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Consent, Financial Agreement and Office Policies

Treatment Authorization

The undersigned authorizes the medical providers at NorCal Endocrinology & Internal Medicine to
provide medical, surgical and laboratory and radiology services deemed necessary for the treatment of
illness or injury. The undersigned also authorizes the medical providers at NorCal Endocrinology &
Internal Medicine to provide emergency medical treatment in the event of a medical emergency when
the undersigned is unable to personally consent to treatment. The undersigned also agrees to be
responsible for any charges associated with this emergency care including, but not limited to,
transporting patient to the nearest hospital.

Authorization to Treat a Minor

As a legal parent/guardian of the below mentioned child/minor, the undersigned hereby authorizes the
medical providers at NorCal Endocrinology & Internal Medicine to provide medical, surgical and
laboratory and radiology services deemed necessary for the treatment of illness or injury. The
undersigned also authorizes the medical providers at NorCal Endocrinology & Internal Medicine to
provide emergency medical treatment in the event of a medical emergency when the undersigned is
unable to personally consent to treatment. The undersigned also agrees to be responsible for any
charges associated with this emergency care including, but not limited to, transporting patient to the
nearest hospital.

Billing Information

The undersigned authorizes the release of any medical or personal information necessary to process any
insurance claim and request payment directly to NorCal Endocrinology & Internal Medicine or its billing
agents. The undersigned understands and agrees that he/she is personally responsible for all billed
charges regardless of any insurance plan.

Assignment of Insurance Benefits

The undersigned authorizes direct payment to NorCal Endocrinology & Internal Medicine or its billing
agents of any insurance benefits otherwise payable to him/her for services rendered to the patient.
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Insurance Authorization

____Some insurance companies require authorization for consultation and treatment. The undersigned
understands that this arrangement is between him/her and his/her insurance company and that if such
authorization is needed, he/she is responsible for obtaining and submitting it to the office of NorCal
Endocrinology & Internal Medicine prior to each visit with the medical providers at NorCal
Endocrinology & Internal Medicine. The undersigned understands that he/she needs to bring a copy of
the authorization to the appointment. The undersigned understands and agrees that he/she is
responsible for all charges for medical/consultative services rendered whether or not insurance
authorization was obtained.

Financial Agreement

______The undersigned agrees that he/she is personally responsible for the total fees he/she may have
incurred at the time of visit. The undersigned understands that all services are due in full within thirty
(30) days of the date of service. The undersigned understands and agrees that delinquent account shall
bear interest at a legal rate. In the event that the account is referred to an attorney or collection agency
for collection, the undersigned will be responsible for all attorney’s fees, collection expenses and costs.

Copays, deductibles and co-insurance

______ The undersigned understands and agrees that deductibles, co-pays, and co-insurance are due and
need to be paid at the time of the visit and prior to seeing the medical providers at NorCal
Endocrinology & Internal Medicine before every visit. The undersigned understands and agrees to bring
appropriate means of payment, insurance card(s) and photo ID to every appointment.

Update Insurance Information

The undersigned understands that it is his/her responsibility to notify us of any changes to his/her
insurance at the time of his/ her appointment. The undersigned further agrees that he/she is
responsible for all charges if current insurance information is not provided.
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Cancellation / No Show

The undersigned understands and agrees that he/she is required to cancel an appointment at
least 24 hours before the visit if he/she is unable to keep the appointment, and failure to notify us
within 24 hours may result in a cancellation fee of $45.

Copy of Medical Records

We are happy to provide copies of medical records to you or to a third party that you authorize
to receive such copies. We must have a written consent from the patient or patient’s legal guardian for
the release of any medical records. The undersigned understands and agrees to pay the charges
associated with the cost of time of staff and the cost of the supplies utilized to provide these records.
Office charts and records are the legal property of NorCal Endocrinology & Internal Medicine.

Prior Authorization

Some insurance companies require prior authorization for certain procedures and/or
medications. The undersigned understands that NorCal Endocrinology & Internal Medicine is not
responsible to have insurance companies approve treatments and/or medications or lower the cost of
treatments and/or medications. The prior authorization process can be very time consuming and often
requiring lengthy phone calls and completion of multiple forms. We will do our best to try and get prior
authorization as a courtesy and the undersigned understands and agrees that a fee may be assessed for
a prior authorization request. The undersigned also understands and agrees that we may assist in
completing forms such as DMV and disability forms etc. and completion of such forms may also result in
additional fees that are not covered by insurance company and are the responsibility of the patient.

Notice of Privacy Practices

The undersigned acknowledges that he/she has read and understands the Privacy Practices of our
office.
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Prescription refills

We, at NorCal Endocrinology & Internal Medicine, refill prescriptions electronically. You may
request a refill by contacting our office by phone or through our patient portal._It is imperative

that you request refills well in advance of weekends and holidays so you do not run out of

medication. Please note that prescription refill requests may take as long as a week to
complete.

Agreement signature

The undersigned certifies that he/she has read and agreed to all the terms and conditions of the
foregoing, received a copy of this agreement and is the patient, the patient’s legal representative, or is
duly authorized by the patient as the patient’s general agent to execute and accept its terms.

Signature Date

(Patient/Parent/Conservator/Guardian)

If signed by other than patient, indicate: Relationship

Patient’s name
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