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Consent to Treat and Health Care Agreement

1. Consent to Treat

| hereby consent to evaluation, diagnostic procedures, testing, and treatment as directed by my physician or his/her
designee. 1 understand that Austin Pediatric Surgery includes teaching facilities and therefore | may be attended to by
students and residents of various disciplines and affiliated with various educational programs. | understand that | may
request and receive information on the specific affiliation(s) of any particular healthcare provider | encounter during my
care. This facility has mid level providers on staff to assist in the delivery of medical care. | understand there may be
times when | am seen by a mid level provider instead of a physician.

| understand that this Consent to Treat will be valid for each visit | make to the Austin Pediatric Surgery until revoked by
me in writing.

2. Consent to Release Information

| acknowledge that Austin Pediatric Surgery may release my protected health information as necessary for treatment,
payment and health care operations and acknowledge that Austin Pediatric Surgery’s Notice of Privacy Practice provides
information on how my protected health information may be used and/or disclosed for these purposes. | understand
that protected health information pertains to my diagnosis and/or treatment, and includes, but is not limited to,
information related to my health history, diagnosis, treatment, prognosis, mental iliness (excluding psychotherapy notes),
use of alcohol or drugs, prescriptions and laboratory test results, including HIV or the diagnosis of AIDS.

I understand that use or disclosure of my protected health information may be necessary before my insurer will pay for
the cost of my medical treatment and that if | refuse to consent to this disclosure | may be required to pay the entire cost
of medical care provided by Austin Pediatric Surgery.

I acknowledge and consent to allow Austin Pediatric Surgery to use health information exchange systems to
electronically transmit, receive and/or access my medical information, which may include, but is not limited to,
treatments, prescriptions, labs, medical and prescription history and other protected health information. | may “opt out”
and not have my protected health information disclosed through health information exchange systems by providing the
signed “opt-out” form to the practice location where | receive treatment.

3. Assignment of Insurance Benefits/Patient Financial Responsibility

| assign and transfer to Austin Pediatric Surgery all rights, title and interest in payments from third-party payors,
including but not limited to, health plans and health insurers. | understand that it is my responsibility to know my
insurance benefits and whether or not the services | receive are a covered benefit. | understand and agree that | will be
responsible for any deductible, co-pay or balance due that Austin Pediatric Surgery is unable to collect from my
third-party payor for whatever reason. If my account becomes delinquent and it is necessary for the account to be
referred to attorneys’ or collection agencies, or lawsuit filed, | agree to pay all patient charges, reasonable attorneys fees
and collection expenses.




4. Medicare/Medicaid/Insurance Benefi

If | am eligible for health care benefits under any federal or state program, including, but not limited to Medicare or
Medicaid, | certify that the information given by me in applying for payment under any such programs is correct. |
authorize any holder of medical or other information about me to release to the Social Security Administration or
Contractors any information needed for any federal or state program related claims. | request that payment or
authorized benefits be made to Austin Pediatric Surgery on my behalf. | understand that | am financially responsible for
any deductible, co-pay or balance due under these programs.

5. Lab/X-ray/Diagnostic Services

| understand that | may receive a separate bill if my medical care includes lab, x-ray, or diagnostic services that are not
provided by Austin Pediatric Surgery or its employees. | also understand that | am financially responsible for any
deductible, co-pay or balance due for these services if they are not reimbursed by my third-party payer for whatever
reason.

6. Consent to Photograph/Digital Imaging  Please note: We do not take pictures at this time

| consent to photographs/digital images for treatment, and to verify identity for payment purposes. | understand that
the Austin Pediatric Surgery will retain the ownership rights to these photographs/digital images, but that | will be
allowed access to view them or obtain copies.

7. Accidental Exposure of Health Care Worker

| understand that Texas Law provides and | give consent that in the event a healthcare worker is exposed to my blood or
body fluids, my blood may be tested for the HIV antibody and other communicable diseases at no cost to me.

8. Notice of Privacy Practice

| acknowledge receipt of the “Notice of Privacy Practices” from Austin Pediatric Surgery.

Witness Date
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FINANCIAL POLICY

As we enter this doctor-patient (parent) relationship, we agree to provide quality pediatric surgical care at a
fair and reasonable price, and you in turn, agree it is your obligation to be prepared to pay at the time of
service and to understand the benefits of your insurance. We want to explain our financial policy to you so
there are no unpleasant surprises.

Co-payments, deductibles and/or coinsurance are due at the time of service. We accept
Cash, Personal Check, MasterCard, Visa, Discover and American Express. If you are not prepared to
pay the required amount, we may be required to reschedule the appointment. The estimated financial
responsibility for scheduled surgery will be due prior to the surgery date. Any remaining balance after
your health plan pays will be due upon receipt of a statement. If insurance coverage cannot be
verified prior to the appointment, the account will be notated as private pay and payment will be due
in full. Account balances over 60 days with no payment activity will be reported to the credit
bureau(s).

Your insurance policy is a contract between you and your insurance company. Do not
assume your policy covers everything or pays at 100%. It is your responsibility to know
what your policy covers and what it does not. We cannot quote your benefits. Any item
deemed “non covered” by your insurance carrier will be your financial responsibility. Any disputes
about payment must be resolved between you and your insurance company. You are responsible for
obtaining a properly dated referral if required by your insurance company and responsible for
payment if your claim denies for lack of one. Failure to provide accurate insurance information within
15 days from the date of service will result in the balance becoming your responsibility. If after 60
days from the initial filing date, we do not obtain payment for services performed by your insurance
company, the balance will be transferred to you for payment in full.

As a courtesy to you, we will file a participating insurance claim for you with proper assignment.
Please bring your insurance card with you to every visit.
We do not file third party insurance for motor vehicle accidents or liability claims. We do not carry
balances for claims to be settled in or out of court.
It is the responsibility of the parents to add your newborn to your policy within 30 days from birth.
This office is not party to your divorce decree. The financial responsibility rests with the accompanying
adult.
A $25.00 fee will be assessed for all returned checks.
Payments & credits are applied to the oldest charges first, except for insurance payments, which are
applied to the corresponding dates of service. Refunds will be provided within 30 days from the date
all outstanding claims are satisfied.

ASSIGNMENT OF BENEFITS

I request payment of the medical and surgical benefits, otherwise payable to me, directly to Austin Pediatric
Surgery for services provided by them.

I have read and understand the practice’s financial policy and I agree to be bound by its terms. I also
understand and agree that such terms may be amended by the practice at any time.

1ust be 18 or over)









