PATIENT CONSENT FORM

Charges for Services Rendered
All charges for office services are due at the time of my visit to Moncks Corner Pediatrics, LLC (the ‘Practice’). If
an insurance claim is filed by the practice, I request that payment of all benefits be made on my behalf to the
practice.
Financial Responsibility
I understand that I am financially responsible for all charges for medical services rendered on my behalf,
including those not paid or reimbursed by my insurance company. I am aware of the fact that my insurance
carrier may deny payment for the services rendered. Therefore, if payment is denied, I agree to be personally
liable and fully responsible for such payment.
Sharing Disclosing Health Information
I authorize the practice to share, disclose, or otherwise release medical information about me to my insurance
company or any other authorized entity involved in my healthcare in accordance with the provisions of HIPPA. I
further authorize the Practice to gain access to medical records with information relevant to my treatment from
any and all other healthcare providers, including but not limited to hospitals, laboratories, physicians, and
others.
Treatment
I further authorize and consent to the Practice physician, Pediatric Nurse Practitioner, and their assistants and
other Practice professional staff providing outpatient medical treatment, supplies, services, equipment and
other items related to my healthcare to me as determined to be necessary in their professional judgement. I
have been informed of the nature and purpose of the treatment, and potential common side effects thereof, as
well as alternative treatment modalities, the approximate estimated duration of my healthcare, and that I am
able to withdraw my consent for treatment either orally or in writing whether prior to or during the anticipated
treatment period.
Emergency Medical Treatment
I further authorize the treating faculty or medical personnel to provide emergency medical treatment and o
agree to be responsible for all medical and related costs associated with such emergency and follow-up medical
treatment.
Cancellation
I agree that I will provide at least twenty-four (24) hours’ notice to the Practice when canceling an appointment
and understand that failure to provide such notice may result in a prolonged waiting period, and/or a
cancellation fee. I also understand that repeated missed appointment can and will result in dismissal from the
Practice.
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