
WWeellccoommee  TToo  LLoowwccoouunnttrryy  SSppiinnee  &&  SSppoorrtt,,  LLLLCC

We welcome you to our practice, and look forward to the privilege of meeting your health care needs. Please don’t hesitate to let us know at any time if we are

not meeting your expectations or if you have questions. We have attached an optional satisfaction survey that will allow us to know how we can better improve

our service. Below is some information about certain policies of our practice that you need to understand.

CCoolllleeccttiioonn  ooff  PPaattiieenntt  AAmmoouunnttss  DDuuee

Insurance companies require that we collect any co-pay or co-insurance amounts at the time of service. We will collect the co-pay amounts at the time of check-

in to avoid a wait at check-out. Please understand that you will be responsible for any amounts not paid by your insurance company. 

Patients without insurance will need to make arrangements to pay their balance. We do offer a 20% discount for uninsured patients who pay at the time of serv-

ice. We appreciate your assistance with this.

GGeenneerraall  CCoonnsseenntt  ffoorr  TTrreeaattmmeenntt

The patient, or designated representative, requests and authorizes this office to provide general medical care. This will include, without limitation, routine diag-

nostic procedures and medical treatments. If the patient is a minor, the individual signing below is indicating that they are the legal guardian and authorized to

provide treatment.

AAssssiiggnnmmeenntt  ooff  PPaayymmeenntt

I hereby authorize payment of medical benefits directly to the practice for their services and to release any information acquired in the course of my examination

or treatment for insurance purposes. I understand that records may be transmitted electronically or by mail as required. 

AAcckknnoowwlleeddggeemmeenntt  ooff  RReecceeiipptt  ooff  NNoottiiccee  ooff  PPrriivvaaccyy  PPrraaccttiicceess

This signed form acknowledges that you have received a copy of our practice’s Notice Of Privacy Practices as required by federal law, either on this visit or previ-

ously. Your signature does not mean that you have read this notice yet, only that you were given a copy to read when convenient for you. The Notice is yours to

keep.

PPrreessccrriippttiioonnss

It is important that you get all your prescriptions filled or refilled at the time of service. Please keep in mind we have a 24-48 hour prescription refill policy for

medications called or faxed to your pharmacy.

MMiisssseedd  AAppppooiinnttmmeennttss

We understand conflicts may arise which interfere with your scheduled appointment. Please call at least 24 hours ahead of time when you cannot make a follow-

up appointment and need to reschedule. Repeated missed appointments without notification will result in termination of our doctor-patient relationship.

DDoo  YYoouu  WWaanntt  TToo  SShhaarree  YYoouurr  MMeeddiiccaall  IInnffoorrmmaattiioonn  WWiitthh  SSoommeeoonnee??

If you would like to authorize us to share your medical information with a relative or someone else, you will need to authorize us to discuss and provide that in-

formation. 

Name: ___________________________________ Relation:____________________

Name: ___________________________________ Relation:____________________

Signature of Patient, Parent or Legal Guardian ________________________________   Date __________
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