NEW PATIENT FORM

FIRST NAME: GUADALUPE
’Qj VALLEY

LAST NAME:

WOMEN'S HEALTH CARE CENTER

DOB:

GENERAL CONSENT FOR TREATMENT & FINANCIAL POLICY

1) Permission for Treatment: | hereby consent to and authorize the physicians, nurse
practitioners, physician assistants, and clinical staff of this practice to provide medical care,
evaluation, and treatment as deemed necessary for the patient named in this record.

This may include, but is not limited to:

¢ Maedical history review and physical examination

o Diagnostic testing (laboratory, imaging, cognitive testing, etc.)

e Medication management and prescribing

e Preventive care and health maintenance

e Procedures or treatments performed by qualified clinical personnel
| understand that:

e The practice of medicine is not an exact science, and no guarantees have been made
regarding the outcome of care.

e My care may be delivered by a team-based model, including physicians, nurse practitioners
(NPs), physician assistants (PAs), and other licensed clinical staff.

e Clinical staff may assist in care delivery under appropriate supervision.
Telehealth Consent (if applicable)

| consent to receive medical care via telehealth (video, phone, or electronic communication), when
appropriate.

| understand:
¢ Telehealth has limitations compared to in-person visits
e There may be technical failures beyond the provider’s control
e My privacy will be protected using secure systems to the extent possible
e I mayrequest anin-person visit at any time when clinically appropriate
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2) Consent for Communication: | consent to receive communications from the practice
regarding my care, including:

e Appointment reminders

e Testresults

e Billing and account notifications
These may be delivered via:

e Phonecalls

e Text messages (SMS)

e Email

| understand standard messaging/data rates may apply and that privacy risks exist with electronic
communication.

Initials

3) Release of Medical Information (HIPAA Acknowledgment): | authorize this practice to
use and disclose my protected health information (PHI) for purposes of:

e Treatment (care coordination, referrals, prescriptions)
e Payment (insurance billing, claims processing, collections)
e Healthcare Operations (quality improvement, administrative functions)
This may include sharing information with:
e |nsurance companies
e Laboratories and imaging centers
e Pharmacies
e Other healthcare providers involved in my care
| understand:
e Only the minimum necessary information will be disclosed when appropriate
e | mayrequestrestrictions on certain disclosures (though not all requests can be honored)
e | may revoke this authorization in writing at any time
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4) Assignment of Benefits: | hereby assign and authorize payment of medical benefits directly to
the provider for services rendered.

| understand:

e Myinsurance policy is a contract between me and my insurance company

e The provideris not responsible for coverage decisions

e | remain financially responsible for all charges not covered by insurance
This includes:

o Deductibles

e Copayments

e Coinsurance

e Non-covered services
| authorize the provider to release necessary medical information to process claims.
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5) Financial Responsibility Agreement: | agree to be financially responsible for all services
provided.

| understand and agree that:

e Payment (including copays) is due at the time of service unless prior arrangements are
made

e Ifmyinsurance does not pay, | am responsible for the full balance
o Estimated patient responsibility amounts are not guarantees of coverage
e | may receive separate bills from laboratories, imaging centers, or other third parties
Missed Appointment Policy
| understand that missed or late-cancelled appointments may result in a fee.
Collections
If my account becomes delinquent:

e The account may be sent to collections
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e I may be responsible for additional fees, including collection costs and legal fees where
permitted

Card on File (Optional but Recommended)

| authorize the practice to charge my card on file for outstanding balances after insurance
processing, unless | make alternative arrangements.
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6) Prescription & Pharmacy Benefits Consent: Formulary Benefits Data are maintained for
health insurance providers by organizations known as Pharmacy Benefit Managers (PBM). PBM’s
are third-party administrators of prescription drug programs whose primary responsibilities are
processing and paying prescription drug claims. They also develop and maintain formularies, which
are lists of dispensable drugs covered by a particular drug benefit plan.

| authorize the practice to access my prescription history, insurance drug coverage, and pharmacy
benefits electronically through secure health information networks (e.g., Surescripts, RxHub, etc.).

This allows the practice to:
e Review medication history
e Checkinsurance coverage and copays
o Identify therapeutic alternatives
o Electronically prescribe medications

Initials

7) Credit Care Fee Disclosure: To offset processing costs, a 3% surcharge may be applied to
credit card payments.

e Thisfee does not exceed the cost of acceptance
o Nofeeis applied to debit card payments
By signing below, | acknowledge and agree to this policy.
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8) Notice of Privacy Practices (NPP) Acknowledgement: | acknowledge that the Practice
offered me a copy of the Notice of Privacy Practices.

| understand:
e I mayrequestacopyatanytime
e The practice maintains policies regarding the use and protection of my health information
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9) Patient Acknowledgement and Signature: By signing below, | confirm that:

¢ | have read and understand the above policies
e | have had the opportunity to ask questions
e | agreetothe termsoutlined

Patient / Responsible Party Signature:

Date:

Relationship (if not patient):
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