Edmund M Herb OD

Patient Acknowledgements

Initial

Each Line

_____I authorize my insurance company to pay directly to Edmund M Herb OD and I acknowledge and agree that I am responsible for my account. I understand I am responsible for any services not covered by my insurance plan and benefits quoted are not a guarantee of payment in compliance with my insurance plan. If my account becomes delinquent, it may be subject to collection services. I agree to pay all collection fees, court costs, and reasonable attorney fees for the collection of all past due amounts that I owe.

_____ I acknowledge that my medical insurance may not cover any refraction charges and that I am, and therefore will be responsible for those charges.

_____ I accept that the doctor or doctor’s staff may need to leave a voicemail on the phone number I have provided as my preferred phone number.  In some cases, exam results, test results or other medical information may be left on my voicemail. The voicemail left may not be HIPAA compliant and I acknowledge and agree allowing Dr Herbs to leave limited information on my voicemail, when I cannot be reached.
_____I agree to receive email or text messages of upcoming appointments or that my glasses or contacts are ready. I understand that the email or text message, unless encrypted, will not be HIPAA compliant.  I acknowledge and agree in theses limited examples to allow this information to be texted or emailed to me.

_____ If I do not purchase glasses or contact lenses from Dr Herb, and I go somewhere else to have my prescription filled, Dr Herb will not give my prescription information to that optical unless Dr Herb has my prior express or written verbal authorization to do so. (We recommend that you take your original prescription with you when you do go to that optical).

_____ I give my permission to Dr Herb to forward my health records to doctors to whom I have not been referred as long as I verify that I am a patient of theirs.
_____ If I request my health records, I agree to sign a records release form.

_____ I have listed below family or friends that I am agreeing to share my health information with. I understand that this will remain in effect until I, in writing, revoke or amend.  I am not limiting persons below access to my health information unless I specifically have so indicated any limitations.

_____________________________   _________________   _____________________________

Name                                                   Relationship                 Limitation on disclosure, if any

_____________________________   _________________   _____________________________

Name                                                   Relationship                 Limitation on disclosure, if any

________________________________________________________________    ____________

Patient Name                                 Patient or Guardian Signature                                Date

