
Consent for Procedureff reatnrent

Patlent:
DOB' Date:

Address: paflent lD.

I hereby authorlze and directperro,rith"};il;iilr;li#iandasslstant8,asnecBssarytopefformqualltycarorto

The nature and purpose of the,procedure/treatment, alternatlve nrethods of treatment, and potenflal rlsks and compllcatlons havebeen fully explained to me, inclirding but not iimited to:

I acknowledge that no guarantees have been made to me as to the outcome of the procedura(s) and/or (reatment(s).
I grant this consent without duross, confusion, or pressuro from my physrcian and/or staff, associates, or colleaguos.

PatienURepresentative Signaturet

Date:

Wltness Slgnature:

Date;



AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION
Patient Naqg:*-.--.- Dato of Birth:
Phone: H)
Address:_* -.-.----._-_ - _'.Ti6ffiIate/zip:

Ploase Note: Copy Foe May Bo Chargod For Medlcal Records

Abovo llsted authorlzes owlng
Facility Name:
Facillty Addross:
Clty, ST, Zlp: 

-
Clty, ST, Zlp:
Dates and Ty

faclllty to mako
Facllity Phone:
Facility Fax:

Dates and Type of information to disclose:ll 2 years prlor from last dato seen
tl Datos Other:
tl S peclflc t nrorm at6-riR'ffiEiGiT

The purpose of dlsclosure is:
n Chango of lnsurance or Physlclan
tr Continuatlon of Gare (e.g., Ve Med Ctr)
D Referral

@heatthcare.ra.,'fl,"t^iiii ted. rhis
release of medlcal lnformatlon dated prlor to ind lncludlrig ihe date on thls authorizagon

Release To:

I understand tho lnformation in-my-health record may lnclurle lnformation glatlls to sexually transmitted disoaso, acquired
5f:fj"JgfllY^:Y,i1:T:,(llP-9l "I$man tmmrinoo"il"i";"t;ini- inl[.I n iy ,riliinllrae tnrormaton abour behavrorator mentat heatth iervices, anct treatrnoni ro,. ii"orilf ;;;ffi,d;t,i";:'

l'his information may be clisclosed and used by the following individual or organization:

Address:
Clty, $tate, Zlp: n Ploase mall records.Fax: r Fax: 

= .' , 

- 

n Flease mail recordi.
thrt tf tr*"t. thtr;rt#rt#.uHi';',ffilT!i tn wrttlnsand pfeSent mV wfitten revocafi..rh fn fha haal*h infnra-li^- .*a*^a^.-^-. J---r----.-r r ,-- .ffi il'itffi itl'i'i,ii,il.liiiffi "ffi i;ffi ;ff ;"?,"1ff li'1i3'annlv la infarmr{inn lhal ha- alr^^,r., t^^^- --r^--^-r !.-

:ltlY n *:,'*t*:ll:llT-1t?agi!:.r'J;i;;;ili;';#;ffi'#thrffiiffi;liiiill'r'#i1",i;Xt"tii:T,il1",!",:T#f,i#li',ff;apprv to rnv rnsurarce company wh;n the ra;-;rovrg,4 Fiilfi,;; ilfiiil;iffiilLi,,l;il"i:iliH ilffil;1ru:i:;:il,Yl'll"'
:ff#,i:1,H:lij'J}:""1T[:::11",j"-Jll,:*lr^:lil,:$i,:dri,9:ii:y:r!is.{:,q,{;;i";--, rrrra,r ro spooirvan exptraflon dare, event, or condluon, thts ririho;iz;dlil;ni';il;; i'y;;; i[; rhJ'ili;';isnej. :-,
I understand that authorlzlng tlro dlsclosure of thls lrealth Informatlon ls voluntary. I can refuse to slgn thls authorlzaflon. I neednot sisn this form in order to assure treatment, t unae.iiiirio iq3il.ii/ rrsd;i;7;6ht; ;;;iy of rhe informarion to b6 used ordlsclosed, as provlded ln CFR 164.524,1 undeistand that any dlsctosu're or tnformaflon carrleL wtth lt the potentlalfor anunauthorlzed redisclosure and the information may. not !9 n{tegi"qiiv r"ooiur con?rdi"tililliv rutes. lf I have questions aboutdisclosuro of my health lnformation, I can coniact ihe aufiriirieJinaiutaua or organlzatlon niaking disctosure.
I have read the abovs foj1s-oi!,s arthorizatio-n.for Release of lnformation and do hereby acknowledge thal I am famlllar with andfully understand tho termiand-conotiloni oi-itrrs authorriaii"n. 

- '--

$ignature of Patient / parent / Guardian or Auttrortzeo nepie6ntative -.(Guardian or Authorlzeel Representatlve muit-attactr oocirmeniaiiJn ot suctr status.)

