








NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that under the Health Insurance Portability & Accountability Act of 1996

(“HIPPA”), I have certain rights to privacy regarding my protected health information. I

understand that this information can and will be used to:

•Conduct, plan, and direct my treatment and follow-up among the multiple healthcare

providers who may be involved in that treatment directly and indirectly.

•Obtain payment from third-party payers.

•Conduct normal healthcare operations such as quality assessments and physician

certifications.

I acknowledge that I have received your Notice of Privacy Practices containing a more complete

description of the uses and disclosures of my health information. I understand that this

organization has the right to change its Notice of Privacy Practices from time to time and that I

may contact this organization at any time at the address above to obtain a current copy of the

Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or

disclosed to carry out treatment, payment or health care operations. I also understand you are not

required to agree to my requested restrictions, but if you do agree then you are bound to abide by

such restrictions.

Patient Name: ____________________________________________________

Relationship to Patient: ____________________________________________________

Signature: ____________________________________________________

Date: ____________________________________________________

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy

Practices Acknowledgement, but was unable to do so as documented below:

Date: Initials: Reason:



SURGICAL ASSOCIATES OF THE MID-CITIES

Pre-existing Condition Responsibility Acceptance Form

Surgical Associates of the Mid-Cities accepts and files insurance as a courtesy to our

patients. If it is determined that a patient requires surgery to improve their condition, it is the

patient’s responsibility to make sure that their diagnosis is not considered pre-existing.

Verifying this prior to your surgery is most beneficial to you, the patient. If a surgical procedure

is performed and your insurance company denies the claim due to the diagnosis being a pre-

existing condition, the patient automatically becomes responsible for the balance of the account.

The patient and this office must work together to attain correct insurance information for the

benefit of all parties involved.

I, ___________________________________, understand that if my insurance carrier

deems my illness pre-existing that I, ____________________________________, will be solely

responsible for the balance due to Surgical Associates of the Mid-Cities.

_____________________________________ _______________________________

Signature Date

_____________________________________ _______________________________

Witness Date



sURGICAL ASSOCIATES

OF THE MID-CITIES

Date________________________________

Dear Patient:

Your surgeon, ____________________, may have a nurse, physician’s assistant, or one of his

partners in the operating room, acting as a first assistant. The first assistant’s presence helps

your operation proceed in a safe and timely manner. Your insurance will be billed for the

assistant’s services and your insurance may determine that you may be financially responsible

for a portion of the assistant’s charge after the insurance company has paid your allowable.

___________________________________

Patient Signature

___________________________________

Date



sURGICAL ASSOCIATES

OF THE MID-CITIES

AUTHORIZATION FOR RELEASE

OF

PATIENT HEALTH CARE INFORMATION

PATIENT NAME: ______________________________________________

ADDRESS: ____________________________________________________

DATE OF BIRTH: ______________ DATE OF REQUEST: __________

I hereby request this practice is authorized to release and disclose the

following healthcare information contained in my medical records:

• History of illness, injury or condition for which I am being treated

• Previous history unrelated to the condition for which I am being treated

• Examination findings, diagnosis, test results, medication

• Treatment plan

• Medical recommendation

• Other ___________________________________________________

_________________________________________________________

I authorize the information be released to __________________________

when medically necessary.

I understand that I have the right to terminate this authorization at any time

in writing or verbal instruction.

I also understand that this practice has the right to override my decision when

it is medically necessary.

____________________________________ _______________________

Signature of Patient Date


