CONTACT PREFERENCES

THE FOLLOWING ARE WAYS UMAMAHESWARA R. VEJENDLA, M.D. PC MAY COMMUNICATE
INFORMATION WITH YOU. PLEASE MARK YOUR PREFERENCES BY CHECKING EITHER YES
OR NO FOR EVERY OPTION. IF LEFT BLANK, THAT OPTION WILL AUTOMATICALLY BE

CHECKED YES IN YOUR RECORD.

BY SIGNING THIS FORM, YOU UNDERSTAND THAT PERMISSION TO CONTACT YOU VIA

U.S. POSTAL SERVICES ‘MAIL’ IS MANDATORY AND IS AUTOMATICALLY CHECKED YES.

Name:

DOB:

Patient Signature (Parent/Guardian if minor patient)

txhkbrhkTXETLAL ******'k******1‘**********t**’****t****t******i********1**************************************

| GIVE PERMISSION TO LEAVE
APPOINTMENT INFORMATION:

YES | NO

Home Phone (Inciude Auto Call)

Cell Phone (include Auto Call)

Mobile Text {Include Autc Call)

Work Phone

With Another Person
Send via Mail | xX
Send via Patient Portal

kdkktrkkkrhkkkxrhkrrTdrdbrdtx *t***tt**if**t***t***************t***f?**i‘***‘t****t* ddkkxEkbrRTEEE T ALk T Xk xEd T

| GIVE PERMISSION TO LEAVE ROUTINE

Date

AND/OR NORMAL TEST RESULTS:

Home Phone {Include Auto Call)
Cell Phone (indude Auto Call)

- Mobile Text {Include Auto Call)
Work Phone

With Another Person

Send via Mail

Send via Patient Portal

YES

NO

Person(s) authorized to communicate my Private Health Information (PHil) with if any:

O Check circle if this person is alsc an EMERGENCY CONTACT

Name

Relationship

Phone

ONOR®
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NEW YORK HEALTH CARE PROXY

9] 1, , hereby appoint:

(print your name)

(print name, home address and telephone number of agent)
as my health care agent to make any and all health care decisions for me, except to the extent that

I state otherwise. My agent does know my wishes regarding artificial nutrition and
hydration.

This Health Care Proxy shall take effect in the event I become unable to make my own health
care decisions.

(2) Optional instructions: I direct my agent to make health care decisions in accord with my
wishes and limitations as stated below, or as he or she otherwise knows.

7

(3) Name of substitute or fill-in agent if the person I appoint above is unable, unwilling or
unavailable to act as my health care agent.

(print name, home address and telephone number of agent)

(4) Donation of Organs at Death:
[ ]1do not wish to donate my organs, tissues or parts.

[ ]11do wish to be an organ donor.

(5) Unless I revoke it, this proxy shall remain in effect indefinitely, or until the date or condition
I have stated below. This proxy shall expire (specific date or conditions, if desired):

(6) Signature: Date:
Address:
Telephone Number: () Date of Birth:

Statement by Witnesses (must be 18 or older)

I declare that the person who signed this document appeared to execute the proxy willingly and
free from duress. He or she signed (or asked another to sign for him/her) this document in my
presence. I am not the person appointed as proxy by this document.

Witness
1:
Address:
Witness
2:
Address:

I consent to releasing this information to the Health Care Proxy Registry.
Signature: Date:




Chaurauqua

Network
st bk

TO COMPLETE YOUR HEALTH CARE PROXY
WE OFFER A 5 STEP PROCESS

Think about what is important to you and what health care wishes you
want carried out if you are unable to communicate for yourself.

Appoint a health care agent, a person to speak for you should you be
unable to speak for yourself.

Talk to your agent and family about your wishes.

Put your wishes in writing using a Health Care Proxy Form (see reverse

side)

If you receive health care services in Chautauqua County, New York and
would like your Health Care Proxy to be available online to area
healthcare professionals:

¢ Mail a completed copy of your Health Care Proxy to:

CCHN
200 Harrison Street, Suite 200
Jamestown, New York 14701

o Fax to 338-9740 for free entry in the Chautauqua County Health
Network Proxy Registry.

¢ Give a completed copy to your health care provider.

