




Sandia Neurology PC Privacy and Payment Policy Overview 2021 v 2

I consent to receive the medical care and treatment as deemed necessary of advisable in the 
judgment of Dr. Sally Harris which may include testing, outside consultation, treatments or 
follow up exams. I authorize Dr. Harris to advise me on reasonable and necessary medical 
examinations, testing,referrals, and treatment and to perform those we agree on. If Dr. Harris has 
a student in attendance, I understand that I may elect to accept or decline their participation. 

I authorize Dr. Harris to share part or all of my medical record to outside medical providers, 
insurance companies, disability or legal representatives, or others unless I specifically indicate. 

I agree to provide accurate and complete insurance information at each and every visit including 
evidence of current insurance cards and photo id.  Co pays are due at the time of service.

I understand that my insurance does not cover all my costs and I agree to pay in full any balance 
that they do not cover including no show fees, form fees, out of network charges, denials, take 
backs, failed appeals, and service fees.

I understand that my primary insurance will pay only if they are in network for Sandia Neurology.

I understand the benefits provided by my insurance plan and assign all medical insurance benefits
to Sandia Neurology PC.    

I understand that I may leave a valid credit or debit card on file which will allow me to avoid late
fees.  If my card is invalid for whatever reason, late fees may apply. 

I understand that if I miss an appointment or do not cancel 2 business days in advance (M-Th) 
that I will pay a NO SHOW FEE equal to the FULL COST of the visit listed on the fee schedule.  
I understand that I may cancel 2 business days (M-Th)  prior to the visit without penalty.
 
I  understand that, if I fail to pay the amount due, I may be charged a service fee of $20 for 
missing co pays or co insurance after 30 days.  After 60 days I will have  a service fee of $35 or 
35% of the amount due whichever is greater.   As long as I have an outstanding balance, I will not
be rescheduled, receive refills, or have forms completed until that balance is paid.

Printed Name ______________________________ Signature ________________________________

Date ____/____/_________ 

4600 Jefferson Lane, NE, Suite D, Albuquerque NM 87109
Reception (505)884-4406, Fax (505)884-1671

www.sandianeurology.com
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