
      

 

PATIENT NAME: _____________________________________DATE OF BIRTH: _____/ ______/ _____ 

 

ASSIGNMENT OF BENEFITS. I authorize Phipps Family Medicine to submit claims on my behalf directly to Medicare/Medicaid/my 

private health insurance carrier. This means that PFM will collect payment for supplies and services provided. I understand 

that I am financially responsible to the provider(s) for the charges not paid or payable. I authorize you to release any 

information necessary to insurance carriers regarding illnesses and treatment to process claims. This assignment will remain 

in effect until revoked by me in writing. 

Patient Initials: _____________ 

CONSENT FOR TREATMENT. I consent for Phipps Family Medicine to administer treatments, tests and/or diagnostic tests to treat my/the 

patient’s injury/illness on an outpatient basis. I acknowledge there is no guarantee as to the outcome of any treatment I/the patient 

receives. In compliance with state law, if another individual is accidentally exposed to my/the patient’s blood or body fluids (BBF); 

or if a medical or surgical procedure could expose another individual to my/the patient’s BBF, Phipps Family Medicine may have 

such BBF tested for human immunodeficiency infection (HIV/AIDS) at Phipps Family Medicine’s expense.   

            Patient Initials: _____________ 

ELECTRONIC PRESCRIPTION. I understand Phipps Family Medicine utilizes electronic prescribing technology and participates with 

SureScripts. SureScripts operates the Pharmacy Health Information Exchange, which facilitates the electronic transmission of 

prescription information between providers and pharmacists. SureScripts also provides prescription data on any medications, known 

as medication history, which are prescribed to me/the patient. 

            Patient Initials: ___________ 

COMMUNICATION. 

I authorize automated electronic communications from Phipps Family Medicine to remind/ confirm appointments, treatments, billing, specials & 

announcements via: 

□ Email    □ Text Messages  □ ALL options listed 

I authorize Phipps Family Medicine to communicate about my health information, test results, follow-up care, etc. via: 

□ Detailed Voicemail  □ Generic Voicemail  □ Secure Portal Message  □ ALL options listed   

         

LATE ARRIVAL POLICY. A grace period of 10 minutes will be permitted for unforeseen delays a patient may encounter while traveling to the 

clinic’s location for their appointment. If a patient arrives more than 10 minutes late for their appointment, the patient will be given the option 

of either being seen that day as a walk-in with first available provider, if the schedule permits, or rescheduled for a later date. This process 

will ensure patients that do arrive on time are seen in a timely manner. 

            Patient Initials: _________ _ 

NO-SHOW/ CANCELATION POLICY. A “no-show” is a patient who fails to appear for a scheduled appointment without providing 24-hour 

cancelation notice. Further, a rescheduled appointment that is less than the 24-hour cancelation notice is still considered a 

cancelation and is treated as such. All patients who have two (2) no-show appointments will then be charged $30 and once three (3) 

no-show appointments have been reached, the patient will be dismissed from Phipps Family Medicine’s practice.   

            

          Patient Initials: _______  

 

 

 

 

 

 

 

 

 

General Consent Form 



INVOLVEMENT OF OTHERS IN CARE. I authorize Phipps Family Medicine to discuss my/the patient’s care and medical needs with the 

following person(s): 

□ I DO NOT wish to add a contact(s) to discuss my/the patient’s needs or medical care. Initial to acknowledge understanding of    

NO HIPAA contacts to be added to my/the patient’s chart.   Patient Initials: ___________ 

 

PATIENT ACKNOWLEDGMENT OF PHIPPS FAMILY MEDICINE’S REQUIREMENTS FOR MINIMUM VISITS. As a patient under the care of 

Phipps Family Medicine, I hereby acknowledge and understand the following conditions: 

1. Minimum Visit Requirement: Most insurance plans require that healthcare providers see their patients at 

least twice per year as a condition for continued coverage and benefit eligibility. Therefore, it is the 

standard policy for all patients at Phipps Family Medicine. 

2. Purpose of Visits: These visits are intended to ensure ongoing monitoring of my health status, provide 

preventive care, and address any emerging health concerns in a timely manner. 

3. Financial Responsibility: I understand that failure to comply with this minimum visit requirement may 

affect my insurance benefits and could result in higher out-of-pocket costs for medical services. I 

acknowledge that it is my responsibility to schedule and attend these appointments within the required 

timeframe. 

4. Appointment Scheduling: I agree to proactively communicate with Phipps Family Medicine to schedule 

the necessary appointments. I will inform the clinic/physician if there are any changes in my insurance 

coverage or if I encounter any barriers to meeting this requirement. 

I understand that if I do not comply with that, I am putting Phipps Family Medicine at risk for losing insurance 

payor contracts which can potentially lead to unforeseen problems that may affect the future of PFM. 

                                                                      Patient Initials: _____________ 

. 

  PATIENT FINANCIAL POLICY 

I acknowledge receipt of the “Patient Financial Policy.” Patient Initials:    

NOTICE OF PRIVACY PRACTICES 

I acknowledge receipt of the “Notice of Privacy Practices.” Patient Initials:    

 

 

 

 

 

 

 

   
Signature of Patient or Personal Representative  Date 

 
 

 

 

 
 

Name 
Date of Birth 

(for identification) Relationship Phone 

    

    

    

Print Name of Patient or Personal Representative 


