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We see patients by appointinents only. We wiii make every effort to see you at the scheduled time and we worrld
appreciate you also coming in on time to fill out the necessary paper work. APPOINTMENT
CANCELLATIONS REQUIRE 24-IIOIIR PRIOR NOTICE IN ORDER TO AVOID A MISSED
,A.PPOINTMENT FEE. IF YOU DO NOT CAIL TO CANCEL OR DO NOT SHOW IIP FOR YOIIR
APPOINTMENT' YOU Y/ILL BE CIIARGED $ 75.00 FOR TIIAT n/trSSED APPOINTMENT. Please
;iidcistand this charge will not be covered by vorir ir'rsr.lririruc company and will be your personal responsibiiiry
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Neurology Consultants of I{Y, P,C.

il'{SIIR ql,l CE PA-yMEI{T AUTHO RIZATi O N

FOR MEDICARE RE CIPIENTS

T -^^,,^^+ +L^+ -^-,*^-+ ^€-,,+L^*:-^J I /-.1i-^-^ L^-^J:+- L^-.r rr.rluqJrr ruai ya;r.Lrlent of authorized Medicare benefits be made directly to the doctor for any seryices
fumished to me. I arrt.horize any holder of medical infonnation about me to release to the Heaith Care
Financins Administration and its agents aly infon:ration leeded to determine these benefits. If other
health insurance is indicated in item 9 of the HCFA-I500 form or electronicaliy submitted clairns, I
authorize the release of information to that insurer. I agree to be responsible for the deducfible,
coinsurance and rroncovered services as determiled by the Medicare carrier.

,qaR NpEI4\-ITY, PPO OR ruUO P .

lr:our health benefit plan is an agreenent befween you, the errollee and the jlsurance coapany, IildO
or your employer. Srlile we willtry to be helpflil, a:rd we may be participants iI t}-re piarL, yor-i'i:eait.h
l:ancfri pian determines your coverage for medicai services. .

You agree fo accept financial responsibility for Co-?ayments, Deductibles, Medical Care and
Other Services that are providedlo you which are not specifically covered by your health benefit
plan or not covered due to absence of any authorizations or referrals you are obligated to obtain,
prior to seeing the doctor as stated under your health benefit plan. The services, plans and benefi.ts
under your health plan may be subject to and govemed by applicable contracts and govemment

regulations. This agreement is not intended to conflict with or circumvent the provisions of such

contracts and regulations, including, aoy provisions regarding grievance procedures that may be

available to you.

I hereby agree to the abot'e and authori ze my insurer to pay diiectly to the doctoi, benefits due out of
indemnity under the terms of my poiicy issued by that company. Payment is authorized upon receipt of
his itemized statement for services rendered to me.

NAME

SIGNATL]RE

DATE



I'{eurology Consultants of ITY, P.C,

HIPAA CONSEI.{T FOR]VI

Our lJotice of Privacy Practices information is about how wo mav rlse or discio.se nroiecter-J health
i-r^*^+i^- -L^,,+ -,^', -"^ \T^+i^^ ^-^t---^;-.t^-- -r^tr- ----J 

-"- 'vurLrr
rr rormallon aDUuL you. The l'lotice contains a Patient fughts section describing your rights under the
law. You have the right to review our Notice before signing this Consent. The terms of ow Notice may
change. if we change or:r Notice, you may obtain a revised copy by contacting our office . You have
+L- -'"^1-+ +^ -^^rroo* that we restrict how protected health fuformation about you is used or disclosed forLIV rlts[L LU tUquuJL

*reetmcrr nrrrmcnt, or health care operations, We are not required to agree to this restriction, but if weLr UULJUU!L,

do, we sh,all honor that agreement. By signing this form, you consent to our use and disclosure of
nrctecied health fuformation about you for fu'eatment, pa;vment and health care'operations. 'You. 

have
lh right to revoke this Cotuent, in writi-ng. sigueci by you. Howevei, such a rer,'ocafion shall cot affect
rn.1r djs"lotures we have already made in reli.ance on your prior Consent. The"Practice provides thi.: '
fbnrrto complywiththeHealthlnsurancePortabilityandAccountabiiityAct af 7996 (HIPAA) .

Thc patient understands that:

Protected health information may be disclosed or used for.heaforent, palmrent, oi health care
operalions.
The Practice has a Notice of ?rivacy Practices and that the patient has the opportunif to review
this Notice.
The Praciice reserves the right to change the Notice of Privacy Practices

The patient has the right to restrict the uses of their information but the Practice does not have
to agree to those reshictions.
The patient may revoke this Consent il witing at any time and all future disclosures witl then
cease.

The Practice may condition receipt of to'eatment upon the execution of this Consent.

\-

N

I have read and understand the terms of this Authorization and t have had an opporhrnity to ask
questions about the use and disclosure of my health fuformation. I have been fuformed by you of your
Notice of Privacy Practices and I have been given a right to review it before signing thjs consent. I also
was provided with a copy. I hereby, knowi:rgly and voluntarily authorize the Practice to use or disciose
my health information in the manner described above.

This Consent was signeil bY:

Please Prnt Name [f you are pafient)

Signafure

W.itness:

Date

Date


