
 Consent to Care and Treatment 
 

CalvertHealth Medical Group   |   100 Hospital Road |   Prince Frederick, MD  20678 
|   CalvertHealthMedicalGroup.org 

Patient Name: ____________________________________ DOB: _____________________________________ 
 
As a patient, you have the right to be informed about the state of your health and any recommended 
medical, diagnostic or surgical procedure that will be used in the course of your care at this practice so 
that you may make informed decisions as to whether or not to undergo any recommended treatment.  
 

If you have been a patient of this practice prior to signing this consent, any medical conditions and/or treatment 
plans have already been discussed with you and you consent to the ongoing care and treatment that has been 
defined.  
 

If you are a new patient with this practice, no specific treatment plan has yet been recommended. 
 

This consent form gives us your permission to examine you and perform the evaluations necessary to evaluate 
your health and identify any conditions that may be affecting it.  It also gives us your consent to recommend 
appropriate treatment for any conditions identified during the course of your care and treatment.  
 

By signing this consent, you are giving us your permission to perform reasonable and necessary medical 
examinations and testing in order to assess your health and recommend treatment. You authorize this practice, 
your assigned physician and/or advanced practice clinician (Nurse Practitioner or Physician Assistant), and any 
employee working under the direction of the physician or other advanced practice clinician, to provide medical 
care to you.  This medical care may include services and supplies related to your health and may include but not 
limited to preventative, diagnostic, therapeutic, rehabilitative, maintenance, palliative care, counseling, 
assessment or review of physical or mental status/function of the body and the prescribing of drugs, devices, 
equipment or other items required to diagnose and treat a medical condition. This consent includes contact and 
discussion with other health care professionals who may be consulted regarding your care and treatment. 
 

You are also indicating that you intend that this consent is continuing in nature even after a specific diagnosis has 
been made and treatment recommended. The consent will remain fully effective until it is revoked in writing.  
 

You have the right at any time to discontinue services. You have the right to discuss the purpose, potential risks 
and benefits of any test ordered for you in the course of your treatment plan with your physician or health care 
provider. If you have any concerns regarding any test or treatment recommended by your health care provider, 
we encourage you to ask questions.  
 

If additional testing, invasive or interventional procedures are recommended, you will be asked to read and sign 
additional consent forms specific to the test(s) or procedure(s) to be performed.  
 

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its 
contents.  
 

___________________________________________________ _______________________________________ 
Patient Signature (or Guardian if signing for another person) Date 

___________________________________________________ _______________________________________ 
Name of Guardian Relationship to Patient 

 
___________________________________________________ 

 
_______________________________________ 

Witness Witness Name (please print) 



 

 

Patient Financial Policy 
 

CalvertHealth Medical Group  
  CalvertHealthMedicalGroup.org 

Patient Name: ____________________________________ DOB: _____________________________________ 
 
Thank you for choosing CalvertHealth Medical Group (CMHG) as your health care provider. We are committed to 
building a successful provider-patient relationship with you and your family. Please understand that payment of your 
bill is part of your care. This Patient Financial Policy is intended to help avoid misunderstandings by detailing your 
financial obligations. 
 

Insurance: Please confirm your provider is enrolled with your insurance carrier prior to scheduling your visit.   

We participate in most insurance plans, including Medicare. If you are not insured by a plan we accept, or if you choose to submit 
your claim yourself, payment in full is expected at each visit. We will provide you with appropriate documentation so that you can 
submit a claim to your insurance company.  
 

If we do participate in your plan, but you do not have a current insurance card or the designated primary care provider is not a 
CHMG provider, payment is required in full for each visit until we verify coverage. Alternatively, if we do not participate in your 
insurance plan and you choose to see our providers, or if you do not have insurance and choose to see our providers, you will be 
considered ‘self-pay’ subject to the terms defined later in this document. 
 

