
                                                                    301 Maple Avenue West, Suite 120     
                                                                                       Vienna, Virginia 22180                                                

Phone: (703)938-8885 
Fax: (703)242-2437                                                      

        
PATIENT REGISTRATION                                                               Today’s Date: _____________                                                                                                                

Welcome to our office.  We are committed to providing high quality, comprehensive specialty care. Please complete both pages  
 

PATIENT INFORMATION 

PATIENT FIRST NAME                      MIDDLE NAME                            LAST NAME     DATE OF BIRTH AGE 
 

                                                                                                               /      / 
ADDRESS NUMBER & STREET                                     CITY                                         STATE                                        Zip code 

 
 SEX                       MARITAL STATUS                                                                                  SOCIAL SECURITY 
 r M      r  F       r Single        rMarried           r  Divorced       r  Widowed  

By providing my contact information below, I authorize Endocrine & Diabetes Center, P.C. to contact me (by phone, text and/or       
    email regarding my appointments and clinical information related to my care and treatment.   
 

HOME PHONE                            WORK PHONE                   MOBILE PHONE                EMAILADDRES 
 
EMERGENCY CONTACT                                                        EMERGENCY CONTACT PHONE 
 
REFERRING PHYSICIAN                                                        PRIMARY CARE PHYSICIAN  
 
EMPLOYER NAME                                                                                                        OCCUPATION 
 
RACE:  r American Indian           r Asian           r Black           r Hawaiian/ Pacific Islander         r  white     
 

 
SPOUSE INFORMATION 

SPOUSE FIRST NAME                           MIDDLE NAME                          LAST NAME     DATE OF BIRTH AGE 
                                                                                           /         / 

HOME PHONE                            WORK PHONE                   MOBILE PHONE                    SOCIAL SECURITY # 
 
EMPLOYER NAME                                                                                                       OCCUPATION 

 
 PRIMARY INSURANCE INFORMATION 
PRIMARY INSURANCE COMPANY                                       IDENTIFICATION #                                            GROUP # 

 
ADDRESS NUMBER & STREET                                     CITY                                         STATE                                        Zip code 

 
POLICY HOLDER:  FIRST NAME                   MIDDLE NAME                    LAST NAME           DATE BIRTH                  RELATION TO PATIENT 
 

SECONDARY INSURANCE INFORMATION 

SECONDARY INSURANCE COMPANY                                IDENTIFICATION #                                            GROUP # 
 

ADDRESS NUMBER & STREET                                     CITY                                         STATE                                        Zip code 
 

POLICY HOLDER:  FIRST NAME                   MIDDLE NAME                    LAST NAME           DATE BIRTH                  RELATION TO PATIENT 
 

 



              
                                                                                                                                            Patient Registration 

(Page 2) 
 

PATIENT AUTHORIZATION 
I hereby certify that all the information I have reported to your office with regard to insurance coverage is correct, and authorize all 
payments of medical insurance or Medicare benefits be paid to Endocrine and Diabetes Center, P.C. for services rendered.  I hereby 
authorize the release of any necessary information including Individually Identifiable Health Information (IIHI) for any related claim 
to my insurance carrier, (or, in the case for Medicare or Medicaid to appropriate authorities).  I understand and agree that I am 
financially responsible for charges not paid by insurance company.  I agree to promptly pay for the services rendered for me (or the 
above-named patient). If I fail to meet my financial commitment to Endocrine and Diabetes Center and it becomes necessary to take 
action to collect my account, I agree to pay all costs and expenses incurred in the collection of my account including attorney and 
collection agency fees. I also agree for any missed appointments fee of which I did not notify the office within 24 hours of the 
appointment. A copy of this authorization may be used as the original. 
This authorization may be revoked by me at any time in writing.                    
 
SIGNATURE OF PATIENT / LEGAL GUARDIAN: __________________________ DATE: ________________  
If signing as POWER OF ATTORNEY, Power of Attorney document MUST be presented to the office.  

