Patients MUST sign and date all paragraphs below before medical care can be rendered.

PATIENTS WHO ARE MINORS:  If the patient is younger than eighteen, then the paragraphs below must be read and signed by a parent or legal guardian.  A parent or legal guardian MUST BE PRESENT  for any patient younger than eighteen.

Release of Medical Information:

I authorize the release of medical information to my primary care or referring physician, to consultants if needed, and as necessary for the purpose of treatment, process claims, insurance forms, and prescriptions.

PRINT PATIENT’S NAME:  ____________________Relationship to Patient_________

Signature of Patient or Parent/Guardian: ___________________________Date: _____

Financial Policy:

Payment is required for all services at the time they are rendered unless the patient is in an insurance plan with which we participate.  We accept payment in the form of cash, check, Visa, and Mastercard.  In the event that your account must be turned over to collections, a 25% collection fee will be added to your account.  For appointments which are missed or cancelled with less than 24 hour notification, there may be a $25.00 missed appointment fee added to your account.  Returned check fees are posted at our check in and check out areas. Your signature below signifies your understanding and willingness to comply with this policy.
I have read and understand the financial policy statement.  I agree to make in-full prompt payment to Dermatology Center of Shelby when billed for any and all charges not covered or paid by valid insurance benefits for and in consideration of services rendered.  Further, I authorize payment directly to Dermatology Center of Shelby for medical insurance benefits payable to me under the terms of my policy but not to exceed the balance due for services performed for my treatments.

In addition to the above, if I am a Medicare patient, I authorize any holder of medical or other information about me to release to the Social Security  Administration and Center for Medicare and Medicaid Services, or its intermediaries or carrier, any information needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits to the party who accepts assignment.  Regulations pertaining to Medicare assignment of benefits apply.

Signature: ____________________________________
Date: ______________
Privacy Practices (HIPAA)

 I acknowledge that I have been advised of the Dermatology Center of Shelby’s Notice of Privacy Practices.  This document is posted on our website and in our waiting room.  I also understand that I have a right to request a copy of this privacy policy for my own records.
Signature: ____________________________________
Date: ______________
The above authorizations are effective until revoked.
