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BuUcks County Podiat@

1073 Stcond Street Plle =ichboro, Pennsylvanin 18954

Suzarane Philllps DP.M. Ph: 267-288-5103  fax: R67-288-5108

HIPPA CONSENT TO RELEASE OF MEDICAL RECORDS

In order to facilitate the continuity of my medical care and treatment, T consent and authorize my physicians
and authorized agents and employees of Bucks County Podiatry and other hospitals, practices, clients and
providers affiliated with Bucks County Podiatry to use andfor disclose my jiersonal health information and
to release medical records relating to my inpatient or outpatient care in their control and possession,
including but not Hmited to progress notes, discharge summary, operative totes, resulis of lab tests,
radiology reports and consultations and other information about my Medical Records, to other Systems
Providers and to the Depariment of Public Welfare and/or its assigned agencies (if I am receiving services
and payment under the Medical Assistance Program), my insurance company, family physician, other

providers of following care, family members or friends involved in my medical care and to any other person
or entity identified below,

Others Address

I understand that the information from my Medical Record may be used and/or disclosed by Bucks County
Podiatry to request authorization, bill or obtain payment for my care and treatment from insurance
companies, managed care companies, government programs, or other responsible parties and their agents
or auditors, and I consent to the use and disclosure of my medical information for such purposes. |

understand that information from my Medical Record may be used for educational, administrative or
approved purpcses.

Iimderstand that the release of information about ny treatment for drug abuse, alcoho! abuse or mental
illness, and HIV or AIDS information will require me to sign a separate consent form. The law permits
certain disclosures of medical records and information to those responsible for paving for your medical
care and to those providing current and follow up medical care,

Irelease my physicians, and their employees, agents and representatives from legal responsibility or
liability for the disclosure of my Medical Records and the information containad thereln. Once my Medical
Record is disclosed, it may no longer be protected by federal and/or state privacy laws,

I give this consent voluntarily and with full understanding of its nature.

[ acknowledge that I have received the Bucks County Podiatry Privacy Praciice, which explding in greater
detail the uses and/or disclosures of my personal health information described above,

Signature: Date:




Patient Financial Responsibility Statement

Thank you for choosing Bucks County Podiatry as your health care provider. The
medical services you seek imply a financial responsibility on your part. This
responsibility obligates you to ensure that payment is made in full for the services you
receive.

o
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. You are ultimately responsible for all payment obligations arising out of your

treatment or care and guarantee payment for these services. You are responsible
for deductibles, co-payments, co-insurance amounts or any amount not
covered by vour health insurance.

All insurance claims will be submitted by our office to your insurance carrier. If
you have multiple insurers, it is your responsibility to provide our office with that
information, at the time of your visit.

. Bucks County Podiatry will request a credit card to keep on file, with Heartland

Payment Systems. All information is kept confidential and SECURE.

_ Once your insurance claim is processed, if there is any outstanding payment still

due ( deductible, co-insurance, co-pay or denial), our office will send a bill to the
address that you provide to us. You will have 30 days to make payment on your
account. After 30 days, the credit card that is kept on file, will be processed with
the outstanding balance.
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