
PATIEN丁OFFICE POし1CY NOTiFICATIONS

1. l understand that Partners in FamiIy Medicine participateswith McLa「en Macomb Hospital Lab. 1fmy lab

WOrk is required to go to a different lab, Per my insurance company, i agreeto inform the medicaI assistant

Priorto testing at each office visit.

2. Your insurance company requires the office to obtain a prior authorization before any diagnostic services

are perfo「med atan outpatientfac冊y. Piease a=ow at least7 daysf「om thetimeyou scheduleyour

diagnostic test for staffto obtain the authorization f「om your insurance company.

3. On occasion your insurance company may requi「e a p「ior authorization for presc「ibed medication. Please

aIlow 7 business days foryou「 insurance companyto approve your prescribed medication.

4. Some insurance p!ans requi「e a deductibIe, COPay, Or CO-insurance payment as pa「t ofyour cont「act. These

COntraCt Ob=gations are coliected at the time ofservice.

5, Foryour convenience, Please request medication ref川s at the time ofyou「 appointment. 1fyou are ca帖ng

the office directlyfor ref用s piease ailow 24-48 hours for ref川s to be sent to your pharmacy or printed for

Pick up in the office.

6. To protect your personal health information, and due to increased federai regulations on controlied

Substances, PreSCriptions/test resuits and paperwo「k w川only be reIeased to persons Iisted on your release

Of information form with your autho「ized, Witnessed signature.

Bysigning beiow l have read and understand the above office poiicies:

Signature of patient/Guardian

Printed name of Patient Date of Birth


