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CONSENT TO ROUTINE PROCEDURES AND TREATMENTS 

 
Important:  Do not sign this form without reading and understanding its contents.  
 
I hereby apply for and consent to treatment by this Practice and its Medical Staff, and authorize all routine 
Practice activities, treatments, examinations and diagnostic services.  During the course of my care and 
treatment, I understand that various types of tests, and diagnostic or treatment procedures (“Procedures”) 
may be necessary.  These Procedures may be performed by physicians, nurses, medical assistants, 
physician assistants, or other healthcare professionals (“Healthcare Professionals”).  While routinely 
performed without incident, there may be material risks associated with each of these Procedures.  I 
understand that it is not possible to list every risk for every Procedure and that this form only attempts to 
identify the most common material risks and the alternatives (if any) associated with the Procedures.  I 
also understand that various Healthcare Professionals may have differing opinions as to what constitutes 
material risks and alternative Procedures.  
 
The Procedures may include, but are not limited to the following: 
 
(1) Needle Sticks, such as shots, injections, intravenous lines, or intravenous injections (IVs).  The 

material risks associated with these types of Procedures include, but are not limited to, pain, 
nerve damage, infection, infiltration (which is fluid leakage into surrounding tissue), disfiguring 
scar, loss of limb function, paralysis or partial paralysis or death.  Alternatives to Needle Sticks (if 
available) include oral, rectal, nasal or topical medications (each of which may be less effective) 
or refusal of treatment. 

 
(2) Physical tests, assessments, and treatments such as vital signs, internal body examinations, 

wound cleansing, wound dressing, range of motion checks, and other similar procedures.  The 
material risks associated with these types of Procedures include, but are not limited to, pain, 
allergic reactions, infection, severe loss of blood, muscular-skeletal or internal injuries, nerve 
damage, loss of limb function, paralysis or partial paralysis, disfiguring scar, worsening of the 
condition, and death.  Apart from using modified Procedures and/or refusal of treatment, no 
practical alternatives exist. 

 
(3) Administration of Medications whether orally, rectally, topically, by injection, or through the 

eye, ear or nose.  The material risks associated with these types of Procedures include, but are 
not limited to, pain, perforation, puncture, infection, nerve damage, allergic reaction, brain 
damage or death.  Apart from varying the method of administration and/or refusal of treatment, no 
practical alternatives exist. 

 
(4) Drawing Blood, Obtaining Bodily Fluids or Tissue Samples such as that done for laboratory 

testing and analysis.  The material risks associated with this type of Procedure include, but are 
not limited to, pain, paralysis or partial paralysis, nerve damage, infection, bleeding and loss of 
limb function or death.  Apart from long-term observation and/or refusal of treatment, no practical 
alternatives exist. 

 
(5) Insertion of Internal Tubes such as bladder catheterizations and enemas, or ear lavages.  The 

material risks associated with these types of Procedures include, but are not limited to, pain, 
internal injuries, bleeding, bladder or urethral perforation, infection, allergic reaction, loss of 



bladder control and/or difficulty urinating after catheter removal, and possible perforation of the 
eardrum during ear lavage.  Apart from external collection devices or refusal of treatment, no 
practical alternatives exist. 

 
(6) If provided a hot beverage (coffee, tea, water) by the Practice or staff, I understand these 

beverages are very hot and I assume the risk for any injury that may occur by consumption of or 
spilling of such beverages. 

 
 
Consent for Treatment 
 
I (We), the undersigned, have read and fully understand the Consent for Treatment above.  My signature 
acknowledges that I have been given the opportunity to satisfy myself by asking questions about the 
Consent for Treatment.  I voluntarily give my consent to any and all Healthcare Professionals at the 
Practice for Practice care.  I understand that the practice of medicine is not an exact science and that 
diagnosis and treatment may involve risks of injury or even death.  I acknowledge that no guarantees 
have been made to me as to the result of examination or treatment in this medical practice.  This consent 
will remain valid indefinitely, unless revoked in writing by me and delivered to the Office Manager of the 
practice.   
 
 
Signed:  _________________________________________ _______________________ 
   Patient/Patient’s Representative    Date 
 
 
  ___________________________ _____________________ _________________ 
  Relationship if Other than Self   Witness    Date 

 









ROZIN Internal Medicine 
 

PAYMENT POLICIES EFFECTIVE January 1, 2012 
 
 
If you are not covered by any health insurance plan or this practice is not a participating provider with your health 
plan, full payment of all office visit and other service(s) charges is expected at the time services are provided.  If 
you have insurance with which Dr. Rozin does not participate, Dr. Rozin will not file claims to these carriers. 
Under such circumstances, you will be responsible for an office visit charge based on the services provided. A 
$35.00 charge may be billed to any patient who does not pay these charges at the time of service. If you are 
hospitalized with Dr. Rozin actively engaged in your care, you will be responsible for a daily hospital visit charge 
of $125. You agree to be personally financially responsible for all these charges. 
 