To learn more about Health Care Proxies call:
Chautauqua

serengthening and promotmg quuticy health care
X g and | g 3

716.338.0010



AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

152 Foote Avenue, Jamestown, NY 14701]
UMAMAHESWARA RAG VEJENDLA, M.D. PC Phone: (716) 664-5290 | Fax: (716) 664-7630

1. Patient’s Name: 2. Date of Birth:

3. Patient’s Address: Phone Number:

I, or my legally authorized personal representative, request that health information regarding my care and treatment be disclosed as set forth on this
form. In accordance with New York State lad and the Privacy Rule of the Health Information Portability and Accountability Act (HIPAA) of 1996, | understand
that:

This authorization may include disclosure of information relating to records from alcohol/drug treatment programs, records from mental heaith programs,
and confidential HIV/AIDS-related information.only if | place my initials on the appropriate line in box 5 below. In the event the health information described
below includes any of these type of information, and | initial the items in box 5, | specifically authorize disclosure of such information to the person or
persons indicated in box 7. If [ am authorizing the disclosure of records from alcohol/drug treatment programs, mental health programs, and confidential
HIV/AIDS- related information, that recipient is prohibited from disclosing such information about my authorization unless permitted to do so under Federal
or State law. If | believe my rights have not been protected, | may contact the New York State Division of Human Rights at (888) 392-3644.

This authorization is voluntary and | have the right to refuse to sign it. My treatment will not be conditioned upon my authorization of this disclosure.

| have the right to revoke this authorization at any time by writing to the healthcare provider listed below. | understand that | may revoke this authorization
except to the extent that action has already been taken based on this authorization. '

Information disclosed might be disclosed by the recipient except as noted above, and this disclosure may no longer be protected by Federal or State law.

This authorization does not authorize disclosure of my health information or medical are with anyone other than the person or persons specified below in

box 7.
| may be charged a fee of up to $0.75 per page if | am requesting a copy of my records for my own personal use.

4. 1authorize the disclosure of health information (written or oral) of the individual named above (in box 1) for the following

purpose:
[ For medical care O Other (please describe):
O Lab and/or x-ray results OJ For billing purposes

[ To share health information with another individual [ For insurance purposes
5. The type of information to be disclosed is as follows. Please check the appropriate items below:

[ Last 2 years of records Include (indicate by initialing)
(J Lab and/or x-ray results Records from alcohol/drug treatment programs
0] Immunizations records ‘ Clinical records from mental health programs
[J Other, please describe: HIV/AIDS- related information
6. Please disclose the information above FROM: Olndividual (relationship):

Healthcare Provider: O Organization:

Address: Address:

Phone: Phone:

Fax: Fax:

Note: Our practice can receive electronic

7. Please disclose the information above TQ: Umamaheswara Rao Vejendla, M.D, records via email (CCDs) by using this

address:
PC, 152 Foote Ave, Jamestown, NY 14701, Ph: 716-664-5290, Fax: 716-664-7630 https:lisendsafe.tolbilling.vejendla@gmail.com
8. Unless previously revoked by me, the specific information authorized here may be disclosed from
(start date) until (expiration date) or (expiration event).
‘9,
Signature of patient or personal representative authorized by law Date

**If personal representative, relationship to patient (please print)







UMAMAHESWARA R. VEJENDLA, PHYSICIAN PC
152 FOOTE AVE.
JAMESTOWN, NY 14701
PHONE: (716) 664-5290 - FAX: (716) 664-7630

MEDICAL HISTORY

DATE:
PATIENT NAME:

(LAST) : (FIRST) (M
SSN: BIRTHDATE:
CURRENT STATUS: [CIMARRIED CISINGLE COJOTHER
MEDICAL HISTORY (LIST ALL YOUR KNOWN MEDICAL CONDITIONS)
CJASTHMA COOHYPERTENSION CJDEPRESSION [JANXIETY CJPSYCHIATRIC DISORDER
CJULCERS CJHEART BURN CODIABETES JSEIZURES CJURINATING DIFFICULTIES
COOMIGRAINE [OJHEART DISEASE CJCANCERS COTHYROID JELEVATED CHOLESTROL
[OHAY FEVER  [OBLOOD CLOTS CIHEPATITISB [JHEPATITISC [BLEEDING DISORDER

OTHER: (PLEASE SPECIFY)

*ALLERGIES

PERFERRED PHARMACY:
CURRENT MEDICATIONS: (LIST ALL MEDICATIONS AND DOSE YOU ARE TAKING- INCLUDE VITAMINS & HERBAL

SUPPLEMENTS)

