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PATIENT NAME______________________________________ 
 
 
Patient Financial Responsibility 
I acknowledge full financial responsibility for services rendered by Alaska Bone & Joint Institute. I understand that 
I am responsible for prompt payment of any portion of the charges including co-pays, deductibles and 
coinsurance amounts. I understand that payment of co-pay; deductibles, co-insurance amounts, and any non 
covered charges are expected at time of service, as well as any prior balance due that I may owe. I agree to be 
responsible for all attorney fees, court costs, and collection fees in the event of default of payment of my charges. 
  
 
 
Signed ________________________________________ Date ________________________ 
 
 
 
 
 
Consent for Purposes of Treatment, Payment and Healthcare Operations 
I hereby give my consent to ABJ to use or disclose, for the purpose of carrying out treatment, payment, or 
healthcare operations, all protected health information contained in the patient record of 
 
_______________________________________. 
(Print Name) 
 
For a more detailed description of this consent and other uses and disclosures please review our Notice of 
Privacy Practices. I understand that ABJ reserves the right to change its privacy practices that are described in 
the Notice. I also understand that any Revised Notice will be posted on ABJ’s website, available at each office or I 
may request a copy be sent to me by mail. 
I understand that this consent is valid until it is revoked by me. I understand that I may revoke this consent at any 
time by giving written notice of my desire to do so. I also understand that I will not be able to revoke this consent 
in cases where the physician has already relied on it to use or disclose my health information. Written revocation 
of consent must be sent to the physician’s office 
 
 
Signed ________________________________________ Date ________________________ 
 
 
Acknowledgment – Notice of Privacy Practices 
I hereby acknowledge receipt of ABJ’s Notice of Privacy Practices. The Notice of Privacy Practices provides 
detailed information about how the practice may use and disclose my confidential health information. I understand 
that ABJ has reserved the right to change its privacy practices that are described in the Notice. I also understand 
that a copy of any Revised Notice will be provided or made available to me. 
 
 
Signed ____________________________________ Date _____________ 
 

 

 

If you are not the patient, please specify your relationship to the patient ____________________ 
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