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Patient Consent

Consent to Treatment:


I voluntarily consent to receive medical and health care services that may include diagnostic procedures, examinations, and treatment.  As a specialized physician office, our office schedules patients according to their chief concern.  In an effort to accommodate all scheduled patients, generally, we can only address that single concern.  Other issues will require additional appointments.
Authorization to Pay Physician and Assignment of Benefits:

I hereby assign all medical and/or surgical benefits, including major medical benefits to which I am entitled, under Medicare, private insurances, and any other health plans to Tiffani K. Hamilton, M.D. and /or Atlanta Dermatology, Vein & Research Center, P.C.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is as valid as an original.  I understand that I am financially responsible for all charges whether or not they are paid by my insurance.  I hereby authorize Atlanta Dermatology, Vein & Research Center to release all information necessary to my insurance company(ies) to secure payment for services received.

Positive Patient Identification:

In compliance with state and federal laws and for the safety of your medical information, it is the policy of this office to keep on file a copy of state-issued photo identification (driver’s license).  We reserve the right to withhold treatment to anyone who refuses to provide such identification.  Patients will also be required to provide appropriate identification when requesting medical records.

Financial Responsibility:

I agree to pay all charges for medical and health care services not covered by my insurance company.
Cancellation or Missed Appointments
All cosmetic cancellations within 48 hours and “no show” appointments will be charged a $200.00 missed appointment fee.  Two “no show” appointments may result in discharge from the practice.
Payment

All professional services are charged to the patient, their parent, or their guardian.  Payment is expected in full at the time of service.
As a courtesy, we will file insurance for those patients that are covered by private insurance or Medicare.  You must present a valid insurance card for all patients at each office visit.  If you do not have your insurance card at time of service, we will not file your visit with your insurance company and you will be responsible for all charges.  Any co-payments or deductibles are to be paid at time of service.   If, after 90 days, your insurance company has not processed the claim, the charges will be sent to you for payment.
It is your responsibility to know whether or not we are an in-network provider with your insurance company, we are not responsible for information given by our staff.  We do not file secondary insurance.  If you have secondary insurance, it is your responsibility to file with your secondary insurance company.
We reserve the right to collect any outstanding charges prior to providing services.  Any current charges, including co-pays, deductibles or self-pay items, on a patients account must paid at the time of visit, or a service charge of $25.00 will be added to your account to cover the administrative cost of statement processing.  The patient, their parent, or their guardian is ultimately responsible for all outstanding balances regardless of insurance coverage.
Patients not covered by insurance, or without proof of insurance, must pay for each visit in full at the time services are rendered.

If your account is sent to collections, an additional fee of $25.00 will be added to your account to cover the administrative costs in pursuing these services.

Medical Records

If you are requesting medical records, please allow 2 weeks for our office to process your request.  There is an administration fee of $25.00 per chart, for the first 25 pages, and $0.25 per each additional page. We do not charge an administration fee to send a copy of laboratory or pathology records to another physician’s office.

Miscellaneous Paperwork

Other forms, letters, or paperwork not listed above.  These charges depend on the quantity and depth of forms and documents that a patient requests us to prepare.  Minimum charge is $30.00.

Consent for Use and Disclosure of Protected Health Information:

With my consent, Atlanta Dermatology, Vein & Research Center, P.C. may use and disclose protected health information (PHI) about me to carry out treatment, payment, and healthcare operations (TPO). Please refer to Atlanta Dermatology, Vein & Research Center’s Notice of Privacy Practices for a more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. Atlanta Dermatology, Vein & Research Center, P.C. (herein after referred to as Atlanta Dermatology, Vein & Research Center) reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request to: Atlanta Dermatology, Vein & Research Center’s Privacy Officer at 11800 Atlantis Place, Alpharetta, Georgia 30022.

With my consent, Atlanta Dermatology, Vein & Research Center may call my home or other designated location and leave a message on voice mail or in person in reference to any items that assists the practice in carrying out TPO, such as appointment reminders, insurance items, and any call pertaining to my clinical care, including laboratory results among others.

With my consent, Atlanta Dermatology, Vein & Research Center may call me by my first name, without the use of a last name, when addressing me in a public place, such as the waiting room, for the purpose of directing me to a room for treatment.

With my consent, Atlanta Dermatology, Vein & Research Center may mail my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements. I have the right to request that Atlanta Dermatology, Vein & Research Center restricts how it uses or discloses my PHI to carry out TPO. However, the practice is not required to agree to any requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to Atlanta Dermatology, Vein & Research Center’s use and disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, Atlanta Dermatology, Vein & Research Center may decline to provide treatment to me.






__________



_______


Signature of Patient or Legal Guardian




Date






_______



_______


Print Patient’s Name





Relationship to Patient


HIPAA COMPLIANCE
How do you wish to be contacted by our office? Please select all that apply:

· “I request to be contacted regarding my treatment via text message to cell phone # ________________________________________ and/or email at________________________________________________________.

· “I request to be contacted regarding my treatment by phone at phone #_______________________________________________.  I agree that messages regarding my treatment will be left at this number should I be unavailable to answer the call.”

I authorize you to discuss my care and treatment with the following individual(s):

________________________________________________________________
I understand that email and text messages are NOT secure forms of communication and will NOT hold Hamilton Dermatology liable for any accidental disclosure of protected health information through these forms of communication.
____________________________

__________________________

Patient Name




Date of Birth

____________________________
Signature
(initial)





(initial)





(initial)





(initial)