Proof of Insurance:  If you have insurance and we submit claims on your behalf, we require a copy of your driver’s license or other 
government issued photo ID and your current insurance card at each visit. This information must be provided prior to seeing a 
provider (physician, nurse practitioner or physician assistant).  
 

Claims Submission:  Your insurance benefit is a contract between you and your insurance company, and the charges for any 
services provided are your responsibility. We will submit claims to your insurance (primary and secondary or supplemental) 
company on your behalf. In order to submit claims, we require the patient’s name, address, and date of birth, as well as the 
policyholder’s name, address, and date of birth. This information must match exactly what your insurance company has on file for 
you, including exact name, address, and policy number.  Any missing or incorrect information provided may result in claims being 
denied or reimbursement being delayed, in which case you may become responsible for the full amount of the services provided. 
 

Coverage Changes:  Please notify us before your scheduled appointment if any of your insurance information has changed. This 
includes changes of employer, insurance provider, address, policy number, covered dependents, etc.  Not having up-to-date 
information may result in claims being denied or delays in reimbursement in which case you will become responsible for the full 
amount of the services provided. 
 

Co-Payments:  If your insurance company requires co-payments, those co-payments must be paid at the time of service. We 
collect co-pays during appointment check in.  
 

Deductibles and Out-Of-Pocket Expenses:  We will bill you for any outstanding balance once your insurance company has 
processed your claim and made payment to us. This balance may include your contracted deductible or other out-of-pocket 
expense as determined by your insurance policy. Payment for outstanding balances is expected within 30 days of the statement 
date and/or at your next appointment. 
 

Referrals: It is your responsibility to obtain any necessary referrals from your primary care provider prior to receiving treatment. 
Patients who elect to receive service without a proper referral will be required to sign a waiver and will be expected to pay for 
the service prior to treatment. 
 

Payment:  We accept payment by cash, debit card, check, VISA, MasterCard, Discover, and American Express. All outstanding 
balances must be paid at time of service unless prior arrangements/payment plans have been set up. As a convenience to our 
patients, all CHMG practices are able to collect payments for all other CHMG practices.  
 

Returned Check Fee:  We charge a $25.00 fee for returned checks. In the event a check has been returned the patient must pay by 
credit card or cash. If a second check is returned, in addition to the returned check fee, you will be asked to pay by cash, money 
order, cashiers’ check, or credit card for all future visits. 
 
Patient Signature: ____________________________________________  Today’s Date: __________________________________ 
 



 

 

Patient Financial Policy 
 

CalvertHealth Medical Group  
  CalvertHealthMedicalGroup.org 

Self-Pay: A Self-Pay patient is any patient who does not have health insurance; chooses to submit their own claims, see a CHMG 
provider who does not participate in their health insurance plan, receive a service that requires a referral from their insurance 
company or primary care provider when they do not have the referral with them or receives a treatment they know is not covered 
by their insurance company. 
 

Financial Assistance:  The Practice has payment plans, financial assistance, and sliding fee scale, to uninsured and others with self-
pay balances.  Please ask the office assistant for further information.  
 

Non-Payment:  If a balance remains unpaid past 90 days your account will be transferred to a collection agency or collection 
attorney. In the event your accounts remain in delinquent standing with the collection agency, you may be terminated from the 
medical group.  
  
Minor Patients:  Any adult (parent or guardian) accompanying a minor child to their appointment is responsible for payment for 
all services rendered to the minor child at the time of the appointment.  
 

Physicals:  Department of Transportation (DOT), 500, sports, camp and work physicals are not usually covered by any insurance 
companies. Payment for these services are expected at the time of service.  
 

Personal Injury Claims:  CHMG will bill the current health insurance for treatment covered by the insurance company.  All 
applicable co-pays will be collected at time of service.   
 