 
 AUTHORIZATION OF RELEASE TO OTHERS 
I am hereby giving permission to staff and employees of the Endocrine and Diabetes Center, P.C. to leave medical information on 
my answering machine at my residence/ cell phone or use text massage, e-mail or fax to communicate with me or may contact my 
family members/ individual listed below when I am not available. This information could be regarding my diagnosis, results of 
laboratory tests, radiological reports, medication changes, recommendations, plan of care or urgent matters. The following is the 
name of the Family member or Individuals who may receive the information: INITIAL: __________ 

AUTHORIZED NDIVIDUAL RELATIONSHIP PHONE NUMBER 
 
 

  

 
 

  

 
 

  

I further understand that I may revoke this authorization at any time in writing.   
 

ACKNOWLEDGEMENT OF THE NOTICE OF PRIVACY PRACTICES: 
I hereby acknowledge that I have been made aware of the Endocrine and Diabetes Center Notice of Privacy Policy, that a copy is 
available in patient’s waiting room or on the practice website at www.edcmed.com.                                                                                                
INITIAL________________ 
 

      
PHARMACY INFORMATION: 
PHARMACY NAME  ADDRESS INCLUDING ZIP CODE PHONE NUMBER 
 
 

  

  Please allow 72 hours to refill your prescriptions.  
 
SIGNATURE OF PATIENT: _____________________________DATE ___________________                  
 
PRINTED NAME 

 



       301 Maple Avenue West, Suite 120  

Vienna, Virginia 22180 

 Phone: (703) 938-8885     Fax: (703)242-2437 

REVIEW OF SYSTEM FORM 

Name______________________________________ Date of Birth: _________________ Date: ____________________ 

