MIDWEST ORTHOPEDIC GROUP

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

With my consent, Midwest Orthopedic Group may use and disclose protected health information (PHI) about me to carry out treatment, payment, and healthcare operations (TPO).  Please refer to Midwest Orthopedic Group’s Notice of Privacy Practices for a more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent.  Midwest Orthopedic Group reserves the right to revise its Notice of Privacy Practices at anytime.  A revised Notice of Privacy Practices may be obtained by forwarding a written request to Midwest Orthopedic Group – Attn:  Jennifer Skinner, Privacy Officer at 606 Maple Valley Drive, Farmington, MO  63640.

With my consent, Midwest Orthopedic Group may call my home or other designated locations and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items, and any call pertaining to my clinical care, including laboratory results among others.

With my consent, Midwest Orthopedic Group may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as patient statements as long as they are marked Personal and Confidential.

I have the right to request that Midwest Orthopedic Group restrict how it uses or discloses my PHI to carry out TPO.  However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

I may revoke this consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this consent, Midwest Orthopedic Group may decline to provide treatment to me.

_______________________________________________________________

________________________

Signature of Patient or Legal Guardian





Date

___________________________________________

____________________________________________

Print Name of Patient




Print Name of Legal Guardian

------------------------------------------------------------------------------------------------------------------------------------------------------------------------

PATIENT PAYMENT RESPONSIBILITY FORM

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures, and others pay a percentage of the charge.  It is your responsibility to pay any deductible amounts, co-insurance amounts, or any other balances not paid for by your insurance company.

IN THIS OFFICE THERE IS A $25 NO SHOW FEE CHARGED TO ACCOUNTS WHEN AN APPOINTMENT IS NOT RESCHEDULED PRIOR TO THE TIME OF THE APPOINTMENT.  THIS FEE WILL BE DUE IN FULL PRIOR TO MAKING ANOTHER APPOINTMENT.
If this account in assigned to an attorney/agency for collection and/or suit, you as the responsible party agree to pay all cost of collection including attorney fees, collection fees, and contingent fees to the collection agency of not less than 35% of the total collection amount.  Such contingency fees will be added and collected by the collection agency immediately upon your default and our referral of your account to said collection agency.

To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of these portions of the patient’s record, either by photocopy or telephone fax.

I thereby assign all medical and/or surgical benefits to include major medical benefits to which the patient is entitled, including Medicare, Medicaid, private insurance, and other health plans to:  Midwest Orthopedic Group, 606 Maple Valley Drive, Farmington, MO  63640.

This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all information necessary to secure the payment.

____________________________________________________________

____________________________

Responsible Party (please print)






Date

____________________________________________________________

Signature

