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Consent Forms 

Consent to Treatment  

I am a new patient at Creedmoor Centre Endocrinology, P.A. By signing this form, I consent to be treated by 
the providers of this practice.  

My doctor needs more medical facts about my health. I, ______________________________, ask for and allow Dr. 
Warren-Ulanch and staff to give me the needed medical treatment and services that he or she 
recommended.     

I understand treatment and services may include:  

• lab tests, 
• screening tests (tests that can find an illness early, before a person shows signs of having the disease),  
• diagnostic tests (tests that shows if a person has a certain illness or health problem), and  
• routine exams. 
 

I understand that no promises have been made to me about the results of any treatment or services.   

___________________________________             _____________________________ 
Signature of Patient or Responsible Party  Date and Time 

******************************************************************************** 
Consent for treatment of a minor child: 

I, being the parent or guardian of ___________________________, ask and allow Creedmoor Centre 
Endocrinology, P.A. to do necessary health services for my child, even if I am not present. 

Below is a list of people who are allowed to bring my child in for treatment: 

_____________________________________   _____________________________________ 

____________________________________     _____________________________________ 

___________________________________             _____________________________ 
Signature of Patient or Responsible Party  Date and Time 

******************************************************************************** 
Consent for use of email: 

By signing this form, I hereby grant permission for Creedmoor Centre Endocrinology, P.A. to contact 
me via email at the address provided. Please be case sensitive. This email address will not be shared 
with any other entity. 

Email:  _________________________________ 

___________________________________             _____________________________ 
Signature of Patient or Responsible Party  Date and Time 
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Acknowledgement of Receipt of Notice of Privacy Practices 

 
Patient Name:   ____________________________________ Date of Birth: _________ Date:_______________ 
 
 
The undersigned hereby acknowledges that a copy of the HIPPA laws and guidelines has been provided to them by 
Creedmoor Centre Endocrinology. 
 
I authorize Creedmoor Endocrinology’s staff to leave medical, appointment and/or account information pertaining to my 
care by the following methods.  This authorization expires one year from the date signed.   
I will assume the responsibility to notify them of any changes in this information. 
 
If we are unable to reach you, are there any relatives or friends with whom you authorize our office to discuss your health 
information?  Please list name(s), relationship(s), and their phone number(s) below: 
 
 
 
 

Name 
 
 
 

Relationship 
 
 

Phone Number 

Name 
 
 
 

Relationship 
 
 

Phone Number 

Name Relationship Phone Number 
 
 

List of Providers for Medical Release of Information 
 

I, (Patient or Guardian)________________________________________________________________hereby authorize: 
 

Creedmoor Centre Endocrinology 
8340 Bandford Way Ste. 001 

Raleigh, NC 27615 
 Phone: 919-845-3332   Fax: 919-845-3395 

 
To release and forward my medical records, including machine readable medical and demographic data to the following 
providers: 
 
 
First & Last Name Provider Medical Specialty Practice Name Office Phone and Fax # 

 
 
 
 

General Practioner/ 
Primary Care Doctor 
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FINANCIAL POLICY CREEDMOOR CENTRE ENDOCRINOLOGY 

Office Hours:Our office is open Monday through Friday 8:00am-5:00pm.  If you have a life threatening emergency, please 
dial 911. 

Appointments:  Patients are seen by appointment only.  We realize your time is valuable and we do our best to honor your 
appointment time.  Our practice may encounter unforeseen emergencies and delays may occur.  We may at times need 
to make changes to your appointment date and time.  We ask for your patience and understanding during these times.  If 
you are unable to keep your appointment and need to cancel, we request that you notify us at least 24 hours in advance 
to avoid “No Show” charges.  The charge will be $50.00 for a follow up visit or $100.00 for a consult or PE visit.  There will be 
no exceptions unless approved by Dr. Warren-Ulanch. 

Insurance:  We ask for your cooperation in providing us with the following: 
 Your current and correct insurance information.  Please provide us with a copy of your insurance card at each 

office visit. 
 Your co-pay is expected to be paid at the time of service 
 If you have an HMO that requires a referral, we will expect that you present this at check-in.   
 If your insurance does not pay in full, we do not do payment plans.  You will be expected to pay your account in 

full once billed.  We contract our billing with Kareo.  Any billing issues should be directed to Kareo.  Their contact 
phone number is 866-562-3456 

 After 90 days, Kareo will send delinquent accounts to collections. 
 

High-Deductible Plans: If you have not reached your deductible, you will be asked to pay $125 at time of service. 
 

Credit Card on File: 
With high-deductible plans, we understand more expenses are being borne by the patients.  For this reason, we are using 
Credit Card on File.  You will not have to worry about statements or mailing payments.  When our office receives information 
from your insurance, any remaining portion will be charged to your credit card.  A maximum of $175 per month will be 
charged.  A receipt will be emailed to you.  If payment is declined, we will request updated credit card information or an 
alternative form of payment.  
Self-Pay and Non-Participating Insurances: 
Self-pay is anyone who does not have health insurance or has an insurance which Creedmoor Centre of Endocrinology is 
not contracted with. Insurance for these patients will be filed as a courtesy.  If your non-participating insurance pays less 
than our usual and customary charges, you will be billed for the difference.  Self-pay patients who do not have health 
insurance, will be required to make full payment at check-out. 

Returned Checks:   Returned checks are subjected to a $25.00 service fee. 

Medical Records:  There is no charge for Medical Record transfer if faxed from physician to physician.  If you would like a 
copy of your medical record, the charge is $50.00.  Any Life Insurance Co. or Attorney will be charged $50.00 prior to 
release of records.  There is a charge for other documents that the physician may need to complete for you.  This Charge is 
$75.00. 

 

Signature of Responsible Party:______________________________ Date:______________ 

 