Please circle appropriate answer 

 CONSTITUTIONAL SYMPTOMS

Good general health …………..…….……….  No  Yes 

Fever …………………………..…………….. No  Yes 

Fatigue ………………….……..……………..  No  Yes 

Headache ……………….……..……………..  No  Yes 

Insomnia ………………….…...……………..  No  Yes 

 EYE

Blurred vision ………….……..……………..  No  Yes 

Glaucoma ……...……….……..……………..  No  Yes 

Change in visual field ………………….…....  No  Yes 

Cataract ………………….……..…………....  No  Yes 

Congestion 

 EAR/NOSE/MOUTH/THROAT

Hearing loss or ringing ………………….…..  No  Yes 

Chronic sinus problem or rhinitis …………… No  Yes 

Nose bleed …….……….……..……………..  No  Yes 

Hoarseness or difficulty speaking ………….. . No  Yes 

Sore throat …….……….……..……………… No  Yes 

Swollen gland ………….……..……………..  No  Yes 

 CARDIOVASCULAR

Chest pain ………..…….……..……………..  No  Yes 

Palpitation …………………….……………..  No  Yes 

Shortness of breath with walking or lying flat.  No  Yes 

Swelling of feet, ankles or hands.………  …..  No  Yes 

Heart trouble 

 RESPIRATORY

Chronic or frequent cough …..……………... . No  Yes 

Spitting up blood ………………….…….…..  No  Yes 

Shortness of breath …………………...……..  No  Yes 

Asthma or wheezing ……...…..……………..  No  Yes 

Snoring …………...…….……..……………... No  Yes 

 GASTROINTESTINAL

Loss of appetite ……………….……………..  No  Yes 

Change in bowel movement ………………..... No  Yes 

Nausea or vomiting ………………….……..... No  Yes 

Frequent diarrhea ………….…..…………….. No  Yes 

Abdominal pain ………………..…………….  No  Yes 

Constipation …………….……..…………….  No  Yes 

 GENITOURINARY

Frequent urination ……………..……………..  No  Yes 

Burning or painful urination …………………  No  Yes 

Blood in urine …………..……..……………..  No  Yes 

Change in force of urine ……………………..  No  Yes 

Incontinence or dribbling ……………..……..  No  Yes 

Kidney stone …………………..……………..  No  Yes 

FEMALE - Painful periods ………………….… No  Yes 

FEMALE - Irregular period …………   .…No        Yes 

FEMALE - Heavy bleeding ……………… No        Yes 

FEMALE - # of pregnancies ____ # of miscarriages____ 

FEMALE - Date of last period _____________________ 

 MUSCULOSKELETAL

Joint pain ………….……..….…………..  No  Yes 

Joint swelling ……………..……………..  No  Yes 

Muscle weakness ……………………….. No  Yes 

Muscle cramp ……...……..……………..  No  Yes 

Back pain ……………..…..……………..  No  Yes 

 SKIN, BREAST

Skin rash ………..….……..……………..  No  Yes 

Change in skin color ……...……………..  No  Yes 

Change in hair or nail …………………...  No  Yes 

Varicose vein ……….……..…………….  No  Yes 

Breast pain ………………..…………….. No  Yes 

Breast lump ………..……..……………..  No  Yes 

Breast discharge ………….……………..  No  Yes 

 NEUROLOGICAL 

Frequent or recurrent headache ……….  No  Yes 

Light headed or dizzy ……………….…..  No  Yes 

Convulsion or seizures ………………….. No  Yes 

Numbness or tingling sensation …. …....  No  Yes 

Tremor ………………….……..………..  No  Yes 

Paralysis …..……….……..……………..  No  Yes 

Stroke ….………….……..……………..   No  Yes 

 PSYCHIATRIC

Memory loss or confusion ……………..  No  Yes 

Nervousness ……………..…………….. No  Yes 

Depression …………..…..……………..  No  Yes 

 ENDOCRINE

Hormone problem (Explain) ….………..  No  Yes 

Thyroid disease …………….…………..  No  Yes 

Diabetes ……………..…..……………..  No  Yes 

Excessive thirst or urination.…….……..  No  Yes 

Heat or cold intolerance …...…………..  No  Yes 

 HEMATOLOGIC/LYMPHATIC

Bleeding or bruising tendency ……….. . No  Yes 

Anemia ………………....…………….. . No  Yes 

Phlebitis ………….……..…………….. . No  Yes 

Past transfusion ………………….….....  No  Yes 

 KNOWN DRUG ALLERGY……………………………………….. 
REVIWED BY…………………………………………………………. 



              301 Maple Avenue West, Suite 120  

Vienna, Virginia 22180 

Phone: (703) 938-8885    

Fax: (703)242-2437 

 

 

MEDICATION RECORD 
Please write the name, dosage and frequency of all medication you are currently taking 

 
Name______________________________________ Date of Birth: _________________ Date: ____________________ 

 

 

 

       MEDICATION NAME 

 

DOSAGE 

 

FREQUENCY 

 

    PRESCRIBER 

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

   

 

 

PLEASE RECORD ALL ALLERGIC REACTIONS TO DRUGS: 

 
1- ………………………………………………………………………………………………... 

2- …………………………………………………………………………………………………. 

3- ………………………………………………………………………………………………….. 

4- ………………………………………………………………………………………………….. 

5- ………………………………………………………………………………………………….. 
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NOTICE OF PRIVACY POLICY  
 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO 
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  

Revised June 30, 2024 

A. OUR COMMITEMENT TO YOUR PRIVACY  
As required by the Privacy Regulations Created as a Result of the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA), we provide this Privacy Notice to our patients. Our practice is dedicated to maintaining the 
privacy of your Protected Health Information (PHI). In conducting our business, we will create records regarding 
you and the treatment and services we provide to you.  We are required by law to maintain the confidentiality of 
health information that identifies you. We are also required by law to provide you with this notice of our legal 
duties and the privacy practices that we maintain in our practice concerning your PHI. By federal and state law, 
we must follow the terms of the notice of privacy practices that we have in effect at the time.  
The terms of this notice apply to all records containing your PHI that are created or retained by our practice. We 
reserve the right to revise or amend this Notice of Privacy Practices.  Any revision or amendment to this notice 
will be effective for all of your records that our practice has created or maintained in the past, and for any of your 
records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our 
offices in a visible location at all times, on our website www.edcmed.com, and you may request a copy of our 
most current Notice at any time.  

