CONSENT FORM
Authorization for the Release of Medical Information

I authorized the office of Elizabeth Fox, M.D., P.A. to release any and all records. This authorization shall be valid for services and treatment received today and all future visits or treatments.

DATE _________________ SIGNATURE ___________________________________
Authorization for Payment of Claim to Physician

I understand that I am responsible for payment in full of medical services on my behalf or my dependents.  I understand that payment is due at the time of service unless other arrangements have been made.  In the event payments are not received by agreed upon dates, I understand that a 1-1/2% charge (18% APR) may be added to my account.  Any returned check will accrue a fee that will be applied to my balance.
DATE _________________
SIGNATURE ___________________________________
Photographic Consent

The undersigned do hereby authorize Elizabeth Fox M.D., P.A.  to take photos before and after surgery while under her care.  
DATE _________________
SIGNATURE ___________________________________
DATE _________________
WITNESS ______________________________________
Reading and Review of Notice of Privacy Practices

I hereby declare that I have read and reviewed the Notice of Privacy Practices for the office of Elizabeth Fox, M.D., P.A.  This notice describes how health information about me may be used and disclosed, and how I can get access to this information.

DATE_________________ 
SIGNATURE____________________________________
If you are scheduled for removal of a mole or skin lesion, please check with your Insurance Company prior to your appointment to find out if pre-approval is needed.
