
 

 

Privacy Notice 

In compliance with HippAA regulations, I have received a copy of SCPS 

Notice of Privacy Practices. The notice of Privacy Practices explains 

federal law standards and my privacy rights as a patient. We keep a 

record of the health care services we provide you. You may ask to see 

and copy that record at any time. You may also ask to correct that 

record.  

Consent for treatment 

By my signature below, I hereby consent to and authorize the 

administration of routine tests, treatments, injections, anesthetics, 

and/or minor in-office surgical procedures deemed necessary and 

performed by surgeons for the proper treatment of the patient named 

on this form for one year following the date of the signature listed 

below.  

Consent to Release Information 

By my signature below, I authorize SCPS  to make available to physicians, 

hospitals and clinics, copies of pertinent portions of my records held by 

SCPS  if requested or required, in the interest of my health. Any release of 

my Protected Health Information has been outlined to me in the SCPS  

notice of privacy practices of which I have been offered a copy.  

Non-covered services 

We encourage you to become familiar with coverage provisions of your 

insuance, including pre-authorization requirements. By my signature 

below, I accept responsibility and commit to pay for all unpaid balances 

generated in good faith on my behalf [or on behalf of the patient I 

represent] by SCPS  in the event that the services are not covered, for any 

reason, by my insurance company.  

Assignment of Insurance Benefits 

By my signature below, I hereby authorize and Assign directly to SCPS  all 

medical/surgical benefits payable for allowable expenses otherwise 

payable to me for serviced rendered. This payment will not exceed my 

indebtedness to SCPS. I authorize the release of information required by 

insurance companies and/or their agents, and government agencies 

and/or their intermediaries, to facilitate payment. 

 

 ______________________________                                    ___________________ 

Signature of Patient or Representative                                   Date 


