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EXHIBIT K 

 

PATIENT CONSENT FORM 

 
PATIENT NAME: _______________________________________________________________ 

 

Our Notice of Privacy Practices provides information about how we may use and disclose Protected Health Information about you.  

The Notice contains a Patient Rights section describing your rights under the law.  You have the right to review our Notice before 

signing this Consent.  The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by contacting 

our office. 

 

You have the right to request that we restrict how Protected Health Information about you is used or disclosed for treatment, 

payment or health care operations. We are not required to agree to this restriction, except in certain limited instances, but if we do, 

we shall honor that agreement.  

 

By signing this form, you consent to our use and disclosure of Protected Health Information about you for non-subsidized 

treatment, payment and health care operations, and for other purposes as permitted or required by law. You have the right to 

revoke this Consent, in writing, signed by you.  However, such a revocation shall not affect any disclosures we have already made 

in reliance on your prior Consent.  The Practice provides this form to comply with the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA). 

 

The patient understands that: 

 

* Protected Health Information may be disclosed or used for treatment, payment or health care operations, or 

for other purposes permitted or required by law.  However, we will obtain from you a separate written 

authorization for “subsidized” disclosures, meaning disclosures involving product or service with respect to 

which the Practice receives remuneration from a third party. 

 

* The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice. 

 
* The Practice reserves the right to change the Notice of Privacy Policies. 

 
* The patient has the right to restrict the uses of their information but the Practice does not have to agree to those 

restrictions, except in certain limited instances. 

 
* The patient may revoke this Consent in writing at any time and all future disclosures will then cease. 

 
* The Practice may condition treatment upon the execution of this Consent. 

 

 This Consent was signed by:          
       Patient or Representative 

 

 Relationship to Patient (if other than patient):      

 

       Date:    /    /  

 

In front of        
   Practice representative 
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PATIENT FINANCIAL RESPONSIBILITY FORM 

 

Thank you for choosing Bryn Mawr Skin & Cancer Institute.  We are committed to providing the highest quality dermatologic 

care.  Please read and sign this form to acknowledge your understanding of our patient financial policies. 

 It is your responsibility to verify that we are currently under contract with your insurance plan as an “in network” 

provider and, if required, that you have obtained a referral before your scheduled appointment.  Please call our office for 

the necessary ID numbers needed.  Failure to do so may result in your appointment being rescheduled. 

“In Network” vs. “Out of Network” Insurance: 

 Your insurance coverage and benefits are a contract between you and your insurance company.  All disputes must be 

handled between you and your insurance company.  If you come to the office knowing we are an “out of network” 

provider under your insurance plan then understand your insurance company may not cover the services leaving you 

responsible for payment. 

 We will bill your insurance company, however you are ultimately responsible for the payment of the bill. 

 While we make every effort to assist you with your insurance questions, you must understand that it is your responsibility 

to know your insurance plan and to understand the extent of that coverage. 

 Insurance companies are obligated to you, the insured, not to our office.  It is often difficult or impossible for us to get 

information regarding your insurance. 

 If you have insurance coverage under a plan which we are not contracted with, you may be seen but considered a self-pay 

patient with payment due at the time of visit. 

 If you have a High Deductible Health Plan and have not met your deductible, we will bill you directly for any balance 

due.  

Payment is Due at the time services are rendered: 

 Co-pays and all non-covered items and charges are the insured/patients financial responsibility and are due during the 

check-out process. 

 Self Pay Patients - We try to be very understanding for our cash paying patients.  All fees will be due at the time services 

are rendered.  Our staff will be able to give you an estimate of your appointment fees, but please keep in mind it is often 

impossible for us to quote what will be done at your appointment. 

 

 Please be advised that your visit to the dermatologist is for evaluation. There may be treatment at the time of your 

visit that may render additional charges that will be submitted to your insurance company. 

 Payment Plans: 

 Our office will work with those patients in need of a payment plan in order to pay any balance due to our practice. 

 Please mail payments to our office: 

Bryn Mawr Skin & Cancer Institute 

919 Conestoga Rd 

Building Two Suite 106 

Bryn Mawr, Pa. 19010  Or by phone:  610-525-5028 ext. 802 

Patient Consent: 

By signing this document, I_____________________________________________, have fully read and understand the financial 

policy of Bryn Mawr Skin & Cancer Institute.  I hereby consent to allow the Bryn Mawr Skin & Cancer Institute to reach me if 

needed, concerning any billing questions or concerns. I understand and consent to Bryn Mawr Skin & Cancer Institute’s financial 

policy.  I will cooperate with the billing department to ensure payment for my services.  In the event that the patient is a minor, I 

am the parent and/or legal guardian of said patient and agree that I am responsible for payment for all services rendered to the 

patient herein. 

 

Print name of patient/guardian_______________________________________________________ 

 

 

Signature of patient/guardian______________________________________________________ 