DATE OF LAST PREVENTATIVE: (FEMALE ONLY)
*PHYSICAL: MO/YEAR *MAMMOGRAM: MO/YEAR
*COLONOSCOPY: MO/YEAR *PAP: MOIYEAR

SURGERY/INJURY (LIST PREVIOUS SURGERIES OR INJURIES AND APPROXIMATE YEAR)
SURGERY/INJURY YEAR SURGERY/INJURY YEAR

HOSPITALIZATION (LIST REASONS FOR ANY PREVIOUS HOSPITAL ADMISSION & APPROXIMATE YEAR)
REASON YEAR REASON YEAR

***plagse complete reverse side of this form. ***



Umamaheswara Rao Vejendla, M.D., P.C. Phone: (716) 664-5290
152 Foote Avenue, Jamestown, New York, 14701 Fax: (716)664-7630

FAMILY HISTORY

FATHER: PRESENT HEALTH OR CAUSE OF DEATH AGE?

CJALIVE
CIDECEASED

MOTHER: PRESENT HEALTH OR CAUSE OF DEATH AGE?

CJALIVE
CIDECEASED

—

BROTHERS PRESENT HEALTH OR CAUSE OF DEATH AGE?

OALIVE
CODECEASED

SISTERS PRESENT HEALTH OR CAUSE OF DEATH AGE?

CIALIVE
CIDECEASED

FAMILY HISTORY CONTINUED: (PLEASE CHECK MEDICAL PROBLEMS OF IMMEDIATE FAMILY)

MEDICAL
COMPLAINTS MOTHER FATHER SIBLING(S) COMMENTS- AGE?

HEART ATTACK

DIABETES

CANCER (TYPE)

OSTEOPOROSIS

STOKE

HIGH BLOOD
PRESSURE
KIDNEY
DISEASE
COLON POLYPS
HIGH
CHOLESTEROL
THYROID
DISEASE
DEPRESSION
OTHER- PLEASE
LIST DISEASE

OTHER:
TOBACCO USE: [IYES [INO (PACKSIDAY)

ALCOHOL USE: CIYES [INO (DRINKS/WEEK)

EXERCISE: Oyes [INO (TIMES/WEEK)

RECREATIONAL DRUGS: [JYES [INO (TYPE/FREQUENCY)

DO YOU HAVE ADVANCED DIRECTIVES: CIYES 1 NO
IF NOT, ARE YOU INTERESTED IN DISCUSSING THIS?3 YES [INO

DO YOU HAVE AN ORDER OF DNR?[1 YES[I NO
IF NOT, ARE YOU INTERESTED IN DISCUSSING THIS? COYES CINO

DO YOU HAVE A HEALTH CARE PROXY? [IYES LINO




Umamaheswara Rao Vejendla, M.D., P.C. Phone: (716) 664-5290
152 Foote Avenue, Jamestown, New York, 14701 Fax: (716)664-7630

PERSONAL INFORMATION FORM

Full Name ( Last, First, MI) Preferred Name:
Primary Address City State Zip Code
Mailing Address City State Zip Code
Gender Birth Date Marital Status | HomelCell Telephone Number
[IMale [Single
| CIMarried ) Home
ODivorced
COFemale CJOther ) . Cel
) Work
Occupation:
Employment Status:
Primary Caregiver:

Insurance Company Policy Holder's Name Policy Holder Relationship to Patient
Policy Holder’s Address City State Zip
Policy Holder’s Birth Date Policy Holder’s Social Security # Policy Holder’s Employer

Signature

Ethnicity (Please Select Only One Preferred Language
CJAmerican Indian / Alaska Native [1White [CJEnglish

ClAsian / Pacific Islander O Unspecified | [1Spanish
CJAfrican American / Black [JASL

[OHispanic [JOther (Please Specify)-.







Phone: (716) 664-5290

Umamaheswara Rao Vejendla, M.D., P.C.
Fax: (716)664-7630

152 Foote Avenue, Jamestown, New York, 14701

Worker’'s Compensation/ No Fault Patient Questionnaire

Please answer the following questions to the best of your ability. If you do not have/never had a Worker’s
Compensation or a No Fault case, you may skip this questionnaire.