Dato

Printsd name ffiffinf-

authorlzatlon ls



HIPAA AGKNOWLEDGEMENT

I understand that under tho Health lnsurance Portablllty & Accountablllly Act of 1gg6 (HlpA.A), I have certaln rlghts to prlvacy
regardlng my Protected Health lnformatlon (PHl). PHI may orlglnate ln my medlcal record at Magnolla Famlly pracgce (praclce),
or mav bo recolved from outside health sntities and flled h my modical record, I understand that this lnformation can and will be
usod by tlre Practlcs to: (a) conduct, plan and dlreot my treatment and follow-up among the multlplo healthcare provlders who
may be lnvolved ln my treatment dlroctly and lndlrectly, (b) obtaln payment from thlrd.party payers, or (c) conduct normal
healthcare operations such as quality assessments.

I understand that the Practlce may provlde health lnfornration to asslst ln my care or for ldentificatlon purpo$es ln the ovent of a
disastor unless I express my objection to such disclosures on this Acknowledgment.

D I agree

fJ I obJect

I have been lrrformed of your Notlce of Prlvacy Practlces whlch contalns a more complete descrlpgon of the uses and
disclosures of my health information. I understand the Practice has the right to change its Nofice of privacy practices from time
to tlma and that I may obtaln an up-to-date copy dlrectly from the Pracflce or by contactlng the prlvacy offlcer (965) ggs"oss7.

I understand that I may request, in writing, that the Practice restrict how my private informatiorr is used or disclosed to carry outmy treatment, payment or health care operations. I also undorstand you are not requlred to agree to my roquested restrictions,bul, If you do agree, then you are bound to ablde by such restrlctlons. I understand that I may revoke thls consent ln wrlflng atany timo excopt to tho extent that I have taken aclion relying on this corrsent.

PATIENT CONSENT

flThe Practlce MAY NOT tliscuss my hoalthcare and MAY NoI discuss and/or make financial arrangements with anylmmedlate famlly member,

lThe Practica MAY discuss nry healthcare ancl MAY rliscuss and/or make flnancial arrangements with any immediate familymember,

fJThe Practic e MAY NOT dlscuss my healthcar e, but MAY discuss and/or make financlal arrangements with any lmmedlatefamily rnember.

tlTlte Practice MAY discuss my healthcare, but MAY NoT discuss and/or mako financial arrangoments with any immodiatefamily member.
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The Practice may dlscuss my healthcare, and may dlscuss and/or make financial arrangemonts with only tho individuals listod
below:

1) l.lame:

Relatlonshlp:

2) Name:

Relationshlp:

3) Name:

Relationship:

4) Name:

Relationship:

ACKNOWLEDGMENT

I acknowlodgo that today I havo recelved a copy of the Notice of privacy practices for Magnolla Family practico.

Pationt Name (print)

Relatlonship to Fatient (Optional)

Dato



f*Plqase lqview and updgle the tnforpaflo4 p"elgw !o !he Qqs! of your,ablltty,**
Ifatign! Registration

Gurrrrrtor Itforrnntiou.(to tyhorn st,ltenents are sent)CURRENT PATIENT INNORMATION .. PLDASE PRINT
Last Name:
First Name;
Middle Namor
Address:
City; $tate:
zip:
Home Phone:
Work Phonel

Moblle Phone:
Ssx: M
Pronouns : He/Hlm/HlslSho/Her/Hersff hey/Themffhelrs
Date of Birthl
Soclal Securlty No.:
Patient email:
Requirod by government mandate [although you may refuse]:
Language;
Race:
Ethnicityr
Marltal Status:

Patieni lieferred by: 
0ttrer

Primary Care Provider:

Contact Prefersncs: Home phone / Work phone / Mobile phone /Portal/Emall/Spruce

Primnry Insurtnce Informatlon
Irrsurance Plin Name: ' -'--::---

Last Name:
Flrst Name:
Middle Name:
Addrees:
City: State: Zip:

Pato.of Blrth:Sox (please clrcle): M or F
Ernployer Name:
Patient's relationship to policy holder:

... I_ Secondaryfirs,urancelnformafion
tn$urance Plan Name:
Last Namo:
Flrst Name.:
Middle Name:
Address:
City: State: Zip:
Dato.of Blrth: $ex (please clrcle): M or F
Employor Name:
Patient's relationship to policy holder:

Name:',
Addmssi
,

Relationship to n$fiAntr
Date of Birth:
Soclal Security No;i
Phone: ( )=--:

Name:
Relationship:
Phone:
Mobile Phone:(

'Employer:

Ad<Jress:
Phone:

Ilnrcrgcncy Cont:rct Inlbrmation

)--"

Dmpfoycr informotion

Name:

Crossroads:

Phone:

I'hnrurrrcy Iufirruutioul

To the best of my knowledge the abovo information is complete and accurate.

Signed.