If you have any questions about this notice, please contact our Privacy Officer by calling 703‐938-8885 or in 
writing at 301 Maple Avenue West Suite 120, Vienna VA 22066.    

 

B. WE MAY USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION (PHI) 
IN THE FOLLOWING WAYS  
The following categories describe the different ways in which we may use and disclose your PHI:   

1. Treatment. Our practice may use your PHI to treat you.  For example, we may ask you to have 
laboratory test  
(such as blood or urine tests), and we may use the results to help us reach a diagnosis.  We might 
use your PHI in order to write a prescription for you, or we might disclose your PHI to a 
pharmacy when we order a prescription for you.  Many of the people who work for our 
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practice—including, but not limited to, our doctors and nurses—may use or disclose your PHI in 
order to treat you or to assist others in your treatment.  Additionally, we may disclose your PHI 
to others who may assist in your care, such as your spouse, children or parents.  Finally, we may 
also disclose your PHI to other health care providers for purposes related to your treatment.  

2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for 
the services and items you may receive from us. For example, we may contact your health 
insurer to certify that you are eligible for benefits (and for what range of benefits), and we may 
provide your insurer with details regarding  
your treatment to determine if your insurer will cover, or pay for, your treatment.  We may also 
use and disclose your PHI to obtain payment from third parties that may be responsible for such 
costs, such as family members.  Also, we may use your PHI to bill you directly for services and 
items.  We may disclose your PHI to other health care providers and entities to assist in their 
billing and collection efforts.  If your treatment is paid for out of pocket in full, and you wish the 
treatment not be disclosed to your insurance plan, we will honor that restriction request as long 
as it is made in writing prior to services being rendered.  

3. Health Care Operations. Our practice may use and disclose your PHI to operate our business.  
As examples of the ways in which we use and disclose your information for administrative and 
clinical purposes, our practice may use your PHI to evaluate the quality of care you received 
from us, or to conduct cost‐management and business planning activities for our practice.  We 
may disclose your PHI to other health care providers and entities to assist in their health care 
operations.   

4. Disclosures Required by Law. Our practice will use and disclose your PHI when we are 
required to do so by federal, state or local law.    

  

C. USE AND DISCLOSURE OF YOUR PHI IN CERTAIN SPECIAL CIRCUMSTANCES  
  

The following categories describe unique scenarios in which we may use or disclose your identifiable health 
information:   
  

1. Public Health Risks. Our practice may disclose your PHI to public health authorities that are 
authorized by law to collect information for the purpose of:   
• Maintaining vital records, such as births and deaths  
• Reporting child abuse or neglect  
• Preventing or controlling disease, injury or disability  
• Notifying a person regarding potential exposure to a communicable disease  
• Notifying a person regarding a potential risk for spreading or contracting a disease or 

condition  
• Reporting reactions to drugs or problems with products or devices  
• Notifying individuals if a product or device they may be using has been recalled  
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• Notifying appropriate government agency(ies) and authority(ies) regarding the potential 
abuse or neglect of an adult patient (including domestic violence); however, we will only 
disclose this information if the patient agrees or we are required or authorized by law to 
disclose this information  

• Notifying your employer under limited circumstances related primarily to workplace injury 
or illness or medical surveillance.  

2. Health Oversight Activities. Our practice may disclose your PHI to a health oversight agency 
for activities authorized by law.  Oversight activities can include, for example, investigations, 
inspections, audit, surveys, licensure and disciplinary actions; civil, administrative, and criminal 
procedures or actions; or other activities necessary for the government to monitor government 
programs, compliance with civil rights laws and the health care system in general.  

3. Lawsuits and Similar Proceedings. Our practice may use and disclose your PHI in response to 
a court or administrative order, if you are involved in a lawsuit or similar proceeding.  We also 
may disclose your PHI in response to a discovery request, subpoena, or other lawful process by 
another party involved in the dispute, but only if we have made an effort to inform you of the 
request or to obtain an order protecting the information the party has requested.  

