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Physician Assistant/ or Nurse Practitioner
Consent for Treatment

This facility has on staff a physician assistant and a nurse practitioner fo assist in the delivery of
medical care for pain management.

A physician assistant is not a doctor. A physician assistant is a graduate of a certified training
program and is licensed by the state board. A nurse practitioner is not a doctor. A nurse

practitioner is g registered nurse who has received advanced education and training inthe
provision of health care. Under the supervision of a physician, a physician assistant and a nurse
practitioner can diagnose, treat and monitor common acute and chronic diseases as well as
provide health mainienance care.

“Supervision” does not require the constant physical presence of the supervising physician, but
rather overseeing the activities of and accepting responsibility for the medical services provided.

A physician assistant and a nurse practitioner may provide such medical services that are within
his/her education, training and experience. These serviced may include:

Obtaining histories and performing physical exams

Ordering and/or performing diagnostic and therapeutic procedures
Formulating a working diagnhosis

Developing and implementing a treatment plan

Monitoring the effectiveness of therapeutic interventions

Assisting at Surgery

Offering counseling and education

Supplying sample medications and writing prescriptions

Making appropriate referrals
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| have read the above, and hereby consent to the services of a physncnan assistant and/or nurse
practitioner for my health care needs.

| understand that at any time | can refuse to see the physu:ian assistant and/or nurse
~ practitioner and request io see a physician.

Printed Name:

Signature: Date:
Last updated 10/1/09
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Office and Financial Policy

i . have read and understand the financial

policy and agree to its terms. | understand that insurance billing is a courtesy provided to me by
The Pain Relief SurgiCenter and | assume full financial responsibility of the balance | incur. |
understand co-pays, co-insurance, and deductibles are due at the time of my visit as well as any
prior balance | may owe.

Initials

It has been explained to me that should | decide to have any procedures performed at The Pain
Relief SurgiCenter my insurance company and | will receive two statements, one for the facility
fees and one for the professional services rendered by the providers at The Pain Reiief
SurgiCenter.

{nitials

i understand that The Pain Relief SurgiCenter is not currently participating with many insurance
companies. | assign benefit fo be paid by my insurance company directly to the provider of
services rendered fo me. Furthermore, should the insurance company issue a check in my name
1 will notify The Pain Relief SurgiCenter immediately and arrange for payment of my balance.
Should | cash any check issued by the insurance company meant for reimbursement of services
provided to me, | will assume full responsibility of the balance and will pay the balance within 30
days. | understand that The Pain Retlief SurgiCenter will provide a discount rate to match my
benefits on an in network basis if | have any out of network coverage available.

Initials

| understand my balance will automatically be referred to an outside collection agency should my
account surpass 90 days without payment activity. | agree to pay all reasonable atiorneys,
coliection, or returned check fees in the event of default of payment of my charges or balance
arrangements.

Initials

Patients Printed Name Guarantor's Signature Date

Witness Printed Name Signature Date
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Office-and-Financiai Policy

Thank you for choosing The Pain Relief SurgiCenter. In order to inform you of out current financial
and office policy, please read the document below and sign the financial agreement. Our providers, clinical,
and office staff are here to help you in any way possible and strive to make your experience with us pleasant
and comforting. Keep a copy of this document for your records and should you have any questions please
do not hesitate fo ask one of our associates.

Please keep us informed of any address, telephone number, or name changes. If we are unable {o contact
you regarding your bill, we will refer the balance to our outside collection agency.

Please notify our office within 24 hours to reschedule or cancel an appointment. This will allow our staff to
offer this time slof to ancther patient in need of an appointment.

We accept the following forms of payment: cash, credit cards, cashier's checks, money orders, and personal
checks.

Returned Checks
= . Returned checks will accrue a $30.00 returned check fee, $10.00 administration fee, as well as any
applicable bank fees to your account.

Insurance

« ltis your responsibility to know your level of benefits for services provided. Being that our providers are
specialist, many services are required to have prior authorizations by the insurance company and/or
PCP. Please contact your insurance company before your appointment to ensure proper authorization
is granted. Our insurance specialists do verify benefits for all patients but these are definitely an
estimate of payment due as we are not certain what the patient balance will be until the insurance
company processes your claim.