WORKER’S COMPENSATION
1. Do you have a current/active Worker’'s Compensation case? If yes, please complete the following
information: ‘
a. Date of Injury: What was injured:
b. Worker's Compensation Carrier Name:
c. Case Number/Policy Number:
d. Employer at time of injury:
e. Employer Address:
f.  Were you previously treated by another provider? If yes, please list who you have been
treated by:

g. In your words, what happened?:

2. Do you have an old Worker’s Compensation Case that is no longer active? If yes, please list the

injury that was associated:
a. Why was the case closed? (E.g., Ran out of benefits, took a settlement, etc.):

NO FAULT
1. Do you have a current/active No Fault case? If yes, please complete the following information:

a. Date of Accident: Type of Accident:
Auto Insurance Carrier Name:
Policy Number:
Insurance Mailing Address:
Was alcohol involved?:
Was the accident reported to the police?:
Were you previously treated by another provider? If yes, please list who you have been
treated by:
h. In your words, what happened?:

@ m"poaoyo

2. Do you have an old No Fault case that is no longer active? If yes, please list the injury that was

associated:
a. Why was the case closed? (E.g., Ran out of benefits, took a settlement, etc.):




Umamaheswara Rao Vejendla, M.D., P.C. Phone: (716) 664-5290
152 Foote Avenue, Jamestown, New York, 14701 Fax: (716)664-7630

Worker's Compensation/ No Fault Patient Questionnaire

Please answer the following questions to the best of your ability. If you do not have/never had a Worker's

Compensation or a No Fault case, you may skip this questionnaire,

WORKER'S COMPENSATION
3. Do you have a current/active Worker's Compensation case? If yes, please complete the following
information:
a. Date of injury: What was injured:
b. Worker's Compensation Carrier Name:
c. Case Number/Policy Number:
d. Employer at time of injury:
e. Employer Address:
f. Were you previously treated by another provider? If yes, please list who you have been

treated by:
In your words, what happened?:

4. Do you have an old Worker's Compensation Case that is no longer active? If yes, please list the

injury that was associated:
a.

NO FAULT

Why was the case closed? (E.g., Ran out of benefits, took a settlement, etc.):

3. Do you have a current/active No Fault case? If yes, please complete the following information:

a.

@ "o opoo

Date of Accident: Type of Accident:
Auto Insurance Carrier Name:
Policy Number:
Insurance Mailing Address:
Was alcohol involved?:
Was the accident reported to the police?:
Were you previously treated by another provider? If yes, please list who you have been
treated by:
In your words, what happened?:

4. Do you have an old No Fault case that is no longer active? If yes, please list the injury that was

associated:
a.

Why was the case closed? (E.g., Ran out of benefits, took a settlement, etc.):




Phone: (716) 664-5290

Umamaheswara Rao Vejendla, M.D., P.C.
Fax: (716)664-7630

152 Foote Avenue, Jamestown, New York, 14701

UMAMAHESWARA RAO VEJENDLA PHYSICIAN PC

FINANCIAL POLICY

Our financial policy is to advise of fees relating to the collection of payments from our patient and/or their
insurance company. These policies are as follows:

1. Al co-pays or coinsurance are due at the time of service. If the insurance does not pay du to the
termination of the patient’s policy or if there is an outstanding balance due to a deductible, the
patient is responsible for the balance. Payment in full is required if Dr. Vejendla does not participate
with your insurance company. Our office does not bill for liability cases. We will provide a statement
to you to forward after payment is made in full. For our patients who are self-pay, payment in fullis
required at the time of service. Prior arrangements must be made with our Billing Manager if
payment in full cannot be made at the time of service.

2. Allowable forms of payment are cash, check, money order, and Mastercard or Visa. A returned
check for non-sufficient funds will result in a $35.00 fee in addition to the amount of the check.

3. Monthly statements are sent for balances due after the insurance has processed your claim. If the
statement is not paid within the first 30 days, then subsequent statements will include a $2.00
finance charge. We will only mail out 4 statements. If your balance is not paid within that time
frame, the account will be sent to our collection agency and an additional 35% of the balance will be
assessed to you as well as any legal fees that incur.

4. APPOINTMENTS: If you are unable to keep an appointment, please provide our office with a
minimum 24 hour notice. Appointments cancelled with less than a 24 hour notice will be charged a
$25.00 fee. Appointments that re not cancelled at all (e.g., “No Shows”) will be charged a fee of
$25.00. If you have 3 “No Shows” or cancels without a 24 hour notice, you will be released by our
practice and non-payment will result in collection actions.

5. Patients who are referred to our office by another doctor must bring a referral for the services if their
insurance requires one. Failure to get a referral can result in a rescheduled appointment.

6. Patients who request their records be transferred out of our office must sign a transfer request. Our
fee for transferring records is $0.75 per page. Any unpaid balance at the time of transferring records
should be paid or it will be sent to our collections agency.