Account Consultation:  Providers (physicians, nurse practitioners, physician assistants) are not trained to discuss financial issues 
with patients. Only CHMGs billing staff is trained to discuss your account, including charges, fees, payments, and payment 
arrangements. If you have questions about any of the financial issues related to your account, please contact the billing office at 
410-414-4555.  
 
Worker’s Compensation: Prior authorization is required from your employer before service can be provided.  We require the 
following information for each claim submitted on each date of service: state where injury occurred (i.e. Maryland); date of 
injury; exact location on the body where the injury occurred and that is covered by the claim.  If the claim is denied and you do 
not have health insurance, the charges will become your responsibility. 
 
 
CHMG Billing Contact Information: 
Physical Address Mailing Address 
CHMG Billing Office 
Prince Frederick, MD 20678 
Billing Phone Number:  410-414-4555 

CHMG Billing Department 
P.O. Box 405962 
Atlanta, GA 30384-5692 

  
Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and 
customary charges for our area. Thank you for understanding our financial and payment policy. 
 
 
My signature below certifies that I have read, understand, and agree to the terms of this Patient Financial Policy. 
 

Patient Signature: _________________________________________________ Today’s Date: _________________________ 
 
 
Patient Name: ______________________________________________     DOB: _____________________________________ 
 
 
 
 



 

 
 

Patient Privacy Policy 
 

 

CalvertHealth Medical Group   
CalvertHealthMedicalGroup.org 

 

 
The Right to Obtain a Copy of this Notice. You have the right to a paper copy of this notice at any time. You 
may ask us to give you a copy of this notice at any time. Even if you have agreed to receive this notice 
electronically, you are still entitled to a paper copy of this notice. To obtain a paper copy of this notice, please 
ask at registration or contact our Privacy Officer at the address or phone number located at the end of this 
document. You may obtain a copy of this notice at our website, www.CalvertHealthMedicalGroup.org. 
 

Your Rights Regarding Your Protected Health Information. We are required by law to maintain the privacy of 
your health information and to provide you with this Privacy Notice of our legal duties and privacy practices 
with respect to protected health information. We are required to abide by the terms of the Notice currently in 
effect. We reserve the right to change our privacy practices and this notice. We reserve the right to make the 
revised or changed notice effective for your PHI we already have as well as any information we receive in the 
future. We will post a copy of the current notice. The notice will always contain on the first page, the effective 
date of the Privacy Notice. 
 
COMPLAINTS 
If you believe your privacy rights have been violated, you may file a complaint with us and the Secretary of the 
Department of Health and Human Services. All complaints must be in writing and sent to the address provided 
at the end of this notice. You will not be penalized for filing a complaint. 
 
Contact Information 
If you require further information about this Notice, have privacy issues or believe that your privacy rights have 
been violated, please contact:  

CalvertHealth Medical Group 
Attn: Privacy Officer 
100 Hospital Road 
Prince Frederick, MD 20678 

 
Effective Date 
This Notice is effective January 1, 2020. 
 
By signing this document, I acknowledge that I have read and understood this Privacy Notice and that a copy 
of CalvertHealth Medical Group' Privacy Notice was offered to me. 
 

   
Patient Signature  Date 

 
 

 
Print Name  DOB 

 
 

 
 
 

http://www.calvertphysicianassociates.org/


 

 

No-Show and Late 
Cancellation/Reschedule Policy 

 

CalvertHealth Medical Group  
  CalvertHealthMedicalGroup.org 

 
Patient Name: ____________________________________ DOB: _____________________________________ 

 
Thank you for choosing CHMG as your health care provider. We are committed to building a successful provider-
patient relationship with you and your family. We understand there are times when you must miss a scheduled 
appointment or cannot cancel or reschedule in a timely manner; however, when you do not call to cancel a 
scheduled appointment at least 24 hours prior to the appointment or miss a scheduled appointment without notice, 
you may be preventing another patient from getting much needed treatment. Conversely, the situation may arise 
when another patient fails to cancel and we are unable to schedule you for a visit, due to a seemingly “full” 
appointment book.  
 