Charges for all covered medical services, not including services provided as part of your concierge services, are the 
responsibility of the patient.  We will file insurance claims only for patients with Medicare coverage or if we are “in 
network” with your plan and if we have a current copy of the patient’s insurance card on file.  However, ultimately, 
the patient is responsible for the payment of all charges.  It is the policy of our practice to collect all fees, co-
payments, co-insurance, non-covered services charges and deductibles as required by your insurance at the time of 
service. A $35.00 charge may be billed to any patient who does not pay these charges at the time of service and you 
agree to be personally financially responsible for all these charges.  
 
Certain tests or procedures we perform are considered screening, not medically necessary or experimental by some 
insurance companies and Medicare. ROZIN Internal Medicine may not know at the time of your visit if your 
insurance company will pay for all services and you may not be notified that a service is not covered at the time of 
your visit. If your insurance company does not pay for these services, excluding those services provided as part of 
your concierge services, you accept responsibility for full payment of these charges. Charges for certain screening 
procedures must be paid for by you prior to having the service provided. 
 
The State of Georgia mandates that insurance companies pay for undisputed claims within 30 days of submission.  
If we are an “in network” provider with your insurance company, we allow 35 days for your insurance to pay a 
claim.  If your insurance company has not paid in full by this time, you will be responsible for all outstanding 
charges. Please follow up with your insurance company to make sure they pay your claims.  We will refund any 
overpaid amount to the patient or insurance company as appropriate.  
 
We rely on the insurance information you give us in filing insurance claims for you.  Many insurance plans require 
us to obtain pre-approval for certain procedures before they will pay for them.  If we do not have accurate 
information about your insurance coverage, we cannot obtain pre-approval for a service and you may then be 
responsible for all charges not pre-approved.  Also, many insurance plans have a “Timely Filing Requirement” 
which limits how long after a service is performed that we can file a claim.  If we do not have correct insurance 
information, we may not be able to file your claim before the “timely filing” period ends.  If the insurance 
information that you provide us is not accurate, you will be liable for the full amount of all charges and agree to pay 
these charges in full. 
 
Patients who do not show up for a confirmed appointment, or who cancel with less than 24 hours notice, may be 
billed and agree to be responsible for full payment of a $50.00 charge. If you do not show up for an appointment for 
a treadmill stress test, you will be charged and agree to be responsible for full payment of a $100.00 charge. If you 
do not show up for a Nutritional Consultation you will be billed and agree to be responsible for full payment of a 
$65.00 charge. If you do not show up for a Physiologic Assessment appointment you will be billed and agree to be 
responsible for full payment of a $75.00 charge. 
 



Account Credits – If you or your spouse has a credit on their account, you authorize ROZIN Internal Medicine to 
use that credit at any time toward payment of any amounts owed on either account. 
 
Delinquent Accounts – Once we have exhausted our internal efforts to obtain payment for service, we will refer 
accounts to an outside collection agency.  These agencies report delinquent accounts to credit reporting services.  
You will be charged and agree to pay a $50.00 fee and for all collection and/or attorneys fees that we incur trying to 
collect on your account. If we must take you to court for non-payment, you agree to pay for all court costs and 
attorney fees associated with collecting these owed fees. 
 
Returned checks – Occasionally, a check written to us is returned unpaid.  When this happens, we will contact the 
patient.  Returned checks must be paid in full within 10 days of notification plus a $40.00 fee.  We will pursue all 
legal means to collect on returned checks and you will be responsible for all fees associated with these collection 
efforts. 
 
Medical records fee – I understand that federal and state laws allow for a fee to be charged for copying of patient 
records and I will be personally responsible for the payment of such fees. Fee payment may be requested prior to 
release of requested records. 
 
Annual fee payment for the ROZIN Internal Medicine concierge care program is due on enrollment and may be 
made by credit card or check made payable to ROZIN Internal Medicine.  Semiannual payments are by credit card 
only, 60% upon enrollment and 40% due six (6) months after Effective Date. You must pre-authorize a credit card 
charge for the second payment at time of enrollment in the Program. If paying by credit card, 3% of charged 
amount will be added per credit card transaction.  This option is available only to patients joining in January of each 
year.  Patients joining after January must pay the annual fee in full upon joining the practice. 
  
Dr. Rozin will provide only emergency care for 30 days after your termination from the program. After this time 
Dr. Rozin will no longer be responsible for any aspect of your medical care and you should establish with and see 
your new physician for all medical issues. You and/or your insurance company as the case may be, will be 
responsible for any charges incurred for emergency care provided during this time. 
 
I have read, understand and agree to the Payment Policies for ROZIN Internal Medicine. 
 
 
________________________________                 _____________________________ 
Signature                                                        Print Name 
 
Date____________________________ 
 
 
 














