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 Privacy Notice
I have been provided a copy of the “Notice of Privacy Practices.”

Consent for Treatment
1. I give my permission to St. Mary’s Clinic Network to provide health-care services to me or the minor child named below.
2. St. Mary’s Clinic Network shall have the sole discretion to decide which person shall provide such services.  I understand

that services and treatment, results and treatment referral and consequent treatment, do not involve an exact science and
the results are not always known or guaranteed.

3.    Until St. Mary’s Clinic Network is notified in writing by me, this consent shall remain in force.

St Mary’s Clinic Network Financial Policy
Medicare Patients

1. We do accept Medicare assignment.
2. You’ll be responsible for payment of your yearly Medicare deductible and co-insurance. If your secondary insurance

sends you the payment, endorse the back of the check and send it along with a copy of the explanation of payment to our
office immediately so your account can be credited for the payment on a timely basis.

3. Medicare may not cover some annual exams and/or other services. These medically unnecessary or non-covered
services may be your responsibility. The government, not this office, sets Medicare fees.

Insured Patients
1. All insurance policies are different. It is your responsibility to understand your insurance policy, which providers are

preferred, and any deductible or co-pays that may apply. Some annual exams and/or other services may not be
covered by your insurance and may be your responsibility.

2. Co-payments are due at time of the visit.
3. Bring your current insurance card and any necessary referrals with you at the time of your visit. It’s up to you to update us

on your insurance information.
4. As a courtesy, we file all commercial insurance (meaning we don’t have a managed care contract with them) claims at the

time of service. If your insurance is a commercial insurance, and we don’t have a response from them within 30 days,
those charges will be transferred to patient responsibility, and you’ll receive a statement.

Self Pay (Non-Insured Patients)
1.   A minimum of $53 for established patients and $70 for new patients is due prior to being seen.
2.    After you’re evaluated and treated by a provider, you’ll be asked to pay any additional charges.
3.    Upon final review of your visit, if any additional charges are outstanding, you’ll receive a statement from our billing office.
4.    We accept cash, checks, Visa, MasterCard and Discover Card.
5.    If you’re suffering a financial hardship, a payment plan is available for qualified applicants.

Minors
1. Adults accompanying children or requesting services are responsible for payment, regardless of who has custody of

the minor or who carries the insurance on the patient.

Collections
1. Accounts may be placed with a collection agency for non-payment on account, incorrect addresses or insufficient-funds

checks.
2. Once your account is placed with a collection agency, you may be withdrawn from service (you or your immediate family

members may not be seen) at all of the St Mary’s Clinics until your account balance is paid in full.
3. Once your account balance is paid in full, you and your immediate family members may petition to be re-established as a

patient at any of the St Mary’s Clinics. You may be expected to pay for your visit in full and in cash until further notice.

Thank you for your understanding of our financial policy. Please let us know if you have any questions or
concerns. Please sign below indicating you have received and read the information above.

Signature: ______________________________________________________ Relationship: ____________________
Patient or Guardian Date If other than Patient

Print Full Name Of Patient: _________________________________________ Signature: ______________________
 Witness/Employee
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Patient Registration Information

Fill out this section only if “Bill to Name” and/or address is different than the patient.
The “Bill To” person needs to be an adult, parent or guardian.

Bill To Name: ____________________________________________________Relationship: ________________________
        (First)                             (Middle)                                    (Last)

Address: __________________________________________________________________________________________
                 (Street and P.O. Box)                                             (City)                                                  (State)                              (Zip)

Home Ph: (        )_________________ Social Security Number: ____________________Birth Date______/______/______

Patient Information

Patient Name: ______________________________________________________________________________________
(First)   (Middle) (Last)

Address: __________________________________________________________________________________________
(Street and P.O. Box)                                                         (City)                                     (State)                             (Zip)

Home Ph: (          ) ________________  Cell Ph: (        )__________________ email: ______________________________

Other Ph. Contact: (          )______________________ Name of Contact:________________________________________

Birth Date: _____/_____/______        Sex           Male           Female              Marital Status       S           M           D        W

Social Security Number: ________________________ Name of referring Physician (if applicable)____________________

Patient's Employer: __________________________Address: ________________________________________________
(Street)                             (City)                          (State)              (Zip)

Work Ph:  (           )__________________Ext: ______

============================================================================================

 Insurance Information
Does the patient have health insurance?      Yes        No   If yes, please let us make a copy of your card so we may
bill your insurance for your visit.  If no card is provided, you’re responsible for payment at the time of service.

Card Holder Name: __________________________________________ Social Security Number: ___________________
       (First)                              (Middle)                           (Last)

Address: __________________________________________________________________________________________
    (Street or P.O. Box)                                             (City)                                                (State)                                  (Zip)

Home Phone Number: (_____)_______________ Date of Birth: _____/_____/_____ Sex:         Male           Female

Insurance Card Holder Employer Information:  Name of Employer: __________________________________________

Address: ______________________________________________Work ph. number: (        ) _______________Ext:______
                        (City)                                        (State)                      (Zip)
I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its intermediaries
or carrier or any other commercial insurance company, any information needed for this or a related 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/Medicaid assignment of benefits apply.
I understand that I am financially responsible for all charges not covered by this authorization.

I, __________________________, give permission for Dr. ____________________ and/or staff to discuss all labs and/or medical

problems with______________________________, relationship_______________________.

Signature: __________________________________ Date: ______________ Relationship: ____________________
Patient or Guardian If other than Patient

Signature: __________________________________ Date: ______________ Relationship: ____________________
Patient or Guardian If other than Patient

Signature: __________________________________ Date: ______________ Relationship: ____________________
Patient or Guardian If other than Patient

Signature: __________________________________ Date: ______________ Relationship: ____________________
Patient or Guardian If other than Patient
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