






 

ST. CHARLES PODIATRY ASSOCIATES, LLC 

ERNEST V. ISADORE DPM, PC 

DIPLOMATE AMERICAN BOARD OF PODIATRIC SURGERY 
RANDALLWOOD 

2210 DEAN STREET, SUITE C 

ST. CHARLES, IL 60175 

(630) 377-5001 

 

AUTHORIZATION TO RELEASE BILLING AND MEDICAL INFORMATION 
I Hereby authorize Dr. E.V. Isadore to release to employer groups, insurance companies, 
health maintenance organizations, government agencies or other third-party payers 
including collection agency and their agent’s information concerning medical care, advice 
treatment or supplies and any other information that may be necessary for the purpose of 
determining eligibility for those benefits available for payment for healthcare services 
provided to me or my minor children. This authorization may be revoked in writing at any 
time except to the extent that actions have been taken in reliance thereon prior to 
revocation.  
 

PAYMENT GUARANTY AND ASSIGNMENT OF BENEFITS  
I hereby assign to Dr. E.V. Isadore all my right to payment under and Insurance policy, 
employee benefit plan or other medical expense reimbursement agreement for medical 
services rendered to me or my minor children by E.V. Isadore by a third-party pursuant to 
this agreement.  
 

AUTHORIZATION FOR RELEASE OF INFORMATION 
I Hereby grant permission to E.V. Isadore to request and receive confidential 
medical information about me from my primary care physician and other specialty care 
physicians for purposes of coordination of care.  

NON-COVERED SERVICES 
I assume all monetary responsibility for services not covered by my insurance. Including 
Charges that are covered but applied to my calendar year deductible.  
 

FINANCIAL AGREEMENT 
I Agree to pay all collection costs incurred, in an amount not to exceed fifty percent (50%) 
of the unpaid balance, should any unpaid balance be referred to an attorney for litigation 
all reasonable attorney fees and court costs shall be paid for by the undersigned as 
allowed by the court. I consent to be contacted via phone, cellular phone or by email by St 
Charles Podiatry Associates, LLC or by any other agency contracted by them.  
 

AUTHORIZATION FOR TREATMENT 
I hereby request and authorize Dr. Ernest V. Isadore to administer medical counseling 
and/or treatment and to perform such general procedures as they may deem necessary in 
the diagnosis and treatment of my foot condition. I further certify that to the best of my 
knowledge the information I have provided in the personal health history is true and 
accurate.  
 
SIGNATURE_____________________________________________DATE___________
___ 
 
PRINT NAME___________________________________________ REVISED 04/2023  



 


