
Medstar Clinic, LLC 
Pa1ent Consent and Authoriza1on 

 
I authorize Medstar Clinic, LLC (The Prac8ce) to use and disclose my medical records for the purpose of 
treatment, payment, and health care opera8ons. 
Treatment includes ac8vi8es performed by a health care provider, nurse, office staff, contractors, and other types 
of health care professionals providing care to you, coordina8ng, or managing your care with third par8es and 
consulta8ons with and between other health care providers. 
 
This consent includes treatment provided by any physician or health care provider who covers Medstar Clinic, 
LLC prac8ce in-person, by telephone, or any other means, The Prac8ce facili8es or any other health care facility 
or loca8on, as the covering physician or health care provider. 
Payment includes ac8vi8es involved in determining your eligibility for health plan coverage, billing and receiving 
payment for your health benefit claims, and u8liza8on of management ac8vi8es which may include review of 
health care services for medical necessity jus8fica8on of charges, pre-cer8fica8on and pre-authoriza8on. 
Health care opera8on includes all the necessary administra8ve func8ons of our office. 
 
You agree that you have read the consent and authoriza3on form and the above informa3on and accept the 
condi3ons. 
 
I authorize payment of medical benefits for any services rendered to me by Medstar Clinic, LLC and its physicians 
and medical providers and any covering physician or other health care provider. I authorize the release of any 
medical informa8on necessary to process this and al claims and request payment for services. I understand that 
I am responsible for co-pays, deduc8bles, and any amount not covered by my insurance. I understand that if I 
am a member of an HMO plan, I am responsible for obtaining authoriza8on from my primary physician prior to 
any visits. I understand that fi I am a member of an HMO plan, Ima responsible for presen8ng my co-pay prior 
to services being rendered. 
 
I request that life8me payment of authorized Medicare benefits be made to Medstar Clinic, LLC and its physicians 
and medical providers and any covering physician or other health care provider on my behalf for services 
rendered to me. I authorize any holder of medical or other informa8on about me to release to the Centers for 
Medicare and Medicaid Services [CMS] [HCFA] and its agents, any informa8on needed to determine these 
benefits for related services. I authorize payment of medical benefits for any services rendered to me by 
Medstar Clinic, LLC and its physicians and medical providers and any covering physician or other health care 
provider. I authorize the release of any medical informa8on necessary to process this and al claims and request 
payment for their services. I understand that I am responsible for my yearly deduc8ble, non- covered charges, 
and twenty percent (20%) of the allowed charges. 
I direct my insurance carrier that a photocopy, electronic copy, or faxed copy of this authoriza8on shall be 
considered a valid assignment of benefits for all claims, in lieu of the original, which will be kept on file in my 
medical record. 
 
Medstar Clinic, LLC has a strict policy to collect insurance co-payments prior to the pa8ent visit with a physician 
or health care provider. Pa8ents who do not make their co-payment at the 8me of visit may be required to 
reschedule their appointments. 
Medicare pa8ents without secondary insurance will be required to pay at the 8me of visit the Medicare co- 
payment of 20% of the applicable Medicare Fee Schedule. 



Pa8ents/members of HMO plans must bring a referral or authoriza8on form from their primary care physician, 
otherwise they will be required to make payment for services rendered at the 8me of visit. It is the 
pa8ent/member responsibility to obtain a referral from his/her primary care physician. 
I am aware that I can read the privacy policy for Medstar Clinic, LLC online at: www.medstarjax.com under the 
"Pa8ent Access" sec8on. 
I was provided the op8on to receive a printed copy of the privacy no8ce. 
 
I have read the no3ce, consent, and authoriza3on form and the above informa3on and I accept the condi3ons. 
 

Medical Records Requests 

I understand that the Prac8ce will charge $1.00 per page up to 25 pages and $0.25 per page for addi8onal 
pages, for copying fees. There's no charge for viewing or reading the records online using the Pa8ent Portal, or 
electronically at the Prac8ce. Postage fees may apply for mailing the Requested Informa8on.  

I understand that the protected health informa8on specified below may include mental health, substance 
abuse (e.g., drugs, alcohol) HIV/AIDS status informa8on, diagnos8c and treatment records. 
 
I have read and understand the following statements: 
1. I may revoke this authoriza8on at any 8me by no8fying the Prac8ce in wri8ng. 
2. I understand that my revoca8on does not affect any disclosure made prior to the revoca8on being received 
and processed. 
3. I understand the informa8on disclosed may be subject to redisclosure and no longer be protected by federal 
or state privacy laws. 
4. I understand that I am signing this form voluntarily and I am signing this under my own free will. The 
Prac8ce will not condi8on my treatment, payment enrollment in health plans or my eligibility for benefits by 
signing this form. 
5. I further agree to pay charges to provide the informa8on request per Florida Statute 
6. I understand that unless otherwise revoked, this authoriza8on will expire 1 year from the date signed. 

