
SA Injury Center 
4130 S. New Braunfels Ave #113 

San Antonio, TX 
P: (210) 563-7246 
F: (210) 549-1093 

 

Consent to the Use and Disclosure of Health Information for Treatment, Payment or 

Healthcare Operations 

I understand that as part of my healthcare, this organization originates and maintains health 

records describing my health history, symptoms, examination and test results, diagnoses, 

treatment, and any plans for future care or treatment. I understand that this information 

serves as: 

● a basis for planning my care and treatment  
● a means of communication among the many health professionals who contribute to 

my care  
● a source of information for applying my diagnosis and surgical information to my bill  
● a means by which a third-party payer can verify that services billed were actually 

provided  
● and a tool for routine healthcare operations such as assessing quality and reviewing 

the competence of healthcare professionals  
I understand and have been provided with a Notice of Information Practices that provides a more 
complete description of information uses and disclosures. I understand that I have the right 
to review the notice prior to signing this consent. I understand that the organization reserves 
the right to change their notice and practices and prior to implementation will mail a copy of 
any revised notice to the address I’ve provided. I understand that I have the right to object 
to the use of my health information for directory purposes. I understand that I have the right 
to request restrictions as to how my health information may be used or disclosed to carry out 
treatment, payment, or healthcare operations and that the organization is not required to 
agree to the restrictions requested. I understand that I may revoke this consent in writing, 
except to the extent that the organization has already take action in reliance thereon. 
 
I request the following restrictions to the use or disclosure of my health information: 
 

1. The patient must provide active proof of insurance at sign in. We will verify eligibility, 
deductible, co-payment, and/or co-insurance with the insurance company. The patient 
understands that they are financially responsible for all charges, whether or not paid by 
the insurance carrier. Verification of benefits is not a guarantee that an insurance carrier 
will pay a claim. Upon receiving a claim, the insurance carrier makes the final determination 
of coverage, based upon the plan’s level of coverage and associated policies. It is the 
patient’s responsibility to know their coverage limits and rules of their insurance plan as well 
as their physician’s active participation in the patient’s particular plan. Please be aware that 
insurance coverage is between the patient and the insurance carrier. Problems relating to 
a patient’s coverage should be resolved between the patient and their insurance carrier. 

2. If payment is fully or partially denied, the patient understands that they will be billed directly 
for services rendered, and the patient agrees to be personally and fully responsible for 
payment within 90 days. We will bill the patient for charges allowed, but not paid, by the 
patient’s insurance plan. We will charge a fee of $30.00 for any returned checks. 



3. We currently participate in a number of insurance plans. Participation can and does change. 
We bill these companies for our patients and as a courtesy; we bill insurance companies that 
we do not have a contract with. 

4. Patients are responsible for obtaining necessary referrals from another physician before the 
appointment time. If the patient’s insurance plan requires an authorization or referral to see 
a specialist, the patient must convey active and correct insurance information at sign in. If 
not, the patient may be responsible for the visit with the specialist. 

5. Please update any necessary changes with the front desk, such as: change of address, phone 
numbers, e-mail address, etc., so we are able to get in contact with you if needed. Repeated 
mailing of statements is costly. Unpaid balances are processed for collection after 90 days 
without response on the account. The patient agrees to pay all costs associated with 
collection procedures.  (Initial here: ____________________) 

6. Co-pays and co-payment billing fees, cancellation fees, returned check fees, 
collection costs, records copying and form completion fees are not reimbursable by 
insurance. 
 

 

Policies are subject to change without notice. 

I have read a copy of the Office Policies set forth by SA Injury Center and authorize SA Injury 

Center to bill my insurance. 

 
 
 
 
Signature of Patient or Legal Representative Witness: 
 

 

Print Name: __________________________________ 
 
Signature: ___________________________________ 
 
Date: _______________________________________ 
 
 
 
As a courtesy to our patients, SA Injury Center will send text messages to remind you of 
your upcoming appointments (Standard text messaging rates may apply). If you choose to 
opt out of the text message reminders, please (Initial here :__________) and promptly 
notify the front desk. 

 
 

 
 
 

 


