











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, | am consenting to the office McDaniel & Durrett, P.C. use and disclosure of my PHI
to carry out TPO. | may revoke my consent in writing except to the extent that the practice has already
made disclosures in reliance upon my prior consent. If | 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
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KNOW YOUR INSURANCE AND YOUR PAYMENT RESPONSIBILITIES

In order to accommodate the needs and requests of our patients, we participate in
numerous managed care insurance programs. We are pleased to be able to provide this service to
you.

We have only general knowledge about insurance company policies. Each plan has
different stipulations regarding the services that may be rendered and where those services may
be performed. Even within the same insurance company the plans differ. We are more than
willing to provide your care within your insurance contract guidelines if you let us know at the
time of service what those guidelines are before services are performed. If you do not inform us
of any guidelines in your contract and we order services that are not covered, we or the selected
medical facility will have no choice but to bill you directly for those non-covered charges.
Payment is then your responsibility.

Effective January 1, 2009, there will now be a once per year administrative fee of $25.00
for the processing of any forms you may need this office to complete for you. You are under no
obligation to pay this fee at the time of this visit. However, in the future there will be a $25.00
administrative fee per request for any form that you need completed on your behalf. This fee
will be for work excuses, workman comp forms, etc.

With your cooperation and help, you should be able to receive all of the benefits offered
to you by your insurance plan and this office. We will concentrate on caring for your medical
needs.

I have read and understand the above guidelines. I understand that I am responsible for
knowing the guidelines of my insurance contract and will be responsible for non-covered
charges. I also understand that I have the option to pay a once per year of $25.00 administrative
fee for paperwork that I ask the practice to complete on my behalf and should I decide not to pay
the fee that there will be a $25.00 fee per request for all future paperwork completion.

Yes, I would like to pay the administrative fee for 2009.

No, I am declining the administrative fee for 2009.

Patient Signature Date





