
Patient Consent for Care and 
Treatment 

As a patient, you have the right to be informed about your condition and recommended surgical, medical, or diagnostic 
procedure to be used to decide whether or not to undergo any suggested treatments after knowing the risks and hazards 
involved. At this point in your care, no specific treatment plan has been recommended. This consent form is to obtain 
your permission to perform necessary evaluation to identify appropriate treatment for any identified condition. Consent 
will remain effective until it is revoked in writing. 

This consent provides us with your permission to perform reasonable and necessary medical examinations, testing and 
treatment. By signing below, you are indicating that (1) this consent is continuing in nature even after a specific diagnosis 
has been made and treatment recommended; and (2) you consent to treatment at this office or any other satellite office 
under common ownership. 

You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of 
any test ordered for you. We encourage you to ask questions if you have any concerns regarding any test or treatment 
recommend by your health care provider. You have the right to discontinue services at any time. 

I voluntarily request an Austin Sports Medicine physician, physical therapist, and/or mid-level provider (Nurse Practitioner, 
Physician Assistant, or Orthopedic Physician Assistant), and other health care providers or the designees as deemed 
necessary, to perform reasonable and necessary medical examination, testing and treatment for the condition which has 
brought me to seek care at Austin Sports Medicine. 

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents. 

__________________________________________________________________________________________________ 
Signature of Patient or Personal Representative Date 



  FINANCIAL POLICY 
 
Payment 

• The patient is responsible for the payment of deductibles, co-insurance, co-pays, and all other treatments not covered by their insurance. 
We bill according to the negotiated rate with your insurance provider and will collect an estimated amount for the services provided. 
Payment is due at the time of service. We will look to the adult accompanying a minor for all services rendered to minor patients. For your 
convenience we will accept checks and most major credit cards. 

Insurance 
• The patient is responsible for knowing the terms of their insurance. All health plans are not the same and do not cover the same services. It 

is important you contact your insurance company to verify the following for each time you visit our office:  
 If my provider is in or out of network 
 If my insurance will cover these services  
 If my insurance requires a referral (for example, from my Primary Care Physician) 
 If my insurance requires Prior authorization  

** If a required referral or authorization is not obtained prior to your visit and you choose to be treated, you will be billed as self-
pay. Full payment will be due at the time of service.   

• The patient is responsible for providing us with complete and accurate billing information. The patient will be responsible for any charges 
incurred if the information provided is not correct at the time of service.   

• As a courtesy, we will verify your insurance benefits with the information provided prior to services and file a claim for you.  
• The patient agrees to assign the benefits to the doctor, in other words, you agree to have your insurance company pay the doctor directly. 

If your insurance company does not pay the practice within a reasonable period, we will look to you for payment. If we later receive a 
check from your insurer, we will refund any overpayment to you. We have made prior arrangements with many insurers and other health 
plans to accept an assignment of benefits.  

• The patient is responsible to respond to any additional requests such as Coordination of Benefits, Subrogation/Accident questionnaires, 
pre-existing, etc. Depending on your benefits, your insurance may not pay for all of your healthcare cost due to pre-existing condition, 
exclusion of diagnosis, out-of-network, etc. and you will be financially responsible for all non-covered services. 

• If you have questions about your benefits coverage, please contact your insurance directly. 
• The patient is responsible for any amount not covered by your insurer. Many insurance companies have additional stipulations that may 

affect your coverage. If your insurance denies any part of your claim, or if you or your physician elects to continue treatment past your 
approved period, you will be responsible for your account balance in full. 

• In the event your health plan determines a service to be “not covered,” you will be responsible for the complete charge. Instances of the 
insurance carrier not covering services include but are not limited to: absence of referral or authorization, determination of non-medical 
necessity, procedure is deemed experimental, your provider is out of network, inactive coverage, exhaustion of contracted benefits, and 
concurrent services from multiple providers. 

• If your insurance company fails to pay your bill or you have a remaining balance due, you will receive a statement. Payment is due on 
receipt. 

• If you have a balance on your account, you will receive a total of three (3) statements. Should your account become more than 90 days 
past due, your account will be sent to a collection agency. 

• If we cannot verify your benefits prior to your scheduled appointment time, a deposit equal to the self-pay amount will be due at the time 
of service. If we later receive a payment from your insurer, we will refund you for any overpayment.  

