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Financial Policy Statement 

Welcome to Maryland Retina Institute. We are pleased you have chosen our practice for your medical 
care.  We are committed to providing you with the highest quality services available.  We ask that you 
carefully read and sign the following policy.  We must emphasize that, as your medical care provider, our 
relationship is with you and not your insurance carrier.  As a courtesy to you, we will file your claim with 
your insurance company.  However, you are the sole responsible party for all charges incurred and 
guarantee payment thereof. If we are contracted with your insurance company, including Medicare, we 
will accept assignment. You will be responsible for your payment portion at the time of service.  Failure 
to provide necessary referrals and/ or authorizations or failure to provide current, accurate billing 
information will result in all charges for services becoming the sole responsibility of the 
patient/responsible party.   You are expected to understand your benefits coverage and responsibility. 
This includes, obtaining any referrals and/or authorizations, which your insurance company requires 
before care is provided. 
All co-pays, co-insurance and deductibles are due and payable at the time service is rendered. If we 
do not have a contractual obligation with your insurance company, you are responsible for 100% 
of the payments at the time services are rendered. 

If my account becomes assigned to collection agency, I agree to pay 36% collection fees, court costs and 
attorney fees. I understand that Maryland Retina Institute reserves the right at its sole discretion, to waive said 
requirements on a case-by-case basis. 

In consideration of the services performed by Maryland Retina Institute, you agree to abide by the 
terms of this 
Financial Statement. 

  Signature: Date: 

Patient’s Authorization 

I certify that the information I have provided on this form is correct.  I authorize the release of any 
necessary information, including medical information for this or any related claim to the above named 
carrier(s), or in the case of Medicare Part B benefits, to the Social Security Administration and Health 
Care Financing Administration. I permit a copy of this authorization to be used in place of the original.  
I may revoke this authorization at any time in writing. 

Signature: Date:



Maryland Retina Institute 
Acknowledgement Notice of Privacy Practices and Consent 

The Patient hereby consents to the use or disclosure of his/her individually protected health information by Maryland 
Retina Institute in order to carry out treatment, payment, or health care operations. The Patient should review the 
Facility’s Notice of Privacy Practices for Protected Health Information for a more complete description of the potential 
uses and disclosers of such information, and the Patient has the right to review such Notice prior to signing this consent 
form. 

Facility reserves for itself the right to change the terms of its Notice of Privacy Practices for Protected Health Information 
at any time. If the Facility does change the terms of its Notice of Privacy Practices, we will post a summary of the current 
notice in our office with the effective date. You are entitles to a paper copy upon request. 

Patient retains the right to request that the Facility further restrict how his/her protected health information is used or 
disclosed to carry out treatment, payment or health care operations. The Facility does agree to Patient’s requested 
restriction(s), such restrictions are then binding on the Facility. 

At all times, Patient retains the right to revoke this Consent. Such revocation must be submitted to the Facility in writing. 
The revocation shall be effective except to the extent that the Facility has already taken action in reliance on the 
Consent. 

As required by law Maryland Retina Institute has provided you with Notice of Privacy Practices. This notice describes 
information about privacy practices followed by our health care providers, employees, staff and other office personnel. 
It also describes your rights and obligations in which information and records that we may have about your health, 
health status and the healthcare and services you receive at this office may be used or disclosed. 

I HAVE READ AND UNDERSTAND THIS INFORMATION. I AM THE PATIENT OR AM AUTHORIZED TOA CT ON BEHALF OF 
THE PATIENT TO SIGN THIS SEALED DOCUMENT VERIFIYING RECEIPT OF NOTICE OF PRIVAY PRACTICES AND CONSENT TO 
THE ABOVE STATED TERMS. 

___________________________________  ________________________________ 

Patient Signature Please Print Name 

__________________________________  ________________________________ 

Person signing on behalf of Patient Please Print Name 

*Please explain Representative’s Relationship to Patient and include a description of Representative’s Authority to act
on behalf of the Patient: __________________________________________________________________________ 

_______________________________________________________________________________________________ 



Maryland Retina Institute 
Communication Agreement 

I, _____________________________ give the physicians of Maryland Retina 
Institute and their staff permission to discuss the following: 

Diagnosis, Prognosis, and /or treatment information 

Test Results 

Scheduling information 

Billing information 

Other (please specify): ___________________________ 

With the following people: Example (Family, Friends, Etc) - Do Not List Doctors 

____________________Relationship: _________     Phone # _________________ 

____________________Relationship: _________   Phone # _________________ 

____________________Relationship: _________     Phone # _________________ 

I also authorize the physicians of Maryland Retina Institute and their staff to: 

Leave messages on my home answering machine/voice mail 

Leave messages with my family members or others answering the 
phone in my home 

Leave messages on my work answering machine/voicemail 

Signature:_______________________________    Date:________________ 

Note: This form must be filled out completely in order for Maryland Retina Institute to ensure the privacy and 
confidentiality of our patients protected health information. The instructions on this form will be considered 
current until a new Communication Authorization supersedes them. It is the patients’ responsibility to file a new 
form with our office if there are changes in your household situation. Maryland Retina Institute is not 
responsible for undesired communications resulting from the failure of a patient to file a new Communication 
Authorization form. 



Please feel free to add any additional information here that did not fit for you above.
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