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Receipt of Notice of Privacy Practices: I have been offered the HIPAA Notice of Privacy Practices at DMG which outlines my 

privacy rights and how DMG may use and disclose Protected Health Information about me.                                                                                          

□ Yes   □ No   □ Offered but Decline     Initials: ______  

 

Photograph for Patient Identification: I give my consent to the use of my photograph for identification on my electronic health 

record.             

 □ Accept   □ Decline      Initials: ______  

 

Telephone Contacts, Monitoring and Recording: this does not include calls related to appointments, billing or health-related 

information I  hereby consent and agree that: (1) any calls with DMG may be monitored and/or recorded and that DMG (or 

anyone acting on DMG’s behalf) may contact me, from time to time, regarding my account (including for collections purposes or 

related to insurance coverage) or regarding my most recent visit with my provider; (2) any and all of DMG’s contacts with me 

may be made via text message or with an automated dialing device; (3) DMG may contact me at any telephone number I provide 

to them, whether a residential, business number, or mobile number; (4) DMG may e-mail newsletters informing me of new 

services or suggested health screenings; and (5) I have an established business relationship with DMG and DMG may contact me 

in any of the ways described above. I understand that, if I accept now, I may opt-out at any time by notifying the DMG.                                                                              

□ Accept    □ Decline     Initials: ______ 

Health Information Exchange (HIE): DMG participates in one or more Health Information Exchanges that share medical 

information to facilitate improved care through a comprehensive health record. This information is secure and only available to 

those providers involved in your care delivery. I agree that my DMG provider may allow access to my health information 

through the Health Information Exchange for treatment or other health care operations. This is a voluntary agreement. I 

understand that I may opt-out at any time by notifying DMG.  

All DMG patients are automatically enrolled in the HIE unless the Opt Out box is checked and initialed.  □ Opt Out  Initials: ___ 

E-Prescribing: E-Prescribing is a way for doctors to send electronically an accurate, error free, and understandable 

prescription from the doctor’s office to the pharmacy. The ePrescribe Program also may provide the health care provider 

information about which drugs are covered by your drug benefit plan and may also provide the health care provider with 

information about your current and past prescriptions. This allows health care providers to be better informed about 

potential medication issues and to use that information to improve safety and quality. Medication history data can indicate: 

compliance with prescribed regimens; therapeutic interventions; drug-drug and drug-allergy interactions; adverse drug 

reactions; and duplicative therapy. 

The medication history information would include medications prescribed by your health care provider at Diley Medial 

Group as well as other health care providers involved in your care and may include sensitive information including, but not 

limited to, medications related to mental health conditions, genetic diseases, and HIV/AIDS. As part of this Consent Form, 

you specifically consent to the release of this and other sensitive health information. 

All DMG patients are automatically enrolled in the HIE unless the Opt Out box is checked and initialed. □ Opt Out   Initials: ___ 

Medication policy: The medication given to you should be taken as prescribed by your doctor. The medications may not be used 

for any purpose other than that for which they are prescribed. These medications may not be given nor sold to another individual. 

Keep all narcotic medications locked up. If a medication is stolen or lost it will not be able to be replaced until it is due for a 

refill. Police reports of theft are not accepted. Breaking these rules may be cause to terminate your treatment and discharge 

you from our practice.  

1. You will be given enough medication to last a specific length of time. Please read the directions each time you get a 

prescription filled.  You must take your medication according to the directions and no medications will be refilled 

early. You must keep track of your medications to ensure that you do not run out before the specified time. It is your 

responsibility to schedule follow-up appointments far enough in advance so you do not run out of medication. 

 

2. Requests for medication will only be considered between 9:00am and 4:00pm Monday through Thursday and 

9:00am to 12:00pm on Friday. In addition, no medication requests will be processed after office hours, on weekends, 

or on holidays. 

 

3. Requests for medication should be called directly to our office or through the Patient Portal website.  Please allow 48 

hours to process your request. We expect you to be seen in the office every 3 months or as directed for routine 

medications.  For any narcotic or ADHD medications, you are required to be seen every 30-60 days as directed by 

the provider.  Your physician may not fill this medication until you are seen in the office.  
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4. We do not prescribe for chronic narcotic use.  If there is a need for pain management, we will refer you to a pain 

specialist. 

 

Confidential Communications:  I understand DMG will notify me if DMG is unable to comply with my request for 

Confidential Communications.   

Release of Protected Health Information in Emergency Situation: I understand that my protected health information may be 

released as my physician determines appropriate in an emergency situation.  

Appointment cancellations/no-shows:  I understand keeping scheduled appointments is an important part of your health care. It 

allows your doctor or dentist to talk about your illnesses and what you can do to stay healthy. When you miss an appointment, 

you also miss out on the opportunity to improve your health. In addition, it takes the appointment away from another patient who 

may need it.  I understand that if I do not show up for an appointment or call to cancel my appointment with more than 24hours 

notice three (3) or more times in a twelve (12) month period, I may be terminated as a patient. 

Late policy: We understand that delays can happen, however, we must try to keep the other patients and doctors on time. If you 

are running late, please notify the office. If a patient is 15 minutes past their scheduled time, we may have to reschedule your 

appointment.  If you are still able to be seen the same day, you may have an increased wait time. 

Financial policy:  I understand that payment of my bill is considered part of my treatment. Fees are due and payable when 

services are rendered. DMG accepts cash, check, and credit cards. For checks returned unpaid by my bank, a $25.00 fee will be 

assessed.  

Bad debt policy:  I understand that I will receive monthly statements to the address I provide to DMG, and it is my responsibility 

to notify DMG of any address changes.  I will be placed in to bad debt after 4 months of no payments and will no longer be able 

to be seen in office until my account is current.  After an additional 2 months of no payments, I understand that I could be 

terminated from the practice.  

Insurance Assignment and Acknowledgement: I understand my insurance carrier can choose to assign benefits to DMG or my 

Insurance carrier may make a payment directly to me. I understand and certify I am financially responsible for all health care 

service charges that are paid to me directly or by my insurance carrier as well as any applicable co-payments, co-insurance, 

deductibles and/or charge for non-covered service provided to me or to any of my dependents. I am also responsible for 

providing up-to-date and accurate insurance information.  It is my responsibility to know my own insurance benefits, including 

whether DMG is a contracted provider with my insurance company; my covered benefits and any exclusions in my insurance 

policy; and any pre-authorization requirements of my insurance company. 

Medicare and Medicaid: I certify the information given by me in applying for payment under Title XVIII of the Social Security 

Act is correct.  

 I authorize any holder of medical or other information about me to release to the Social Security Administration, Medicare, 

Medicaid, and/or   its intermediaries/carriers, as well as my commercial insurance carriers any and all information required for 

claim consideration and   payment.  I certify that I will pay to DMG any co-payments, co-insurance, deductibles or non-covered 

services. I will immediately pay to DMG any payments that I receive from my insurance carrier for services provided to me 

and/or my dependents. I will also be responsible for any   amounts not paid by my insurance for my failure to provide the 

appropriate insurance information for billing.  

 By signing below, I am acknowledging that I have read and understand all the above statements.   

 

 __________________________________     _______________________________________     _________________________ 

Patient Printed Name             Patient Signature                Date Signed  

  

 __________________________________       _____________________________________   ___________________________           

Legal Guardian Printed Name (if applicable)*      Legal Guardian Signature (if applicable)*                              Date Signed  

   *PLEASE PROVIDE A COPY OF LEGAL GUARDIANSHIP COURT PAPERS FOR THE PATIENT’S RECORD 