4. Law Enforcement. We may release PHI if asked to do so by a law enforcement official:   
• Regarding a crime victim in certain situations, if we are unable to obtain the person’s 

agreement  
• Concerning a death, we believe has resulted from criminal conduct  
• Regarding criminal conduct at our office.  
• In response to a warrant, summons, court order, subpoena or similar legal process  
• To identify/locate a suspect, material witness, fugitive or missing person  
• In an emergency, to report a crime (including the location or victim(s) of the crime, or the 

description, identity or location of the perpetrator)  
5. Serious Threats to Health or Safety. Our practice may use and disclose your PHI when 

necessary to reduce or prevent a serious threat to your health and safety or the health and safety 
of another individual or the public.  Under these circumstances, we will only make disclosures to 
a person or organization able to help prevent the threat.    

6. Military. Our practice may disclose your PHI if you are a member of the U.S. or foreign military 
forces (including veterans) and if required by the appropriate authorities.   

7. National Security. Our practice may disclose your PHI to federal officials for intelligence and 
national security activities authorized by law. We may also disclose your PHI to federal officials 
in order to protect the President, other officials or foreign heads of state, or to conduct 
investigations.  

8. Inmates. Our practice may disclose your PHI to correctional institutions or law enforcement 
officials if you are an inmate or under the custody of a law enforcement official. Disclosure for 
these purposes would be necessary: (a) for the institution to provide health care services to you, 
(b) for the safety and security of the institution, and/or (c) to protect your health and safety or the 
health and safety of other individuals.  
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9. Workers’ Compensation. Our practice may release your PHI for workers’ compensation and 
similar programs.  

10. Business Associates. Some of the services provided by AOC are provided through contracts with 
business associates (for example, medical billing services).  When these services are contracted, 
we may disclose your PHI to our business associate so that they can perform the job we’ve asked 
them to do.  To protect your health information, however, we require the business associate to 
appropriately safeguard your information.   

11. Future Communications. We may communicate to you via mailings or other means regarding 
appointment reminders, treatment alternatives or other health related benefits and services that 
may be of interest to you.  Additionally, should we ever expect that there has been a security 
breech involving your PHI we are required to notify you.   

  

D. YOUR RIGHTS REGARDING YOUR PHI  
You have the following rights regarding the PHI that we maintain about you:   

1. Authorization Required. We are required to have a written authorization from you prior to the 
release of your PHI for the following uses: (a) uses and disclosures of PHI for marketing 
purposes; (b) disclosures that involve the sale of PHI; and (c) general uses and disclosures of 
psychotherapy notes.    

2. Confidential Communications.  You have the right to request that our practice communicate 
with you about your health and related issues in a particular manner or at a certain location. For 
instance, you may ask that we contact you at home, rather than work.  In order to request a type 
of confidential communication, you must make a written request to our Privacy Officer, 
specifying the requested method of contact, or the location where you wish to be contacted.  Our 
practice will accommodate reasonable requests. You do not need to give a reason for your 
request.  

3. Requesting Restrictions. You have the right to request a restriction in our use or disclosure of 
your PHI for treatment, payment or health care operations.  Additionally, you have the right to 
request that we restrict our disclosure of your PHI to only certain individuals involved in your 
care or the payment for your care, such as family members and friends.  We are not required to 
agree to your request; however, if we do agree, we are bound by our agreement except when 
otherwise required by law, in emergencies, or when the  
information is necessary to treat you. In order to request a restriction in our use or disclosure of 
your PHI, you must make your request in writing to our Privacy Officer. Your request must 
describe in a clear and concise fashion: (a) The information you wish restricted; (b) Whether you 
are requesting to limit our practice’s use, disclosure or both; and (c) To whom you want the 
limits to apply.  

