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PATIENT AGREEMENT AND SIGNATURE PAGE

BILLING AUTHORIZATION AND ASSIGNMENT OF BENEFITS
1. I hereby authorize Yanceyville Primary Care to furnish information to insurance carriers concerning my diagnoses and treatments. My signature on this document authorizes my provider to submit claims for benefits, for services rendered or for services to be rendered
2. I request payment of authorized Medicare benefits, or other health insurance benefits, be made either to me or on my behalf directly to Yanceyville Primary Care. Insurance authorization and assignments of benefits are effective until revoked.

DEEMED CONSENT TO TESTING

1. I authorize Yanceyville Primary Care to test for for HIV antibodies, Hepatitis, or tuberculosis only if/when the provider or employees are exposed to my body fluids in a manner in which HIV or tuberculosis may be transmitted. 

2. In the event of such an exposure, I consent to the release of the test results to the person(s) who were exposed. 

AUTHORIZATION FOR TREATMENT

1. I, the undersigned, consent to the performance of medical or surgical procedures including, but not limited to, medical examinations, immunizations, therapeutic injections, invasive or surgical procedures and other medically appropriate services advised by Yanceyville Primary Care and mutually agreed upon for the patient named on this form. 

2. This does not negate any existing living wills or and this consent may be revoked at any time. 

ACKNOWLEDGEMENT OF PRIVACY PRACTICES
1. Our notice of Privacy Practices provides information about how we may use and disclose protected health information about you. You have the right to review our notice before signing this consent.  As provided in our notice, the terms of our notice may change. If we change our notice, you may obtain a revised copy by mail or in person.  By signing this form you consent to our use and disclosure of protected health information about you for treatment, payment and health care operations as stated in our Privacy Practices. 

2. The undersigned as the patient or the patient’s personal representative has received a copy of the “Yanceyville Primary Care Privacy Policy Document,” has read and understands its content and accepts its terms. If the acknowledgement of receipt is not obtained (i.e. emergency treatment situation) the hospital representative (witness) must document his/her good faith efforts to obtain the reason why the acknowledgement was not obtained.

ACKNOWLEDGEMENT OF FINANCIAL POLICIES

1. I agree to abide by the terms of the financial policy and accept responsibility for any balance not covered by my insurance company(s), if applicable.  
2. If my account becomes delinquent, I agree to pay all costs incurred in collection the account, including any necessary collection and attorney fees.
We greatly appreciate your understanding of and cooperation with our office policies. 

X__________________________

​ 
    PRINT Name

      

     


X __________________________ _____________
     PATIENT /PARENT SIGNATURE           Date 

Optional Addendum to Privacy Practices - Additional permission to share information.

Yanceyville Primary Care is authorized to release protected health information about the patient below to the people listed below for the purpose of informing the patient or in keeping with the patient’s instructions and requests.  This is not a full release of records or confidential information that would not be appropriate to share. 

These are options you may consider. You may choose one or more options, or choose not to complete this form if you do not wish us to communicate with anyone else about your care. 

You do NOT need to complete this your own child or dependent under age 18 – you are already legally able to access the protected health information.  You can complete it to allow permission for a grandparent or family friend. 

	Who
	Type of information

	( Spouse.  Name: 
	( Financial     ( Basic Medical 

	( Parent(s).  Name:
	( Financial     ( Basic Medical 


(  This person may bring my child to Yanceyville Primary Care for treatment in my place.

	( Other(s) (such as grandparent of a child or close family friend.)   
 Name(s):
	( Financial     ( Basic Medical 

(  This person may bring my child to Yanceyville Primary Care for treatment in my place.


I understand that I have the right to revoke this authorization at any time and that I have the right to inspect or copy the protected health information to be disclosed as described in this document. I understand that a revocation is not effective in cases where the information has already been disclosed but will be effective going forward.  

I understand that information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state law. 

I understand that  this authorization is in effect until revoked (cancelled) by the patient by giving notice to Yanceyville Primary Care.

X__________________________

​ 
    PRINT Name

      

     


X __________________________ _____________
     PATIENT/PARENT SIGNATURE           Date 
IF PATIENT CANNOT OR REFUSES TOSIGN:�





___________________________________�_____________


Printed Name		                 Date / Time	





Relationship to the patient: ___________________________





Reason that pt could not / would not sign: _______________








IF PATIENT IS NOT ABLE TO OR REFUSES TOSIGN:�





___________________________________�_____________


Printed Name		                 Date / Time	





Relationship to the patient: ___________________________





Reason that pt could not / would not sign: _______________












