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DISCLOSURES & CONSENTS

ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize direct payment of my insurance benefits to Primary Care Services, SC (PCS) for services rendered to my
dependents or me. I understand that it is my responsibility to know my insurance benefits and whether or not the services I am to
receive are a covered benefit. I understand and agree that I will be responsible for any co-pay or balance due that Primary Care
Services, SC is unable to collect from my insurance carrier for whatever reason.

24 HOUR CANCELLATION & “NO SHOW"” FEE POLICY

Each time a patient misses an appointment without providing proper notice, another patient is prevented from receiving care.
Therefore, PCS reserves the right to charge a fee of $25.00 for all missed appointments (“no shows”) and appointments which,
absent a compelling reason, are not cancelled with a 24-hour advance notice. “No Show” fees will be billed to the patient. This fee is
not covered by insurance and must be paid prior to your next appointment. Multiple “no shows” in any 12-month period may result in
termination from our practice.

Thank you for your understanding and cooperation as we strive to best serve the needs of all of our patients.

MEDICARE/MEDICAID/TRICARE INSURANCE BENEFITS

I certify that the information given by me in applying for payment under these programs is correct. I authorize the release of any of
my or my dependent’s records that these programs may request. I hereby direct that payment of my or my dependent’s authorized
benefits be made directly to Primary Care Services, SC or the physician on my behalf.

AUTHORIZATION TO RELEASE NON-PUBLIC PERSONAL INFORMATION

I certify that I have received and read a copy of the Primary Care Services, SC Patient Information Privacy Policy. I hereby authorize
Primary Care Services, SC or the physician individually to release any of my or my dependent’s medical or incidental nonpublic
personal information that may be necessary for medical evaluation, treatment, consultation, or the processing of insurance benefits.

AUTHORIZATION TO MAIL, CALL, TEXT OR E-MAIL

I certify that I understand the privacy risks of the mail, phone calls, and e-mail. I hereby authorize a Primary Care Services, SC or my
physician to mail, call, text or e-mail me with communications regarding my healthcare, including but not limited to such things as
appointment reminders, referral arrangements, and laboratory results. I understand that I have the right to rescind this authorization
at any time by notifying Primary Care Services, SC to that effect in writing.

LAB/X-RAY/DIAGNOSTIC SERVICES

I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services. I further
understand that I am financially responsible for any co-pay or balance due for these services if they are not reimbursed by my
insurance for whatever reason.

CONSENT TO TREATMENT
I hereby consent to evaluation, testing, and treatment as directed by Primary Care Services, SC and or their designee.

PATIENT SIGNATURE: Date:

GUARANTOR SIGNATURE: Date:

GUARANTOR NAME: Date:
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