Patient Responsibilities

Patient Name: ________________ Date: ____________

1. Notify us of any changes in your address or insurance information at the time of 

change.
2. By presenting to us for treatment, we will order tests that are medically necessary 
to take care of you.  Please be aware that you will receive a separate bill from the 

laboratory for any samples sent to the laboratory for analysis such as your Pap 

smear, biopsies, or blood work.  It is your responsibility to know what tests your 

insurance policy covers and does not cover and what needs prior authorization and 

what needs a referral.  If you accept services without getting the proper referral or 

prior authorizations, you understand that this means that you become responsible 

for this service. This includes all laboratory and radiology tests.
3. All appointments must be made in advance. 
4. There will be a $100.00 fee for missed appointments. We require a 24-hour notification to avoid this fee. This policy also applies to new patients.
5. A requirement of insurance companies is that co-pays are paid at the time of service.  
There is a charge for coming in for lab work.  If you do not wish this charge, you can 

get your blood work drawn at your laboratory drawing station. We will provide you 

with the proper information upon request to take with you.
6. Please pay your bill promptly.  
7. There is a $75.00 fee for all returned checks.
8. There is a $10.00 fee for printing a copy of your medical records.
9. There is a $15.00 fee to complete any kind of form for life insurance, school physical, 
employment physical or disability forms.  Payment is due when the form is turned 

in. Please give us at least 7 business days to complete the form and get the 

physician’s signature.
10. Under certain circumstances there may be a $25.00 charge for prescription refills or 
to replace a lost prescription. 
11. Please be advised that we will only call you regarding test results that require 
additional testing or further discussion with your healthcare provider. This will 
require an additional appointment, which will require a co-pay. To protect your 

confidentiality, results will not be discussed over the telephone. (Note: If your Pap Smear

is sent to Lab Corp, instructions can be provided for you to enable you to check your results online or via their 1-800 number.)
I have read and understand the above policies.

Patient signature: ________________     
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