Self-Pay Disclosure 
o MD Office Visit: $400 (MD consult including X-Ray)  
o PT Evaluation- $250  
o PT Re-evaluation- $200  

o PT Follow-up Visit- $150  
o Dry Needle: $50 per unit (8-15 minutes = 1 unit) 

Medical Records Requests 
• All records requests require a signed Medical Release Form. Please allow up to 10 business days for all records requests to be processed.  

o Medical Records <10 pages = no charge 
o Medical Records > 10 pages = $25  

o Billing Records (flat rate fee) = $25 
o FMLA Paperwork (filled out by office) = $25 

• All other requests for records will be billed according to the Texas Administrate Code Title 22 Part 9 Chapter 165 Rule 165.2, which states: 
No more than $25 for the first 20 pages; then, $0.50 per page for every copy thereafter, actual cost of mailing of shipping and a reasonable 
fee not to exceed $15 for executing an affidavit. Charge for x-ray/diagnostic imaging is $8 per copy of an imaging study. 

By my signature below, I certify that I have read, understand and agree to be bound by the statements and terms in this Financial Policy document (2 
pages).  
   
Signature: ______________________________________________________________ Date: ________________ 
  
 



HIPAA Privacy and Release of Information Authorization

I hereby authorize Austin Sports Medicine and its affiliates, its employees and agents, to use and disclose protected health information (e.g., 
information relating to the diagnosis, treatment, claims payment, and health care services provided or to be provided to me and which 
identifies my name, address, social security number, Member ID number) for the purpose of helping me to resolve claims and health benefit 
coverage issues. 
I understand that any personal health information or other information released to the person or organization identified above may be subject
to re-disclosure by such person/organization and may no longer be protected by applicable federal and state privacy laws. 
I understand that I have a right to revoke this authorization by providing written notice to. However, this authorization may not be revoked if,
it’s employees or agents have taken action on this authorization prior to receiving my written notice. I also understand that I have a right to
have a copy of this authorization. 
I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be
protected by federal or state law. 
I further understand that this authorization is voluntary and that I may refuse to sign this authorization. My refusal to sign will not affect my
eligibility for benefits or enrollment or payment for or coverage of services. 
I have been advised of this practice’s Privacy Practices, Release of Billing Information policy, Assignment of Benefits policy, and grant the
practice Medication History Authority. 
If applicable, Legal Representatives sign below: 
By signing this form, I represent that I am the legal representative of the Member identified above and will provide written proof (e.g., Power
of Attorney, living will, guardianship papers, etc.) that I am legally authorized to act on the Member’s behalf with respect to this authorization
form.

____________________________________________________________________
Patient Printed Name Date

__________________________________
Patient Signature

Austin Sports Medicine • 900 W 38th St, Austin TX 78705-1130











 

 
LATE CANCEL & NO SHOW POLICY 

We understand there may be extenuating circumstances where you must miss an 
appointment. However, we require at least 24 hours’ notice if you are unable to attend your 
scheduled appointment. This will allow the spot to be offered to patients urgently need 
treatment and on a lengthy waitlist. 

Not showing up for an appointment for any reason will result in: 

$50 fee for your 1st missed appointment. 

$75 fee for your 2nd missed appointment. 

$100 fee for your 3rd missed appointment. 

If an office appointment is not canceled at least 24 hours in advance, you will be charged: 

$25 for your first late cancelled appointment. 

$50 for your 2nd late cancelled appointment. 

$75 for your 3rd late cancelled appointment. 

*Monday appointments must be cancelled by 4pm the Friday before to avoid a late 
cancellation charge. 

Surgical No-Show/Cancellation Fee = $250 (cancellation of any surgical procedures 
requires at least 72-hour notice). 

These charges are not covered by your insurance and will have to be paid by you 
personally. 

As a courtesy to all our patients, appointments will be rescheduled if you are more than 
fifteen (15) minutes late, and you will incur a no-show fee. 

If you repeatedly miss scheduled appointments (i.e. 3 or more No Shows and/or late 
cancels) and our staff is unable to contact you for a period of time, all remaining scheduled 
appointments will be cancelled. Additionally, missing multiple scheduled appointments 
may result in any or all the following: 

-Future scheduling of appointments will be limited to same day, subject to 
availability. 

-Deposit or prepayment for the cash-based value of the future visit. 

-Discharge of the patient from further treatment at ASM. 



 

*A referral to another provider may be provided upon written request. 

You are responsible for your schedule. Make a habit of double-checking your next visit. 
Note changes to your schedule right away. 

Not showing up for your appointment, or appointments canceled less than 24 hours in 
advance affects us all. Available appointments are in high demand and your early 
cancellation will give another person the possibility to have the treatment they need. 

We consider it an honor and privilege to be of service to you. We appreciate your 
consideration and cooperation to keep the schedule accurate so we can get all patients 
back to what they love! 

I have read and understand these policies. 

 
I  have read and understand these policies. 

(PRINT NAME) 

 
PATIENT SIGNATURE:  DATE:   

 
 

How Did You Hear About 
Us? 

� Google Search 
� Social Media 
� Yelp 
� Referral from your doctor   
� Friend/family recommendation   
� Other   
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