
Women & Adolescents Gynecology Center 
       Patient Name_________________________ 
       DOB ________________________________ 
 

Patient Financial Responsibility 

I acknowledge full financial responsibility for services rendered by Women & Adolescents Gynecology Center.  I understand that I am 

responsible for prompt payment of any portion of the charges not covered by insurance, including coinsurance, deductibles and co-

pays.  I understand payment of co-pays is expected at time of service, as well as any prior balance I may owe.  I also consent that the 

payment of authorized Medicare insurance benefits be made on my behalf directly to WAGC for any medical or surgical services 

furnished.  I agree to all reasonable attorney fees and collection costs in the event of default of payment of my charges, as outlined in 

office and financial policies guidelines. 

 
Signed __________________________________ Date_________________________ 

 
Consent for Purposes of Treatment, Payment and Healthcare Operations 

I hereby give my consent to WAGC to use or disclose, for the purpose of carrying out treatment, payment or healthcare operations, all 

protected health information contained in the patient records of ________________________________. 

 

My insurer may share my past, current and future health and account records with WAGC about services I’ve received from WAGC and 

other care providers unrelated to WAGC. These records may be used by WAGC as needed to manage or coordinate my care and 

improve the quality of that care. If I do not agree to this, I will initial below. 

 _____ My insurer may not release any of my identifiable health records from providers unrelated to WAGC for 

the purposes described above. 

 
For a more detailed description of this consent and other uses and disclosures, please review our Notice of Privacy Practices.  

Understand that WAGC reserves then right to change its privacy practices that are described above.  I also understand that any 

Revised Notice will be available at this office or I may request a copy be sent to me by mail. 

 
I understand that this consent is valid until it is revoked by me.  I understand that I may revoke this consent at any time by giving 

written notice of my desire to do so.  I also understand that I will not be able to revoke this consent in cases where the physician has 

already relied on it to use or disclose my health information.  Written revocation of consent must be sent to the physician’s office. 

 
Signed ________________________________ Date__________________________ 

 

Acknowledgement – Notice of Privacy Practices 

I here by acknowledge receipt of WAGC’s Notice of Privacy Practices.  The Notice of Privacy Practices provides detailed information 

about how the practice may use and disclose my confidential health information.   

 
I understand that WAGC has reserved the right to change its privacy practices that are described in the Notice.  I also understand that 

a copy of any Revised Notice will be made available to me. 

 

Signed _______________________________ Date__________________________ 

If you are not the patient, please specify your relationship to the patient _________________________ 

 

 

 

Updated January 9, 2013 