Signature of Patient/Authorized Representative Date
By signing above, | acknowledge that | have read this policy and understand it to the best of my ability.



Umamaheswara Rao Vejendla, M.D., P.C. Phone: (716) 664-5290
152 Foote Avenue, Jamestown, New York, 14701 Fax: (716)664-7630

Our Practice Policies
Our Policies have been set in place to ensure that each patient’s visit runs smoothly and that your needs are
met.
1. For any medication refills:

* Please give our office a 24 to 48 hour notice prior to the time the refill needs called in or

picked up.
2. Late Arrivals:

e Please arrive 15 minutes early to each appointment and if you are going to be late call us at
(716) 664-5290 and notify us as soon as possible. Upon arriving late, you may have to wait
to be fit into the schedule or be asked to reschedule for a different day.

3. No Show Policy:

e The first appointment that is a no show will resuit in a verbal reminder of our policy to
cancel at minimum of 24 hours in advance of any appointment made with us. A second no
show will result in a $25.00 fee that is not payable by any insurance and will need to be paid
in full prior to your next scheduled appointment. If there is a third no show within 1 calendar
year, you will be discharged from our practice.

4. Please bring your insurance card(s) to every visit and be prepared to answer a series of questions to
update your information each appointment.

5. Your Co-Pay, Deductible, Co-Insurance, and any outstanding balance past 30 days are due at the
time of service.

6. Voicemails:

o If you call our office and are sent to a voicemail box, please leave a message. We check our
message regularly throughout the day and will return all phone calls by the end of the
business day. Please be sure to speak clearly, slowly, and to leave your name, date of birth,
reason for your call, and a phone number you can be reached at.

7. When calling the office, only press phone option “1” for the emergency line if you have a true
emergency. Prescription refills and appointments are not considered emergencies.

8. Please bring an updated medication list to each visit. A medication list is a list of all medications
you are currently taking including any over the counter medications.

9. Please turn off cell phones while in the exam room.

10. Paperwork:

e Werequire 1 business week to complete all paperwork and will contact you via phone when
it is ready to be picked up. There is a $20 fee for paperwork that needs to be completed for
someone who is not a patient at our practice and $10 for all patients. Medical records can
be sent to another doctor/care facility free of charge, however there is a $0.75 per page fee
for personal use.

Our office will do its best to run on time, however there may be times you will have to wait longer than
expected so that each patient receives the care they need. Also, please be aware that there are multiple
providers, each with their own schedule. You will be seen in the order you were scheduled. We appreciate

your patience and understanding.

Signature of Patient/Authorized Representative Date
By signing above, | acknowledge that | have read this policy and understand it to the best of my ability.



Umamaheswara Vejendla, M.D., P.C.
152 Foote Avenue
Jamestown, New York 14701
(716) 664-5290

WELCOME TO OUR OFFICE

Due to the continuing changes in the healthcare industry we would like to
provide you with our practice billing policies and how they relate to you.

Our office participates in the following insurance companies:
INDEPENDENT HEALTH

Medicare

Empire BC/BS UNIVERA

BC/BS WNY FIDELIS

GHI MEDICAID

AARP AETNA

UNITED HEALTHCARE HEALTH AMERICA

If we do not participate with your insurance carrier: We will file the claim

if you provide us with the following information: Name and mailing address of
your insurance carrier, policy number, group number, policy holders' full
name, policy holders' date of birth and social security number. We file these
claims as a courtesy to our patients so that your insurance carrier reimburses
you in a timely manner. We will bill your insurance company only once per
service, the responsibility of the service remains the patient's

The patient is responsible to pay the bill within 30 day of

responsibility.

the service date.

LAB WORK & HOSPITAL PROCEDURES: Please be advised that many insurance
companies require you to go to a certain lab and/or hospital. YOU will be
responsible to pay your bill if you go to a lab and/or hospital that is not
covered by your insurance carrier. Please check with your insurance company

to see where you should go for these services.

If you have no insurance coverage: Payment must be made at the time of the
service unless an acceptable payment plan has been agreed upon staff prior to

the services rendered.

We welcome you to our practice and look forward to providing your medical
care. Please do not hesitate to ask our staff if you have any questions
regarding the above information.

