AMBERLY PARADOA, DPM, FACFAS

ADVANCED FOOT & ANKLE OF INDIAN RIVER

3730 7th Terrace Suite 302A

Vero Beach, Florida 32960

Dear Patient:

We look forward to seeing you in our office. Thank you for giving us the opportunity to care for your medical needs. In order for us to provide you with the best care possible, we must follow a few guidelines and government regulations.

Office hours 

Monday - Thursday 9:00- 5:00

Friday 
         9:00- 12:00

By appointment only

IV Antibiotic Treatment

Appointments are scheduled by the nurse

By law we are required to have a copy of your Insurance card(s) & Photo ID on file.

Dr. Paradoa uses Medical Billing Connection as an outside billing company.

Medicare & Medicaid: Dr. Paradoa is a provider for Florida Medicare & Medicaid.

Your secondary insurance will be filed as a courtesy. However, if your secondary insurance has not made payment within 90 days of medicare payment you will be responsible for any remaining balance.  

Blue Cross/Blue Shield: Dr. Paradoa is a provider of BC/BS.  Any co-pay or

deductible will be due at time of service.

United Health Care: Dr. Paradoa is a provider of UHC.  Any co-pay or deductible 

will be due at time of service.

Private Insurance: Dr Paradoa requires payment at time of service. Your insurance company will be billed in a timely manner for you to receive any reimbursement you

are entitled too. 

Self Pay: Dr. Paradoa requires payment at time of service. Any questions regarding payment arrangements please see me. 

Collections: All unpaid balances will be sent to an outside collection agency or small claims court, 

after all practice efforts have been exhausted. Any & all small claims & collections cost will be the

patient’s responsibilty.  

Return Check fee: A fee of $25.00 will be charged to any patient account for a returned check.

I, the undersigned, agree to be responsible for any charges incurred by me or not payable by my insurance company. I also agree to be responsible for any legal fees and/or court costs incurred as a result of my failure to pay for services rendered.   

Patient Signature:_____________________________________________________

Kimberly Snell, CPC

Office Manager