To help avoid misunderstandings, we are providing you with our No Show and Late Cancellation/Reschedule Policy.  
For purposes of this policy, a late cancellation is when a patient cancels or reschedules a scheduled appointment but 
provides less than 24 hours’ notice. Late cancellations will be treated as a ‘no-show’ per CHMG policy.  
 

The following policies will apply to ‘no-shows’ and late cancellations/reschedules, combined, on a rolling 12 
month period. 
 

‘No-Shows’ and late cancellations/reschedules for Office Visits: 
 

• First offense will prompt a warning letter to the patient regarding their no-show or late cancellation/ reschedule 
occurrence and a notation will be made in the patient’s chart.   

 

• Second offense will prompt a phone call from the practice to the patient and 2nd warning letter will be sent to the 
patient.  

 

• Third offense will prompt the patient to be discharged from the practice. The patient will receive a letter of 
discharge by certified mail and the patient portal.  

 

‘No-Shows’ or late cancellations/reschedules for Procedure: 
 

• Patient will automatically be charged a $100 ‘no-show’ or late cancellation/reschedule fee. The practice staff will 
print a copy of the signed No-Show and Late Cancellation/Reschedule Policy along with the fee ticket, and mail to 
the patient. 

 

Additional Information: 
 

The No-Show and Late Cancellation/Reschedule Policy is not provider specific but applies across all CHMG practices, 
such that a no-show or late cancellation/reschedule for one provider could impact the patient’s ability to schedule 
appointments with another CHMG provider. For a listing of all CalvertHealth Medical Group providers and 
practices, please go to CalvertHealthMedicalGroup.org. 
 
All applicable no-show and late cancellation/reschedule fees must be paid prior to scheduling future appointments 
with any CHMG provider.   
 
My signature below certifies that I have read, understand and agree to the terms of the No Show and Late 
Cancellation/Reschedule Policy. 
 
 
Patient Signature: _______________________________________________ Today’s Date:___________________ 



 

                     
  Medical Information 

Release  
  

CalvertHealth Medical Group  
CalvertHealthMedicalGroup.org 

 
Patient Name:   ____________________________DOB:  ___________________Date:___________________ 

Address:   ________________________________________________________________________________ 

Phone:  HOME:  ______________________WORK: ______________________CELL:_____________________ 

Preferred Phone Contact, please circle:    HOME      WORK     CELL 

Do you authorize for a detailed message to be left on your above Preferred Phone?     ____YES    ____NO 

Primary Care Provider:  __________________________________________Phone:______________________ 

Referring Provider:  _____________________________________________Phone: ______________________ 

Pharmacy:   ___________________________________________Pharmacy Phone: ______________________ 

 
I give the following person/people permission to have access to all of my medical information that pertains to 
the following provider:  CalvertHealth Medical Group Obstetrics & Gynecology  
I give permission for a detailed message to be left on the following designees telephones:      ___YES   ___NO 
 
  Name         DOB       Relationship to Patient       Phone Number 
 
1. _________________________ _________ ___________________________ __________________ 

2. _________________________ _________ ___________________________ __________________ 

3. _________________________ _________ ___________________________ __________________ 

4. _________________________ _________ ___________________________ __________________ 

5. _________________________ _________ ___________________________ __________________ 

This form does not authorize the release of printed copies of your Medical Records to the individuals listed; 
please complete the Authorization for the Release of Health Information (Medical Records) form for the 
release of records.  
 
This authorization to release will expire in one (1) year from the date signed unless an earlier date is specified:  
Please expire on:  ________________________ 
 
_____________________________________________  ________________________________ 
Patient Signature       Date 
 
_____________________________________________  ________________________________ 
Witness        Date 
 
_____________________________________________  ________________________________ 
Witness Name (Please Print) 
 
Please return this form to the Provider’s office or FAX it to the office at:   410-414-4741
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