= Payment of fees, co-pays, co-insurance and deductibles are due at the time of service.

*  Co-pays are a requirement placed on you by your insurance company and therefore can not be waived
or reduced. Should you forget or cannot provide your co-pay at the time of visit, you will be asked to
reschedule your appoiniment.

*+  You are solely responsible for your balance in the form of co-insurance, deductible, or non-covered
services as required by your insurance company.

*  You will be contacted prior to your appointment and notified of any balance due on your account and
will be expected to bring payment to your appointment. You will be required to make arrangements with
the financial counselor if you cannot pay the balance in full.

»  Should any balance remain unpaid more than 90 days past the processing date with the insurance
company, a statement will be sent to the guaranior of the account and payment will be due upon receipt
of the statement.

Worker's Compensation .

+  Please keep in contact with your adjuster prior fo and after your appointment to receive any pertinent
information regarding your claim and injury.

*  Authorizations may be required for certain procedures and could take up to 1 week to obtain.

¢  Should your case become closed, undergo peer review, or determined that Maximum Medical
Improvement has been met you must contact your referring physician and adjuster for written approval
before scheduling any appointment or services.
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HIPPA
NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION
PLEASE REVIEW CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (“HIPPA”) is a federal
program that requires that all medical records and other individually identifiable health
information used or disclosed by us in any form, whether electronically, on paper, or
orally, are kept properly confidential. This Act give you, the patient, significant new
rights to understand and control how your health information is used, “HIPPA” provides
penalties for covered entities that misuse personal health information.

As required by “HIPPA”, we have prepared this explanation of how we are required to
maintain the privacy of your health information and how we may use and disclose your
health information.

We may use and disclose your medical records only for each of the following purposes:
treatment, payment and health care operations.

e Treatment means providing, coordinating, or managing health care and related
services by one or more health care providers. An example of this would include a
physical examination.

e Payment means such activities as obtaining reimbursement for services,
confirming coverage, billing or collection activities, and utilization review. An
example of this would be sending a bill for your visit to your insurance company
for payment.

e Health Care Operations include the business aspects of running our practice,
such as conducting quality assessment and improvement activities, auditing
functions, cost-management analysis, and customer service. An example would
be an internal quality assessment review.

We may also create and distribute de-identified health information by removing
references to individually identifiable information.

We may contact you to provide appointment reminders or information about treatment
alternatives or other health related benefits and services that may be of interest to you.

You have the following rights with respect to your protected health information, which
you can exercise by presenting a written request to the Privacy Officer:



o The right to request restriction on certain uses and disclosures of protected health
information, including those related to disclosures to family members, other
relatives, close personal friends, or any other person identified by you. We are,
however not required to agree to a requested restriction. If we do agree to a
restriction, we must abide by if unless you agree in writing to remove it.

e The right to reasonable requests to receive confidential communications of
protected health information from us by alternative means of at alternative
locations.

e The right to inspect and copy your protected health information.

e The right to amend your protected health information.

e The right to receive an accounting of disclosure of protected health information.
e The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information
and to provide you with notice of our legal duties and privacy practices with respect
to protected health information.

This notice is effective as of , 20 and we are required to
abide by the terms of the Notice of Privacy Practices currently in effect. We reserve
the right to change the terms of our Notice of Privacy Practices and to make the new
notice provisions effective for all protected health information that we maintain. We
will post and you may request a written copy of a revised Notice of Privacy Practices
from this office.

You have recourse if you feel that your privacy protections have been violated. You
have the right to file written complaint with our office, or with the Department of
Health & Human Services, Office of Civil Rights, about violations of the provisions
of this notice or the policies and procedures of our office. We will not retaliate
against you for filing a complaint.

Please contact us for more information: For more information about HIPPA
or to file a complaint:

The U.S. Department of Health &
Human Services

Office of Civil Rights

200 Independence Avenue, S.W.
Washington, D.C. 20201

(202) 619-0257

Toll Free: 1-877-696-6775





