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Patient Name: 	 Date of Birth: 	
Consent & Signature: You must sign this form before receiving services. Changes to this form are not accepted and will be considered invalid.
Payment: You understand that you are being seen at a self-pay only clinic. You understand that all of your medical services will be coded as self-pay and not billed to your insurance carrier. You shall not submit a claim to your insurance for charges from services rendered to you. You understand that you will receive an estimate for the charges, and at the time of check-in you will be required to pay the amount communicated to you. You understand that there may be additional charges if more procedures or services are rendered to you and that you will be required to pay for those services before leaving the office. 
Cosmetic procedures must be paid in full before treatment. Cosmetic products are non-refundable, unless defective or causing an unanticipated reaction. 
A $20 fee applies for bounced payments. If your account goes to collections, you’ll be responsible for legal and collection fees. Your visits may become public record. 
Bad Debt Accounts: If your account is in bad debt, you may need to pay $150 upfront before your next appointment. This payment may be used to cover any outstanding balance. This rule does not apply to patients under bankruptcy protection.
Procedure Pricing Estimates: If you’d like a cost estimate for a procedure, you must request it in writing before your appointment, unless the law requires otherwise. Verbal estimates are not provided. You understand that procedure estimates are only provided in writing. Written estimates must be requested prior to the appointment unless otherwise required by law.
Patient Communications & Consent Summary: Forefront Dermatology may contact you using the phone number(s) or email address you provide. This may include:
· Leaving messages on your voicemail or with someone who answers your phone and can confirm your identity.
· Sending emails, text messages, or postcards about appointments, test results, billing, or medical questions you've asked.
These communications will follow HIPAA and state privacy laws.
You also give permission to receive automated calls, texts, and emails from Forefront or its representatives. These may include: 
Appointment reminders        Lab or pathology results        Billing and payment updates
By providing your contact information, you agree to receive these messages. You can opt out at any time by replying “STOP” or using another method we provide.
Research: You authorize Forefront to contact you regarding any research study in which you may be eligible to participate relating to your care.
Open Payments Database Notice: The Open Payments database is a federal tool used to search payments made by drug and device companies to physicians and teaching hospitals. It can be found at https://openpaymentsdata.cms.gov.
The undersigned hereby agrees to these terms as the patient or legal representative of the above referenced patient if the patient does not have the legal capacity to agree (for example: minors under the age of 18 (19 in the state of Alabama or Nebraska) or incapacitated patients with an active power of attorney).


	until revoked
Signature of Patient or Legal Representative	Date

Relationship to Patient	                            
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