Trinity Family and Sports Medicine

Patient Consent and Policy Form  
(Please Read and Sign)

I, the undersigned, hereby consent to the following Treatment:

· Administration and performance of all treatments

· Administration of any needed anesthetics 

· Performance of such procedures as may be deemed necessary or advisable in the treatment of this patient

· Use of prescribed medication

· Performance of diagnostic procedures/tests and cultures 

· Performance of other medically accepted laboratory tests that may be considered medically necessary or advisable based on the judgment of the attending physician or their assigned designees 
I fully understand that this is given in advance of any specific diagnosis or treatment. I intend this consent to be continuing in nature even after a specific diagnosis has been made and treatment recommended.  The consent will remain in full force until revoked in writing. I, the undersigned, acknowledge that Trinity Family and Sports Medicine will use and disclose my information for the purposes of treatment, payment, and healthcare operations as described in the Notice of Privacy Practices.  A photocopy of this consent shall be considered as valid as the original.
MEDICARE PATIENTS: I authorize to release medical information about me to the Social Security Administration or its intermediaries for my Medicare claims. I assign the benefits payable for services to Trinity Family and Sports Medicine. I will sign ABN Form when indicated.
Consent to Trinity Family and Sports Medicine Policies

Appointments
· I agree that I will give 24 hours notice for cancellation of an appointment.  I understand that I will be charged $50, if I miss my appointment more than once and services may be discontinued if two or more appointments are missed.    
· If I am 10 minutes or more late past my scheduled appointment it may be considered a missed appointment and I may have to reschedule.
· Please note the doctor cannot make a diagnosis over the telephone.  If you are sick you must make an appointment to receive treatment and/or a prescription.








Initials:_______
Medications and Referrals
· For Medication Refills, patients must have been seen by the doctor for follow ups as scheduled.  If so, call your pharmacy and they will fax info to our office. 
· Please allow 48 to 72 BUSINESS hours to process request once the fax is received from your pharmacy. Do Not wait until your last pill to call your pharmacy.  Medications will not be filled on the weekend.
· Referrals are recommended by the physician based on physical exam and results of labs and tests. If you need a referral, please allow up to 5 business days.

· THIS DOCTOR DOES NOT WRITE PRESCRIPTIONS FOR ANY NARCOTIC MEDICATIONS due to the new laws in effect.  

Financial

· All fees, balances, co-pays and deductibles need to be paid at the time of service.  
· I agree to accept financial responsibility for any unpaid balances and for any services done in this office that are not covered by my insurance carrier or Medicare. 
· I agree that if my account becomes delinquent, and is turned over to a 3rd party for collection, I am responsible to pay all reasonable collection costs including reasonable attorney fees and court costs.

· Checks returned for Non Sufficient Funds will be subject to a $30 fee and patient will be expected to provide cash on all following visits.
· If applicable, ask staff about Medical Records fees and Form fees (ex. Disability, Power Wheel Chair etc., that patient wants filled out by doctor).

Forms
· This office maintains strict code of confidentiality.  If a patient requests any information (documents or verbal) to be given to another party (ex. Spouse, relatives, etc.) they must have on file a signed document indicating who may have this privileged information.    
· For processing forms to be filled out by the doctor, please pay appropriate fees and allow 5 business days for completion.
· Please bring in any forms that need to be part of your chart such as Power Of Attorney, Advance Directives, etc.  
I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents and I acknowledge that I have been given the Trinity Family and Sports Medicine Notice of Privacy Practices.  I understand that if I have questions or complaints that I should contact the Privacy Official.  
________________________________________________


_______________________Patient (or Responsible Party) Signature 
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