Sincerely,

Umamaheswara Vejendla, M.D., P.C.
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Umamaheswara Rao Vejendla, M.D., P.C. Phone: (716) 664-5290
152 Foote Avenue, Jamestown, New York, 14701 Fax: (716)664-7630

Our Practice Policies

Our Policies have been set in place to ensure that each patient’s visit runs smoothly and that your needs are

met.

1.

9.

For any medication refills:

* Please give our office a 24 to 48 hour notice prior to the time the refill needs called in or

picked up.
Late Arrivals:

* Please arrive 15 minutes early to each appointment and if you are going to be late call us at
(716) 664-5290 and notify us as soon as possible. Upon arriving late, you may have to wait
to be fit into the schedule or be asked to reschedule for a different day.

No Show Policy:

 The first appointment that is a no show will result in a verbal reminder of our policy to
cancel at minimum of 24 hours in advance of any appointment made with us. A second no
show will result in a $25.00 fee that is not payable by any insurance and will need to be paid
in full prior to your next scheduled appointment. If there is a third no show within 1 calendar
year, you will be discharged from our practice.

Please bring your insurance card(s) to every visit and be prepared to answer a series of questions to
update your information each appointment.

Your Co-Pay, Deductible, Co-Insurance, and any outstanding balance past 30 days are due at the
time of service.

Voicemails:

* Ifyou call our office and are sent to a voicemail box, please leave a message. We check our
message regularly throughout the day and will return all phone calls by the end of the
business day. Please be sure to speak clearly, slowly, and to leave your name, date of birth,
reason for your call, and a phone number you can be reached at.

When calling the office, only press phone option “1” for the emergency line if you have a true
emergency. Prescription refills and appointments are not considered emergencies.

Please bring an updated medication list to each visit. A medication list is a list of all medications
you are currently taking including any over the counter medications.

Please turn off cell phones while in the exam room.

10. Paperwork:

» Werequire 1 business week to complete all paperwork and will contact you via phone when
it is ready to be picked up. There is a $20 fee for paperwork that needs to be completed for
someone who is not a patient at our practice and $10 for all patients. Medical records can
be sent to another doctor/care facility free of charge, however there is a $0.75 per page fee

for personal use.

Our office will do its best to run on time, however there may be times you will have to wait longer than
expected so that each patient receives the care they need. Also, please be aware that there are multiple
providers, each with their own schedule. You will be seen in the order you were scheduled. We appreciate
your patience and understanding.
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Umamaheswara Rao Vejendla, M.D., P.C. Phone: (716) 664-5290
152 Foote Avenue, Jamestown, New York, 14701 Fax: (716)664-7630

UMAMAHESWARA RAO VEJENDLA PHYSICIAN PC

FINANCIAL POLICY

Our financial policy is to advise of fees relating to the collection of payments from our patient and/or their
insurance company. These policies are as follows:

1.

All co-pays or coinsurance are due at the time of service. If the insurance does not pay du to the
termination of the patient’s policy or if there is an outstanding balance due to a deductible, the
patient is responsible for the balance. Payment in full is required if Dr. Vejendla does not participate
with your insurance company. Our office does not bill for liability cases. We will provide a statement
to you to forward after payment is made in full. For our patients who are self-pay, payment in full is
required at the time of service. Prior arrangements must be made with our Billing Manager if
payment in full cannot be made at the time of service.

Allowable forms of payment are cash, check, money order, and Mastercard or Visa. A returned
check for non-sufficient _funds will result in a $35.00 fee in addition to the amount of the check.

Monthly statements are sent for balances due after the insurance has processed your claim. If the
statement is not paid within the first 30 days, then subsequent statements will include a $2.00
finance charge. We will only mail out 4 statements. If your balance is not paid within that time

frame, the account will be sent to our collection agency and an additional 35% of the balance will be
assessed to you as well as any legal fees that incur.

APPOINTMENTS: If you are unable to keep an appointment, please provide our office with a
minimum 24 hour notice. Appointments cancelled with less than a 24 hour notice will be charged a
$25.00 fee. Appointments that re not cancelled at all (e.g., “No Shows”) will be charged a fee of
$25.00. If you have 3 “No Shows” or cancels without a 24 hour notice, you will be released by our
practice and non-payment will result in collection actions.

Patients who are referred to our office by another doctor must bring a referral for the services if their
insurance requires one. Failure togeta referral can result in a rescheduled appointment.

Patients who request their records be transferred out of our office must sign a transfer request. Our
fee for transferring records is $0.75 per page. Any unpaid balance at the time of transferring records
should be paid or it will be sent to our collections agency.
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