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  The Lung Centre

10288 S.R. 66







319  8th Street

Newburgh, IN 47630






Henderson, KY  42420

Phone: 812-853-LUNG (5864)





Phone: (270) 844-1101                                                          

Fax: (812) 853-5610                                                                                    Fax: (270) 844-1105

Patient Name _____________________________ Date_____________________
RELEASE OF INFORMATION
I HEREBY AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATON NECESSARY TO PROCESS THIS BILL TO MY INSURANCE COMPANY.  I ACKNOWLEDGE THAT I AM FINANCIALLY RESPONSIBLE FOR PAYMENT WHETHER OR NOT COVERED BY INSURANCE. I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO JEFFREY SELBY,M.D.

SIGNATURE ________________________________ DATE ____________________



(PATIENT OR RESPONSIBLE PARTY)

RELATIONSHIP IF RESPONSIBLE PARTY ___________________________________
I HEREBY AUTHORIZE JEFFREY SELBY,M.D. TO OBTAIN AND/OR RELEASE MY MEDICAL REPORTS/FILMS NECESSARY FOR JEFFREY SELBY,M.D. AND/OR PHYSICIAN(S) IN MY DIAGNOSIS AND TREATMENT.
SIGNATURE ________________________________DATE _____________________



(PATIENT OR RESPONSIBLE PARTY)

RELATIONSHIP IF RESPONSIBLE PARTY ____________________________________

NOTICE OF INFORMATION PRIVACY PRACTICES
I have received a copy of HIPAA “Notice of Information Practices” from The Lung Centre and I understand it completely.

___________________

Patient/Guardian Initials
NO SHOW AND CONCELLATION POLICY
At The Lung Centre, we strive to provide quick and timely service to all of our patients.

NO SHOWS: The Lung Centre will charge a $15 fee to all patients who “no show” to a scheduled appointment. Any future appointments will be automatically cancelled.  Patients will have to call to reschedule further appointments.  Patients who “no show” to two (2) appointments will automatically be discharged from The Lung Centre.

In order to maintain this level of service, it is important that you provide us with 24-hour notice for cancellation of appointments.  This will enable us to fill your cancelled appointment spot with patients who may be on our waiting list.  We understand that emergencies do occur and will attempt to make reasonable accommodations for that. 

My signature below indicates that I have read and agree to all sections on this form including Consent for Care and Treatment, Benefit Assignment/Release of Information, Notice of Information Practices, and No Show and Cancellation Policy.  Thank you for your cooperation.

___________________________________________________________________
 Signature of Patient/Guardian 



Date

Revised 4-6-06


