
Consent to Treatment and Conditions of Service: As either the Parent, or authorized agent or legal representative of the Patient, I consent and agree to 
the terms and conditions of this agreement. I make the following consents, understandings, and agreements on my own behalf. 

Consent for Services: I hereby consent to health care services that include any treatments, examinations, medications, and diagnostic procedures 
provided by ADVANCED Sports and Orthopedics, its physicians, employees, and independent contractors for the benefit of the Patient for this visit and 
any subsequent visits. I accept that there is some uncertainty involved in the health care services for which this consent is given. No promises of any 
particular outcome or successful result have been made. I release ADVANCED, its physicians and healthcare professionals from any liability for any 
accident or injury that is not directly caused by the negligence of ADVANCED or its employees. 

During the course of my care and treatment, I understand that various types of examinations, tests, diagnostic or (treatment) procedures may be necessary. 
These procedures may be preformed by physician(s), technician, athletic trainer, or other healthcare professionals. If I have any questions concerning 
these procedures, I will ask my physician to provide me with additional information. I also understand my physician may ask me to sign additional 
Informed Consent documents relating to specific procedures.

Release of information: ADVANCED is required by law to make and keep records of the Patient’s medical treatment. Use of my Health Information, 
including my health history, medication, and prescription information, may be available electronically or physically from current or past healthcare 
providers. I authorize ADVANCED to release all necessary information to any insurance company, health plan or other entity, which may be responsible 
for paying for my care. 

Financial Responsibility and Payment for Services: I promise to pay for the services and durable medical equipment rendered by ADVANCED to me 
or for my benefit and will pay any applicable co-payments, deductibles, co-insurance, and DME that are not covered by a third party. I will pay the 
amount due upon receipt of services. If no third party is involved in paying for my services, I agree to pay in full for such services at the time the services 
are rendered. 

Returned Checks: A $25.00 returned check fee is applied to all returned checks. This will be applied to your account in addition to the insufficient funds 
amount. You may be placed on a cash only basis following any returned check.

Estimates:  Pre-treatment estimates are not guaranteed by this office or your Insurance company.The nature of your service or procedure may change 
while in progress, which would result in a change in cost. Also, depending on your medical benefits, you may be responsible for paying a portion of the 
billed amount through deductibles, coinsurances, or copayments. Any remaining balance above the estimate is patient/guarantor responsibility. 

 Auto Insurance: In the event it is determined by Auto Insurance/Third Party Liability Insurance/Workers’ Compensation that illness or injury is not the 
results of a compensated Auto/Third Party Liability/ Workers’ Compensation case, patient/guarantor agrees to pay usual and customary fees for services 
rendered. 

_____We reserve the right to charge a fee of $40 for all missed appointments which are not cancelled with a 24 hour advance notice. “No Show” fees will 
be billed to the Patient/Guarantor.

_____ Balances over 60 days will incur 10% late fee. Balances over 120 days will have the option of being sent to an outside collection agency and the 
account will accrue all associated cost of collection (including a collection fee no greater than 40%), all legal fees of collections, with or without suit, 
including attorney fees and court fees.  Your account in collection will also incur 1.5% per month interest rate until paid in full.  You will be notified that 
your outstanding balance is being considered for collection, via certified mail. 

______ I authorize ADVANCED to send text messages and leave voice mails at the phone number listed on my patient information form for appointment 
reminders and follow up phone calls. 

_____ I authorize ADVANCED to send my statements via text and email to the phone number and email listed on my patient information form.  

Patient or Authorized Representative Signature:_____________________________________Date: _____________________ 
By signing above, I acknowledge I have read the above consent.

 

Relationship to Patient:__________________________________________________________________________________