4. Inspection and Copies. You have the right to inspect and obtain a copy of the PHI that may be 
used to make decisions about you, including patient medical records and billing records, but not 
including psychotherapy notes.  You can request this information in electronic form or in hard 
copy based on your personal preference.  The practice may charge a reasonable fee to cover the 
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cost of producing the copy.  You must submit your request in writing to our Privacy Officer in 
order to inspect and/or obtain a copy of your request. Our practice may deny your request to 
inspect and/or copy in certain limited circumstances; however, you may request a review of our 
denial. Another licensed health care professional chosen by us will conduct reviews.  

5. Amendment. You may ask us to amend your health information if you believe it is incorrect or 
incomplete, and you may request an amendment for as long as the information is kept by or for 
our practice. To request an amendment, your request must be made in writing and submitted to 
our Privacy Officer.  You must provide us with a reason that supports your request for 
amendment. Our practice will deny your request if you fail to submit your request (and the 
reason supporting your request) in writing. Also, we may deny your request if you ask us to 
amend information that is in our opinion: (a) accurate and complete; (b) not part of the PHI kept 
by or for the practice; (c) not part of the PHI which you would be permitted to inspect and copy; 
or (d) not created by our practice, unless the individual or entity that created the information is 
not available to amend the information.  

6. Accounting of Disclosures. All of our patients have the right to request an “accounting of 
disclosures.” And “accounting of disclosures” is a list of certain non‐routine disclosures our 
practice has made of your PHI for non‐treatment, non‐payment or non‐operations purposes. Use 
of you PHI as part of the routine patient care in our practice is not required to be documented. 
For example, the doctor shares information with the nurse; or the billing department used your 
information to file your insurance claim. In order to obtain an accounting of disclosures, you 
must submit your request in writing to our Privacy Officer.  All requests for an  
“Accounting of disclosures” must state a time period which may not be longer than six (6) years 
from the date of disclosure. The first list you request within a 12‐month period is free of charge, 
bout our practice may charge you for additional lists within the same 12‐month period. Our 
practice will notify you of the costs involved with additional requests, and you may withdraw 
your request before you incur any costs.  

7. Right to a Paper Copy of this Notice. You are entitled to receive a paper copy of our Notice of 
Privacy Practices. You may ask us to give you a copy of this notice at any time. To obtain a 
paper copy of this notice, contact our Privacy Officer at 703‐892‐6500.  

8. Right to File a Complaint. If you believe your privacy rights have been violated, you may file a 
complaint with our practice or with the Secretary of the Department of Health and Human 
Services. To file a complaint with our practice, contact our Privacy Officer. All complaints 
must be submitted in writing. You will not be penalized for filing a complaint.  

9. Right to Provide an Authorization for Other uses and Disclosures. Our practice will obtain 
your written authorization for uses and disclosures that are not identified by this notice or 
permitted by applicable law.  Any authorization you provide to us reading the use and disclosure 
of your PHI may be revoked at any time in writing. After you revoke your authorization, we will 
no longer use or disclose your PHI for the reasons described in the authorization. Please note, we 
are required to retain records of your care.   

If you have any questions regarding this notice or our health information privacy policies, please contact our 
Privacy Officer at 703‐938-888 
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CONSENT FOR RELEASE OF MEDICAL INFORMATION 
 
I request my confidential medical information to be released as I have identified below:   
 

1. Complete section A for medical records release by other entities to Endocrine & Diabetes Center.  
2. Complete section B for medical records release from Endocrine & Diabetes Center to other entities. 

 
Patient Name: __________________________________________ Date of Birth: _____________________ 
 
Address: ________________________________________________________________________________
    (Street)    (City)            (State)                   (ZIP Code) 
Approximate date(s) of treatment: _________________________________ Phone # ___________________ 
  
___ All medical record ___ Operative reports   ___ Pathology/Cytology report  ___ Discharge summary 

___ Laboratory findings ___ Radiology reports  ___ Nuclear Medicine ___ Other: ________ 

This is for the purpose of:  

___ Continuing medical care ___ Confirmatory consultation ___Other:  Specify Reason: ___________ 

 
SECTION A: I hereby authorize the following provider or organization to release the medical 
information of the above patient to Endocrine & Diabetes Center located at 301 Maple Avenue 
West, suite 120, Vienna, VA 22180 
NAME OF THE PHYSICIAN/ORGANIZATION: ______________________________ 
 
