








 
 

PATIENT  CONSENT  FOR  USE AND  DISCLOSURE 
OF  PROTECTED HEALTH  INFORMATION 

 
I hereby give my consent for the office of McDaniel & Durrett, P.C. to use and disclose protected health 
information (PHI) about me to carry out treatment, payment and healthcare operations (TPO). (Please see 
the office’s Notice of Privacy Practice booklets located in the lobby for a more complete description of 
such uses and disclosures). 
 
I have the right to review the Notice of Privacy Practices prior to signing this consent. The office of 
McDaniel & Durrett reserves the right to revise its Notice of Privacy Practices at any time.  A copy of these 
Practice revisions will be available in our lobby as an addendum to the original version. 
 
With this consent, the office of McDaniel & Durrett may call my home or other alternative location and 
leave a message on voice mail or in person in reference to any items that may assist the practice in carrying 
out TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, 
including laboratory results among others. 
 
With this consent, the office of McDaniel & Durrett may mail to my home or other alternative location any 
items that assist the practice in carrying out TPO, such as appointment reminder cards, test results, and 
patient statements. 
 
I have the right to request that the office of McDaniel & Durrett, P.C. restrict how it uses or discloses my 
PHI to carry out TPO.  These requests must be presented in writing to the Practice Manager. The practice 
of McDaniel & Durrett, P.C. is not required to agree to my requested restrictions, but if it does it is bound 
by this agreement. 
 
By signing this form, I am consenting to the office McDaniel & Durrett, P.C. use and disclosure of my PHI 
to carry out TPO.  I may revoke my consent in writing except to the extent that the practice has already 
made disclosures in reliance upon my prior consent. If I do not sign this consent  ,or later revoke it, the 
office of McDaniel & Durrett, P.C. may decline to provide treatment to me. 
 
 
_________________________________________  
        Signature of Patient or Legal Guardian 
 
 
_________________________________________  
                 Print Patient’s Name 
 
 
_________________________________________  
        Print Name of Patient or Legal Guardian                                         __________________________  
                                                                                                                                         Date 



 
 

KNOWING YOUR INSURANCE & YOUR PAYMENT RESPONSIBILITIES 
 

In order to accommodate the needs & requests of our patients, we participate with a large number of 
managed care insurance programs.  As a courtesy to our patients, we will file to your insurance 
company for consideration of coverage, just as we’ve always done.  Every insurance company has 
very specific guidelines regarding what services can be performed, which physician is authorized 
to perform them, and WHERE these services can be performed.  We are willing to provide you 
care, within your insurance company’s contracted guidelines,  IF you provide this information BEFORE 
services are performed.  If this information is not provided BEFORE you are seen, anything not 
covered by your insurance company becomes patient responsibility.  Under no circumstance can we 
guarantee coverage for any service(s) rendered.  It is the responsibility of the policy holder to know the 
details of their plan. 
Effective January 1, 2009, we are now offering patients the option to pay a $25.00 administrative fee 
once per calendar year.  This would benefit patients who might need a lot of forms required by your 
insurance company, excessive requests for written prescriptions (x3 or more requests outside of the 
appointment), if you need surgery (FMLA forms, short term disability forms, etc.), or patients 
requesting a copy of their medical records, etc.  Should you decline to pay this today, EACH future 
request will be $25.00. 

CANCELLATION POLICY 

A SPECIAL AMOUNT OF TIME IS ALLOTTED FOR YOU WHEN YOU SCHEDULE YOUR 
APPOINTMENT.  AS A COURTESY TO THE PHYSICIAN & OUR OTHER PATIENTS, WE 
REQUEST THAT YOU NOTIFY US AT LEAST 24 HOURS IN ADVANCE IF YOU NEED TO 
CANCEL OR RESCHEDULE. OTHERVISE, A $50.00 FEE WILL BE ASSESSED TO YOUR 
ACCOUNT. 
I have read and understand the above guidelines. I understand that I am responsible for knowing my 
insurance company’s guidelines & informing McDaniel & Durrett, P.C. of these guidelines.  I also 
understand that I have the option to pay a $25.00 admin fee once per calendar year, and should I choose 
to not pay this fee, each request thereafter will be $25.00.  I also understand that if I do not adhere to the 
cancellation policy, my account will be assessed a $50.00 fee. 
 

_______  Yes, I would like to pay the $25.00 admin fee for 2010. 

_______  No, I would not like to pay the $25.00 admin fee for 2010. 
 

      ____________________________________________________  ___________________ 
Patient Signature           Date 