**Please slgn and date each ltem below*'

ACKNOWLEDGEMENT AND AUTHORIZATION:

r I have read and undetstand the HlPAilPrlvacy Pollcy for MAGNOLIA FAMILY pMCTlcE, LLc

Signed ,, * . _ ,Date:

o I herelry asslgn my lnsurance benoflts to be paid direcfly to the healthcare provlder

Signed Date:

e I authorlze MAGNOLIA FAMIL,Y PRAcIlcE, LLC to release medical intbrmaflon requirocl lo process my clalm

signed- - _. . _ Date:

u I have read and understand the Flnancial Pollcy for MAGNoLIA FAMILY pMcTlcE, LLc

919666 - ._ Date:

r I authorlze MAGNoLIA FAMILY PRAcTlcE, LLC to obtaln/have access to my medlcalon hlstory

$igned, Date:____,,

o I authorlze my provlder$s offlce to contact mo by moblte phone

Slgned_ _ Date:



6336 Chapman Hlghway
Knoxville TN 37920

Cancellation/No show fee policy

we understand that you may sometimes need to reschedule appointments, when we make your appolntment, please understand
we aro reserving time for you to seo a provider, This courtesy makes it possible to give the Lest service here at Magnolia FamilyPractice' lf you neecl to reschodule an appolntmont, please call the office as soon a$ posslble or catt at least 24 hours lnadvance.

lf you have no showed for your appointment more than 1 flme, you wlll be charged a g25 no show fee. After the cd no show
occurrence' you may be discharged from the practice' A no show is defined as failure to give 24 hours notice of canceltations.

We thank you for your trust in us here at Magnolla Family practice.

Fatlent Slgnature Date



Patlent Flnanclal Pollcy
It is the policy of Magnolia Family Practice to provide you wlth information related to our billing processes and your financial
responsibilities as our patient, This policy holps us in our mission to provlde you with high quality medical caro.

INSURANCE

We are in'network with most major health plans. As a courtesy to you, we wilt submit claims to your insurance plan and willprovlde roasonable asslstance in gettlng those clalms reimbursecl. lt ls your responsiblllty to provide us wlth the correct
lnfortnatlon necessary to blll your lnsurance plan. lf we do not have your current lnsurance lnformaflon on file, then the balancewill be transferred directly to you until the correct insurance information is obtained. you are ultimately responslble for thepayment of your account.
Thlngs to brlng wlth you to each vlslt

'l) Current insurance card(s)
2) Valid photo identification
3) Preforred method of payment for any co.pays due at the time of servlce

COPAYMENI'S AND SELF.PAY

co'payments ere duo at the tlme of clreck'ln. self-pay patients are asked to pay a mlnlmum of 9100.00 toward offlce vlslt fees.OUTSTANDING PATIENT BALANCES
lf your lnsurance plan has not pald the balance ln full, you wlll rocelve a statement notlfylng you of the amount due. paflent
!slg-[9-"s musltg',tain urde , unpalct accounts wut be tiansrer;; i;;;;r"ri.ffi,.,
agency upon delinquency.

As an alternatlve to malling us your payment, we also offer other convenlent opflons for paylng your blll such as logglng into youronline patient portal or by contacting us direcfly at (g6s) BBS.0B57. '--'' "'u ' -'r q"r v.v. ue rvur

CONFIRMATION

I have read' understand and agreo to the above Patient Financlal Policy. I understand that chargos for noncovered services, aswell as copaymonts and deductlbtes, are my responslblllty. I authorlze my lnsurance benefits to be pald dlrecfly to MagnollaFamily Practice on my behalf.
Patient Name:

$lgnature of Patlent.or Authorlzed Ropresentailve:

Date:



MEDICATION POLICY

Pleasa be advised that if you are on any of the following medications or in a pain contract or rocelve paln management from
another physlclan, you nrust continue to recelve your medlcatlon from that physlclan. Our offlce WlLt NeT routl.rlelv prescrlbe
Jhecc-medisallsr$we want to be upfront wlth you regarding this so that we will be trelping io eliminate ,n/ 

"onrrJon. 
There

may be other medications not listed below that may also be included in this policy, Thts will be at the discretion of our provlders.

If you have any questions, please feol free to ask., Diazepam (Vallum)
. ,Alprazolam (Xanax)
. Clonazopam(Klonlpln)
. Lorazepam (Ativan)
. Codeine

' Fentanyl (Actlq, Abstral, Durageslc, Fentora). Hydrocodone (Hysingla, Zohyfro ER). Hydrocodone/Acetaminophen (Lorcet, Lortab, Norco, Vicodin). Hydromorphone(DllaudkJ,Exalgo)
. Methadone(Dolophlno,Metha<Iose)
. Morphlne (Kadian, MS Contin, Morphabond). Oxycodone (Oxaydo, Oxyconfln, percocet, Roxlcet, Naloxone). Suboxone
. Methadone
. Atnblen
. Lunosta
. Zaleplon
. Zolpldem
. Adderall
. Ritalin

Upon slgnlng the acknowledgment of thls pollcy, you are acceptlng thls pollcy ae set forth by thls offlce.

WITNESS DATE


