
Clearwater Cardiovascular Consultants
Financial Policy

Thank you for choosing Clearwater Cardiovascular Consultants for your cardiovascular care. We would 
like to welcome you to our practice. We believe that a good physician/patient relationship is based on clear 
communication. The following is a statement about our financial policy, which we require that you read and 
agree to prior to your visit. 

Appointments 

Insurance 

Copays/Coinsurance/Deductibles

Self-Pay

Payments 

Fees

Collection Agency 

please

                                                                                                                   

Clearwater Cardiovascular Consultants 
Insurance Assignments, Release of Information, and Financial Policy

Consent to Disclosure of Health Information
To facilitate the treatment services provided to me pursuant to this consent, for payment purposes, and to 
coordinate my care, I hereby authorize and request that copies of my medical/health records be provided 
to Clearwater Cardiovascular Consultants and authorize Clearwater Cardiovascular Consultants to 
disclose my health information to other outside health care providers providing treatment services to me. I 
understand that Clearwater Cardiovascular Consultants, its business associates, any provider and/or my 
insurance company may obtain, use and/or disclose my health information for the purposes of treatment, 
payment, and normal health care operations. This includes without limitation, all medical records, 
complete plans of treatment, progress summaries, treatment notes, including without limitation mental 
health information and diagnosis, substance use, and any other appropriately related documents or 
information reasonably requested to facilitate providing treatment to me.

Insurance Authorization, Release and Assignment of Benefits
I hereby authorize Clearwater Cardiovascular Consultants to furnish and/or release any information 
necessary to insurance carriers concerning my illness and treatments, and I hereby assign to the 
Clearwater Cardiovascular Consultants all payments for medical services rendered to myself or my 
dependents. It may be used to process my insurance claim acquired in the course of my examination or 
treatment, to allow a photocopy of my signature to be used to process my insurance claim for the period 
of a lifetime. This order will remain in effect until revoked by me in writing.

Financial Responsibility
I have requested medical services from Clearwater Cardiovascular Consultants and/or its legal entities on 
behalf of myself and/or my dependents, and I understand by making this request, I become fully 
financially responsible for any and all charges incurred in the course of the treatment authorized. I further 
understand that fees are due and payable on the date services are rendered and agree to pay all such 
charges incurred in full immediately upon presentation of the appropriate statement. A photocopy of this 
assignment is to be considered as valid as the original. I hereby assign all medical and surgical benefits, 
to include major medical benefits to which I am entitled. I hereby authorize and direct my insurance 
carrier(s) including Medicare, Medigap, private insurance and any other health/medical plan to issue 
payment directly to Clearwater Cardiovascular Consultants, for medical services rendered to myself 
and/or my dependents regardless of my insurance benefits, if any. I understand I am responsible for any 
amount not covered by insurance, regardless of insurance coverage. 

I acknowledge I have received a copy of the Clearwater Cardiovascular Consultants Notice of Privacy Policies. 
I have read, understand, and agree to the terms noted in the Notice of Privacy Policies. 

I have read and understand all the information, notices and consents as listed and agree to comply with its 
terms. I further state that all information provided by me to Clearwater Cardiovascular Consultants is accurate 
and complete.  

_____________________________ _________/_________/_________
Patient Name (Please Print) Patient Date of Birth                   

_____________________________   ____________________________
Patient Signature         Date
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Clearwater Cardiovascular Consultants
Standing Authorization to Discuss Health Information

In many cases, HIPAA allows providers to share protected health information (“PHI”) with family members and friends that 
patients choose to involve in their health care or payment for their health care, so long as the patient does not object after
having the opportunity to do so. The disclosure of certain sensitive information also requires a patient’s prior written consent. 
Please list below the name(s) of the individual(s) you authorize Clearwater Cardiovascular Consultants to discuss your health 
care treatment and billing information with. Your PHI will be disclosed to the individual(s) listed below unless/until you notify us 
otherwise in writing.

1. ________________________________ __________________________________
Name Relation

2. ________________________________ __________________________________
Name Relation

3. DO NOT SHARE MY PHI WITH ANYONE __________________________________
Signature of Patient 

I understand that I may cancel this authorization at any time in writing by notifying Clearwater Cardiovascular Consultants. 
However, if I cancel this authorization, I also understand that the cancelation will not affect any action Clearwater 
Cardiovascular Consultants took in reliance on this authorization before receipt of written notice of cancellation.

_____________________________ _________/_________/_________
Patient Name (Please Print) Patient Date of Birth                   

_____________________________   ____________________________
Patient Signature                 Date




