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Our Office Policy
 
Laurel Podiatry Associates, LLC
 

Our doctors make every effort to participate with any third party insurance carrier. In 
fact, this practice accepts almost all insurance contracts. We reserve the right to refuse 
assignment of benefits when this office doesn't have a contractual provider relationship 
with your provider. 
However, we cannot render services on assumption that your charges will be paid entirely 
and solely by your insurance company. Certain insurance plans require the patient to pay 
the deductibles, co-insurances, or ineligible services. Many insurance companies require 
a referral form to allow treatment. 

It is the policy ofthis office to have that referralform within 24 hours ofthe 
treatment date. Your carrier will refuse payment, so the chargesfor that day will be 
patient charges. 
All insurance forms processed by this office, prior to payment in full, are assigned to this 
practice. Your cooperation in complying with this matter will be greatly appreciated. 
Most misunderstandings about insurance can be avoided if you understand what your 
policy provides. 

Ifvour carrier refuses payment, then that balance is your responsibility. 

Further, the information that has to be obtained for treatment and billing purposes has to 
be accurate. We require that all patients provide all relevant medical and demographic to 
date to accomplish this. Any additional changes need to be reported at subsequent visits. 

ASSIGNMENT OF BENEFITS 

I hereby authorize, Laurel Podiatry Associates to release any information to insurance 
carriers necessary to process this and any future insurance claims. I hereby assign to, 
Laurel Podiatry Associates, direct payment of medical benefits for all medical charges 
incurred by me or my dependents for services rendered by Laurel Podiatry Associates, 
LLC (Shawn P. Echard, DPM) or under their supervision. I understand that I am 
responsible for any amount not covered by my insurance plan. 

My signature below acknowledges that I am aware of and understand the above described 
practice of Laurel Podiatry Associates, and that I agree to be legally bound to the terms of 
this practice policy. 

Authorization: Date:

Photocopy ofthese assignments shall be valid as the original. 
This is the policy of the office regardless of your authorization. The authorization above 
simply indicates that we have explained the office policy to you and not necessarily your 
acceptance. 



LAUREL PODIATRY ASSOCIATES, LLC
 

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH
 
INFORMATION 

I hereby give my consent for Laurel Podiatry Associates, LLC to use and disclose 
protected health information (PHI) about me to carry out treatment, and payment and 
healthcare operations (TPO). (Laurel Podiatry Associates, LLC's Notice of Privacy 
Practices provides a more complete description of such uses and disclosures.) 

I have the right to review the Notice of Privacy Practices prior to signing the 
consent. Laurel Podiatry Associates, LLC reserves the right to revise its Notice of 
Privacy Practices at anytime. A revised Notice of Privacy Practices may be obtained by 
forwarding a written request to Laurel Podiatry Associates, LLC Privacy Officer at 235 
Humphrey Road, Two Pineview Place Suite #4, Greensburg, PA 1560. 

With this consent, Laurel Podiatry Associates, LLC may call my home or other 
alternative location and leave a message on voice mail or in person in reference to any 
items that assist the practice carrying out TPO. Such as appointment reminders, 
insurance items and any calls pertaining to my clinical care, including laboratory results 
among others. 

With this consent, Laurel Podiatry Associates, LLC may mail to my home or 
other alternative location any items that assist the practice in carrying out TPO, such as 
appointment reminder cards and patient statements as long as they marked Personal and 
Confidental. 

With this consent, Laurel Podiatry Associates, LLC may e-mail to my home or 
other alternative location any items that assist the practice in carrying out TPO, such 
appointment reminder cards and patient statements. I have the right to request that Laurel 
Podiatry Associates, LLC restrict how it uses or discloses my PHI to carry out TPO. 

However, the practice is not required to agree to my requested restrictions, but if 
it does, it is bound by this agreement. 

By signing this form, I am consenting to LAUREL PODIATRY ASSOCIATES, 
LLC's use and disclosure of my PHI to carry out TPO. 

I may revoke my consent in writing except to the extent that the practice has 
already made disclosures in reliance upon my prior to consent. If I do not sign this 
consent, or later revoke it, LAUREL PODIATRY ASSOCIATES, LLC may decline to 
provide treatment to me. 

Signature of Patient or Legal Guardian Print Name of Patient or Legal Guardian 

Patient's Name Date 
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