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AUTHORIZATIONS AND FINANACIAL POLICY

PATIENT: ______________________________________________ DOB: _________________ SSN _________________________

A.
AUTHORIZATIONS

Please review the following information fully and carefully. Please initial each statement on the line provided to the left of each statement.
_____     I hereby consent for the rendering of medical care, which may include routine diagnostic procedures and such medical 

treatment as by physician (s) consider to be necessary.  I understand that absent emergency or extraordinary circumstance, no substantial procedures are performed upon me until I have an opportunity to discuss them with my physician (s).  I have the right to consent, or to refuse consent to any proposed procedure.

_____
I hereby authorize the release of any medical information to my insurance carrier that is deemed necessary to determine the 

benefits payable for any/all related medical services provided to me by Mt. State ENT & Facial Plastic Surgery, Inc.

_____
I hereby authorize any insurance carrier to pay the total sum of my medical benefits directly to any/all of the physicians of 

Mt. State ENT & Facial Plastic Surgery, Inc.

_____
I hereby authorize the physicians of Mt. State ENT & Facial Plastic Surgery, Inc. to release any and all medical records or 

information they deem necessary to any physician, hospital or other supplier who has or will participate in my medical care 

either in the past, present or at some time in the future.

_____
I authorize Mt. State ENT & Facial Plastic Surgery, Inc. to leave a recorded message for me at my home and/or work 

number in order to reach me about my care.

_____
I have received my “Notice of Privacy Practices” (HIPPA) pamphlet.


B.
FINANCIAL POLICY

Please review the following information fully and carefully. Please initial each statement on the line provided to the left of each statement

_____
I understand that  I am responsible for full payment of all fees incurred with the physicians of Mt. State ENT & Facial Plastic 

Surgery, Inc.  I understand that Mt. State ENT will file my claim with the insurance as a courtesy to me, but this does not diminish my responsibility for payment in full.

_____
I certify that the information I have reported with regard to my insurance coverage is correct.  I understand that if I fail to 

update my insurance coverage and charges are billed to the incorrect insurance company, that I will be responsible to file my own claim with my insurance company (claim forms will be supplied by Mt. State ENT & Facial Plastic Surgery, Inc.)

_____
I understand that Mt. State ENT does not become involved in any way with disputes between divorced parents of a child receiving treatment.  If I bring the child for treatment, I am responsible for providing the correct insurance information to the office.  I understand that I am responsible for any coinsurance or co-payment that is due.  I understand that Mt. State ENT will not bill both parents.  I understand that Mt. State ENT will provide extra copies of my child’s bill should I need it.

_____
If the patient is a child 18 years of age or older and still on the parents insurance, you must supply us with a full time student 

status form from the high school or college they are enrolled in.  Until this form has been received, you will be responsible 

for payment in full for any services rendered.
(financial policy continued)
_____
I understand that there is a $25.00 fee if I do not show for an office visit appointment without giving 24 hours notice of 

cancellation.  I understand that there is secure voicemail at the office that I may leave a message to cancel an appointment.

_____
I understand that there is a $100.00 fee if I do not show for a specific test such as allergy testing or vestibular testing without 

giving 48 notice of cancellation.  I understand that there is secure voicemail at the office that I may leave a message to cancel an appointment.
_____
I understand that if my insurance requires a referral that I am responsible for obtaining any required referral from my Primary Care Physician (PCP) to our office.  If I do not have a valid referral, I will be expected to pay in full at the time that  services  are rendered.

_____
Co-payments and coinsurance are due at the time of my visit.  A $10.00 service fee will be added to the account if the copay is not paid at the time of service.
_____  
I understand that the minimum accepted payment on an account is $25.00.  I understand that if I am making payments on my 

account that payments are due every thirty (30) days.  I understand that any lapse in payment will result in the placement of my account with a collection agency.
_____
I understand that any balance that is the responsibility of the patient is due in full upon receipt of the first statement.  Any 

balance remaining will incur a 21%APR finance charge based upon the date of transfer to the patient.

_____
I understand that any fees charged are for services rendered by Mt. State ENT & Facial Plastic Surgery, Inc. only.  Any 

patient having office laboratory procedures done or having surgery will be billed separately for any laboratory, pathology, radiology, anesthesiology or hospital/surgery center.  I understand that Mt. State ENT has no control or authorization over the fees, rules or financial expectations of any outside facility.  You should speak directly with those providers regarding any questions you may have for them.

ATTENTION MEDICAID PATIENTS:
_____
I understand that my insurance card must be presented at the time of each visit.

_____
I understand that I am responsible for providing any required referrals.
_____
I understand that if I do not provide the information that is listed above, that my appointment will be rescheduled.

ATTENTION PATIENTS WITH NO HEALTH INSURANCE COVERAGE:
_____
I have no health care insurance and I understand that I am personally responsible for any medical services rendered by Mt. 

State ENT & Facial Plastic Surgery, Inc.

_____
I understand that the minimum payment accepted at the time of each service for a new patient is $70.00, for an established patient $50.00.  I understand that if I must make further payments on my account that the minimum accepted payment on an account is $25.00.  I understand that if I am making payments on my account that payments are due every thirty (30) days.  I understand that any lapse in payment will result in the placement of my account with a collection agency.
ALL PATIENTS—PLEASE SIGN BELOW

I have read and understand the Authorization and Financial Policy of Mt. State ENT & Facial Plastic Surgery, Inc.

Signature of Patient or Legal Guardian



Relationship to Patient



Date


