antes posible, para poder utilizar ese turno con otro 

paciente. Si usted no nos notifica con suficiente anticipación, puede resultar que ese turno se quede vacío. Por 

favor lea este documento antes de firmarlo. 

 

■ Debe cancelar su cita por lo menos con 24 horas (un día laboral) de anticipación para evitar un cargo de 

cancelación de $25.00. 
 

 

 

 
 
 
 
 
 
 
 
 
 
I (we), the undersigned, authorize and request Ryan Medina Oakley DPM LLC dba Doctor Podiatry to charge my 
credit card, indicated above, for balances due for failure to notify our office of a cancellation in a timely manner 
and/or services rendered that my insurance company identifies as my financial responsibility. 
 

Patient Name (Print): __________________________________ 

Patient Signature: _________________________________  Date:______ / ______ / ______ 

 

mailto:DoctorPodiatryHealthCare@gmail.com

