


ASSIGNMENT AND RELEASE

)�฀THE฀UNDERSIGNED�฀CERTIFY฀THAT฀)฀�OR฀MY฀DEPENDANT	฀HAVE฀INSURANCE฀COVERAGE฀AS฀SPECIlED฀ABOVE�฀฀)฀ASSIGN฀DIRECTLY฀TO฀

$R�฀7EISHAR฀ALL฀INSURANCE฀BENElTS�฀IF฀ANY�฀OTHERWISE฀PAYABLE฀TO฀ME฀FOR฀THE฀SERVICES฀RENDERED�฀฀)฀UNDERSTAND฀THAT฀)฀AM฀

financially responsible for all charges whether or not paid by the insurance.  I hereby authorize Dr. Weishar to release all 

information necessary to secure payment of benefits.

I will be responsible for a missed appointment fee.

Responsible Party Signature  _______________________________________________ Date______/______/_______

HIPAA PRIVACY PRACTICES NOTIFICATION

)�฀THE฀UNDERSIGNED�฀HAVE฀BEEN฀ISSUED฀�IF฀REQUESTED	฀THE฀()0!!฀.OTICE฀OF฀0RIVACY฀0RACTICES฀AND฀THIS฀OFlCE�S฀h0ATIENT฀

2IGHTS฀AND฀2ESPONSIBILITIESv�฀)฀FULLY฀UNDERSTAND฀THAT฀3PRINGHOUSE฀$ERMATOLOGY�฀0�#฀IS฀REQUIRED฀BY฀LAW฀TO฀MAINTAIN฀

the privacy of my medical and health information. I acknowledge that the Practice will use and disclose any health 

INFORMATION฀FOR฀THE฀PURPOSES฀OF฀TREATING฀ME�฀OBTAINING฀PAYMENT฀FOR฀SERVICES฀REFERRED฀TO฀ME฀AND฀CONDUCTING฀HEALTH฀CARE฀

operations.

Signature of Patient  ______________________________________________________ Date______/______/_______

CONSENT FOR THE GENERAL MINOR PROCEDURES NECESSARY TO THE PRACTICE OF DERMATOLOGY

AUTHORIZATION FOR MEDICAL TREATMENT, ADMINISTRATION OF LOCAL ANESTHESIA AND THE 

PERFORMANCE OF MINOR SURGERY AND/OR PROCEDURES.

�	฀)฀DO฀HEREBY฀AUTHORIZE฀THE฀USE฀OF฀AND฀THE฀ADMINISTRATION฀OF฀SUCH฀DRUGS�฀ANESTHETICS�฀AND฀OTHER฀TREATMENTS�฀INCLUDING฀

THE฀PERFORMANCE฀OF฀A฀SKIN฀BIOPSY�฀THE฀USE฀OF฀CRYOSURGERY฀WITH฀LIQUID฀NITROGEN�฀AND฀THE฀INJECTION฀OF฀INTRALESIONAL฀

KENALOG฀�CORTISONE	�฀SHOULD฀ANY฀OF฀THESE฀BE฀DEEMED฀ADVISABLE�฀DESIRABLE�฀OR฀NECESSARY฀FOR฀DIAGNOSTIC�฀THERAPEUTIC�฀OR฀

INVESTIGATIONAL฀PURPOSES฀BY฀-ARGO฀7EISHAR�฀-$�฀OR฀BY฀ANY฀PHYSICIAN�฀PHYSICIAN฀ASSISTANT฀OR฀APPROPRIATELY฀TRAINED฀AND�OR฀

LICENSED฀HEATH฀CARE฀PERSONNEL฀ON฀THE฀STAFF฀OF฀3PRINGHOUSE฀$ERMATOLOGY�฀FOR฀OR฀UPON฀ME฀OR฀MY฀MINOR�

)฀UNDERSTAND฀THAT฀ANY฀OF฀THE฀ABOVE฀PROCEDURES฀MAY฀HAVE฀SOME฀UNWANTED฀EFFECTS�฀WHICH฀INCLUDE�฀BUT฀ARE฀NOT฀LIMITED฀TO฀

PERMANENT฀SCARRING�฀PERMANENT฀DISCOLORATION฀OF฀THE฀SKIN฀AT฀THE฀THE฀SITE฀OF฀TREATMENT�฀ATROPHY฀�THINNING฀OR฀DEPRESSION฀

OF฀THE฀SKIN	�฀INFECTION�฀BLEEDING�฀NERVE฀DAMAGE฀RESULTING฀IN฀TEMPORARY฀OR฀PERMANENT฀NUMBNESS฀ORE฀TEMPORARY฀OR฀

permanent loss of function of certain muscles (paralysis).

�	฀)฀FURTHER฀CONSENT฀TO฀THE฀EXAMINATION฀FOR฀DIAGNOSTIC�฀INVESTIGATIONAL฀PURPOSES�฀AND฀DISPOSAL฀BY฀AUTHORITIES฀OF฀THE฀ABOVE฀

NAMED฀MEDICAL฀FACILITY฀OR฀ITS฀DESIGNATES฀HEREIN�฀OF฀ANY฀TISSUE฀OR฀PARTS฀WHICH฀MAY฀BE฀REMOVED�

3) I recognize the practice of medicine and surgery is not an exact science and I acknowledge that no guarantees or 

assurances have been made to me concerning the results of such procedures.

I CERTIFY THAT I HAVE READ, FULLY UNDERSTOOD AND RECEIVED A COPY OF THE ABOVE CONSENT AND 

THAT I HAVE RECEIVED CLEAR EXPLANATIONS REGARDING THE PROVIDED INFORMATION.

Signature of Patient _______________________________________________________ Date______/______/_______

)F฀PATIENT฀IS฀UNDER฀AGE฀��฀OR฀UNABLE฀TO฀AUTHORIZE฀CONSENT�฀3IGNATURE฀OF฀0ARENT฀OR฀,EGAL฀

Guardian _______________________________________________________________ Date______/______/_______





CREDIT CARD ON FILE POLICY 

 

We request that all patients keep a CREDIT/DEBIT/HSA/FSA card on file. This policy will be 

effective and required beginning July 1, 2018. No exceptions will be made, as this will be used 

for any unpaid balance by your insurance company. Due to the high number of deductible plans, 
and higher patient coinsurance benefits, this has become necessary for our practice. 

Springhouse Dermatology, Inc. will not charge your card on file if you do not have an owed 

balance on your account. You will have 30 days to pay your bill with another payment form if 

preferred, after the Explanation of Benefits (EOB) has explained your responsibility and the bill 
has been sent to you. As a courtesy, our practice will call prior to charging the card on file for 

any balance that is over $250.  

Once your credit card information is entered in our system, it is encrypted and cannot be viewed 
or accessed by our organization. The iTransact Group LLC is registered with Visa, MasterCard, 

American Express, Discover and independently certified. We will not retain your credit card 

information in this office.  

Charges will be made ONLY after the claim has been adjudicated by your insurance and you 

will have received an EOB from your insurance detailing the amount billed. Circumstances when 

your card would be charged include but are not limited to the following: missed appointments, 

co-payments, deductibles and co-insurance, and non-covered services and/or denial of 
services. 

 

 

I HAVE READ AND UNDERSTAND THE FINANCIAL, CREDIT CARD ON FILE, AND OFFICE 

POLICIES OF SPRINGHOUSE DERMATOLOGY INC.  

Patient Signature ____________________________________________ Date____/____/____ 

Signature of Parent  __________________________________________ Date____/____/____ 

(for patients under 18) 

        NexTrust Bill Flash 

01/01/2019


