By signing this form YOU CONSent to our use and disclosure of protected health information about you for treatmeant and heaith

However, such a revocation shall not
The Praciice provides this form to comply with the

“The practice may candition receipt of treatment upon the restriction of the Consent.

Signed:

Date:
Witness

He S {Practice Represeniative]

Practice Policies:

1. We request at least 24 hours cancellation notice. Failureto call, No shows, will he Charged 25.00 that is nos biflable to
insurance. :
Z. Qur office sirives not to over schedule or male patients wait, however, due to unvoreseen cj

We cannot always guaraniee that you will be seen on time. Fihe waiting time approaches 20
NOLifY our patients and ra-schedule them.

S. CO-PAVS AND DEDUCTIBLES ARE DUE AT THE TIME SERVICES ARE RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN
MADE PREVIOUSLY.

4. We will verify your insurance and file it for you, howrever, your insurance is a contract hetween you, your employer, and
the insurance company. in most cases, Dr. Mach is not 2 Party o that contract, therefore we cannos GURANTEE a specific
payment amount from your insuvance carrier. Any balance over 90 days past due, regardless of insurance responsihility, is
due and payable by the patient. You will be informed of any past due balances so that you may contact your insurance
company. Texas laws require insurance companies ©o pay with 30 days of receint of a clsim.

5. We attempt to either call, text or email you to remind you of your appointments, bust the responsibility 1o lieep the
appointment is yours.

G. All returned checlts or decdlined delit/credit card transactions will be charged a 25.00 adminisirative fee,

Signed; daie:

o




