SAWYER SURGERY CLINIC

Notice of Privacy Practices and Treatment / Collection Acknowledgement

I understand that my healthcare information is protected and I acknowledge that I have received a copy of the Notice of Privacy Practice.  
The name(s) listed below are family members or friends whom I wish to grant access to my healthcare information. I understand that information is not limited to verbal discussion and that paper copies of my protected healthcare information can be provided to the below stated individuals without my signature on a release of information form.  The individual will be required to show identification and sign a release of information form.  

I understand that some information is considered “sensitive”. I understand that I must check the specific boxes in order for my provider or his/her designee to release any “sensitive” information.

  ___
Mental Health/Psychiatric Disorders (including depression)

  ___
Chemical Dependency (drug and/or alcohol abuse treatment)

  ___
HIV / AIDS Virus

  ___
Sexually Transmitted Diseases

This consent will be considered valid until such time that I revoke it.  I reserve the right to revoke it at any time.  It will be my responsibility to keep this information up to date, as I recognize that relationships and friendships may change over time.
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INSURANCE/TREATMENT/INFORMATION AUTHORIZATION AND ASSIGNMENT:  I hereby authorize Sawyer Surgery Clinic, LLC to render treatment and to furnish Insurance carriers concerning my illness and treatments and hereby assign to the physician(s) all payments for medical services rendered to myself or my dependents. I understand that I am financially responsible for any amount not covered by my insurance.  AGREEMENT TO PAY: I, the undersigned, accept the fee charged as a legal and lawful debt and agree to pay said fee, including any/all costs of collection, (33.33%), attorney 
fees and/or court costs, if such be necessary. 
EXPRESS PRIOR CONSENT TO CONTACT CONSUMER BY CELL PHONE:

I, the undersigned, give Sawyer Surgery Clinic, LLC, its employees and/or agents “express prior consent” to contact me at any/all phone numbers, including cell phone numbers (by phone call or text message), for the purpose of treatment, insurance or payment.
__________________________
      ________________________

Signature of Patient or personal representative
          Name of Patient or personal representative

______________________________________
         __________________________________

Date






Relationship to Patient 