Address: ______________________________________________________________________________ 
  (Street)    (City)              (State)                   (ZIP Code) 
  
SECTION B: I hereby authorize the release of medical information on above patient from 
ENDOCRINE & DIABETES CENTER to the following provider/organization:  
 
Name of the physician/ Organization: _________________________________________________________ 
 
Address: _________________________________________________________Fax: ___________________ 
 
Note: There will be charge of $10 handling fee, 50 cents per page up to 50 pages and 25 cents per 
page after that.  
 
Print Patient’s Name: _____________________________________________________________________ 
 
Signature of Patient: ________________________________________________ Date: ________________ 
 
Signature of Legally Authorized Person: ________________________________ Date: ________________ 
 
Signature of witness: _______________________________________________  Date: ________________ 
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Ali M. Safa, MD, FACP, FACE, ECNU & Associates 
 
 
FINANCIAL POLICY  
 
The following information is to outline your financial responsibilities for the professional services by our 
physicians, advanced practice practitioners and staff.  If you have any questions or concerns, please do 
not hesitate to ask a member of our staff for clarification.  
 
FINANCIAL RESPONSIBILITY 
  
1. Endocrine and Diabetes Center requires the completed patient registration form, copy of any 

insurance information and photo identification prior to evaluation and treatment.   
2. Your insurance policy is a contract between you and your insurance company and that you, the 

patient or the guardian, are ultimately responsible for all charges associated with your care regardless 
of insurance coverage.   

3. We only participate with limited number of insurance plans. If we do not participate with your health 
plan, or you do not have insurance coverage, you will be responsible for full payment at the time of 
service. We will provide you with a financial statement that you can submit to your insurance 
company for reimbursement. Obtaining a reimbursement for out or network services is subject to your 
insurance policy and we cannot guarantee payments by your insurance.  

4. All co-pays, deductibles, non-covered services, incidental services and previous balances are due at 
the time of service, unless you have made payment arrangements with our office prior to your 
appointment. If you arrive without your co-pay or prepared to pay your balance, you may be asked to 
reschedule.  

5. The patient will be responsible for payment of “non-covered” or “incidental” services, including but 
not limited to telephone and/or email consultations, dietary instruction, diabetes education or other 
medical care not covered by the insurance policy.  

6. For your convenience, our office accepts cash, check, Visa, MasterCard and American Express  
7. We reserve the right to request a deposit on your credit card at the time you make your first 

appointment 
8. There will be a charge for copying medical records, letters or any medical forms which need to be 

completed by the physician or advanced practice practitioner 
9. If we participate with your insurance, we will bill the claims to your health insurance carrier for all 

services provided by our office. Should your insurance company reimburse you directly, we expect 
payment from you in full within ten (10) days of the receipt of payment  

10. It is your responsibility to provide us with the correct insurance information and to notify our office 
of changes in your health insurance plan 

11. Interest of one and one-half percent (1.5%) per month, eighteen percent (18%) per annum, may be 
charged on all delinquent accounts over sixty (60) days. If your account is past due and has been 
turned over to a collection agency, you will be subject to the full amount of the outstanding balance 
plus any applicable collection agency fees.  Collection agency fees can range from 20-30% more than 
your original balance.  Our billing department is more than willing to work out payment arrangements 
to prevent your account from being forwarded to a collection agency.  

12. All returned checks will be subject to a $25.00 fee 
13. NO SHOW FEE: Please note that we assess a $50.00 No Show Fee for missed appointments, unless 

your appointment has been cancelled 24 hours in advance.  Our patients’ time is very important to us 
and we feel that arriving on time is an integral part of the physician staying on schedule   

14. REFERRAL POLICY: Please obtain the appropriate referral from your primary care physician prior 
to your visit to avoid the possibility of being rescheduled. In case you do not have appropriate 
referral, you may choose to accept full responsibility for all charges and fees related to your 
evaluation and management to be paid at the time of service.   
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