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O�ce Policies & Consent Forms

Consent: By signing below, I hereby authorize Victor Gura, M.D. and/or sta� to provide medical care 
and treatment to me as deemed appropriate. If the patient is a minor, the legal guardian/parents signs 
and consents to treatment for patient.

I acknowledge I have been provided a copy of the “notice of Privacy Practices” form and have 
thoroughly read through it.

Financial Responsibility: I clearly understand, any balance unpaid or services not covered by my 
insurance will be my �nancial responsibility and payment will be made immediately to Victor Gura, 
M.D. if I am noti�ed of an unpaid balance. Payment will be made within 30 days. Late penalties will be 
charged as deemed appropriate. It is also my responsibility to con�rm with insurance company if Victor 
Gura, M.D. is a covered provider BEFORE the visit.

I authorize my insurance company to make payments directly to Victor Gura, M.D. or MediPace of 
Beverly Hills, Inc., for all services rendered.
I authorize to charge my credit card #______________________________________________________
Security Code (3 digit on back of card, or 4 digit on front)_________________
Expiration Date: __________________ for any deductible, co-pay and any services rendered to me but 
not paid for by my insurance within 30 days billing.  Initials _____________

No Show/Cancellation Fee:  If I am a “no show” for an appointment, or if I do not provide 24 hours 
notice for cancellation or change in appointment time, I will be billed a $50 “no-show” fee.

Electronic Communication: I authorize Victor Gura, M.D. and/or sta� to use electronic methods of 
communication with me, such as email, voice-mail, etc. I understand email may not be a secure 
method of transmitting information. If I do NOT agree to electronic communication, I will notify the 
sta� in writing.

Obtaining Medical Records: I authorize Victor Gura, M.D. and/or sta� to obtain all my prior medical 
records from other healthcare institutions and providers in order to obtain a complete medical history. 
This may include hospitals, physicians, nursing homes, emergency rooms, mental health specialists, 
and all appropriate entities that have provided healthcare to me.

Discharge from Practice: Victor Gura, M.D., reserves the right to discharge any patient from the 
practice that he feels is non-compliant, abusive (verbally or physically) toward the sta� or himself. 
Other potential reasons for discharge from practice, include but are not limited to: repeated no 
show/cancellations, medication abuse, inappropriate behavior or unpaid account balances.

Signature___________________________________  Date_____________________________________

Initial: ____________________      Witness: __________________________________
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