CHECKS SHOULD BE MADE PAYABLE TO: Medstar Clinic, LLC 

 
I have read the consent and authoriza3on form and the above informa3on, and I accept the condi3ons. 
 
           
Pa#ent OR Legal Guardian Print Name  
   
         
Pa#ent Or Legal Guardian Signature: 
 
    
Date:  



Medstar Clinic, LLC 
Agreement of Financial Responsibility 

 
Thank you for choosing us as your health care provider. We are commiced to providing quality care and service 
to all our pa8ents. The following is a statement of our financial policy, which we require that you read and agree 
to prior to any treatment. 
 
Please understand that payment of your bill is considered part of your treatment. Fees are payable when 
services are rendered. We accept cash, check, credit cards, and pre-approved insurance for which we are a 
contracted provider. 
 
It is your responsibility to know your own insurance benefits, including whether we are a contracted provider 
with your insurance company, your covered benefits and any exclusions in your insurance policy, and any pre-
authoriza8on requirements of your insurance company. 
We will acempt to confirm your insurance coverage prior to your treatment. It is your responsibility to provide 
current and accurate insurance informa8on, including any updates or changes in coverage. Should you fail to 
provide this informa8on, you will be financially responsible. 
 
If we have a contract with your insurance company we will bill your insurance company first, less any 
copayment(s) or deduc8ble(s), and then bill you for any amount determined to be your responsibility. This 
process generally takes 45-60 days from the 8me the claim is received by the insurance company. 
If we do not contract with your insurance company, you will be expected to pay for all services rendered at the 
end of your visit. We will provide you with a statement that you can submit to your insurance company for 
reimbursement. 
 
Proof of payment and photo ID are required for all pa8ents. We will ask to make a copy of your ID and insurance 
card for our records. Providing a copy of your insurance card does not confirm that your coverage is effec8ve or 
that the services rendered will be covered by your insurance company. 
Please understand some insurance coverages have Out-of-Network benefits that have co-insurance charges, 
higher co-payments, and limited annual benefits. If you receive services are part of an Out-of-Network benefit, 
your por8on of financial responsibility may be higher than the In-Network rate. 
 
You will be charged $25.00 return check fee for any payment made by a check not honored by your financial 
ins8tu8on (For Example: insufficient funds, closed account, etc.)   
 
I have read the financial policies contained above, and my signature below serves as acknowledgement of a 
clear understanding of my financial responsibility. I understand that if my insurance company denies coverage 
and/or payment for services provided to me, I assume financial responsibility and will pay all such charges in 
full. 
 
           
Pa#ent OR Legal Guardian Print Name  
   
         
Pa#ent Or Legal Guardian Signature: 
 
    
Date: 
  



Medstar Clinic, LLC 
No-Show Policy 

We schedule our appointments so that each pa8ent receives the right amount of 8me to be seen by our 
physicians and staff. That’s why it is very important that you keep your scheduled appointment with us and 
arrive on time.  

As a courtesy, and to help patients remember their scheduled appointments our practice makes calls, sends text 
messages, and emails reminders in advance of the appointment time.  

If your schedule changes and you cannot keep your appointment, please contact us so we may reschedule you, 
and accommodate those patients who are waiting for an appointment. As a courtesy to our office as well as to 
those patients who are waiting to schedule with the physician, please give us at least 24 hours’ notice.  

If you do not cancel or reschedule your appointment with at least 24 hours’ notice, we may assess a $50.00 “no-
show” service charge to your account. This “no-show charge” is not reimbursable by your insurance company. 
You will be billed directly for it.  

After three consecutive no-shows and/or cancellations to your appointment, our practice may decide to 
terminate its relationship with you.  

I understand the “no-show” policy of Medstar Clinic, LLC and agree to provide a credit card number, which may 
be charged $50.00 for any no-show of a scheduled appointment.  

I understand that I must cancel or reschedule any appointment at least 24 hours in advance to avoid a 
potential no-show charge to the credit card provided.  

 
           
Pa#ent OR Legal Guardian Print Name  
   
         
Pa#ent Or Legal Guardian Signature: 
 
    
Date: 
  



I have read the No3ce of Privacy Prac3ces posted at www.medstarjax.com on the Pa3ent Forms webpage or 
Privacy No3ce link and I acknowledge that Medstar Clinic, LLC offered a paper copy of the No3ce of Privacy 
Prac3ces, and I accept the condi3ons. 
 
           
Pa#ent OR Legal Guardian Print Name  
   
         
Pa#ent Or Legal Guardian Signature: 
 
    

Date: 

 


