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Office Policies & Consent 

________________________________________________________________________________________________________________________________ 
 

 

 Payment is due at the time of service.  Non-covered lab fees must be paid to the clinic at the time the doctor 
orders them as the clinic will be incurring lab charges on your behalf.  We accept Cash, Check, MasterCard and 
Visa.  Any unpaid balance after 120 days from the date of service are the responsibility of the patient/guarantor. 

 
 It is your responsibility to notify Seva Family Care of any changes to your insurance coverage and personal 

information. 
 
 Appointment cancellations must be made more than one business day in advance of all routine, scheduled 

appointments to avoid penalty.  Any routine appointments that are not cancelled within one business day or 
missed without any notice are subject to a $25 cancellation fee. 

 
 If you are more than 15 minutes late for your appointment, you may be asked to reschedule.  In this event, the 

$25 cancellation fee may be applied. 
 
 After hours access: If you have an emergency, please call 911.  If you have an urgent medical matter, please call 

our main office number and follow the recorded directions.  Be sure to leave your name, phone number and 
reason for your call.  As this line is used for urgent matters, please do not leave messages for prescription refills, 
appointments, referrals or other non-urgent matters.  We ask that you call during normal business hours to 
handle those non-urgent situations.  

 
 All diagnostic test results require doctor review/interpretation before copies will be provided to you.  You must 

attend an office visit with the Doctor or Physician Assistant to receive interpretation and treatment guidance. 
 
 Any prescribed medical foods, nutrient therapy or hormonal creams must only be taken under the supervision of 

the Doctor or Physician Assistant, and as such, must be dispensed from an approved compounding pharmacy or 
directly from Seva Family Care. 

 
 Healthcare is not an exact science and, therefore, acknowledge that no guarantees are made to me as to the 

results of the examinations, tests, diagnoses or treatment by Seva Family Care or any representative thereof. 
 
 Any prescription medications prescribed by another physician should not be discontinued without the consent of 

the prescribing clinician. 
 
 In the event that Dr. Saxena is not acting as your primary care physician, she recommends that you share your 

care plan and treatments with your primary care physician for safety purposes. 
 

I fully understand and accept the above listed policies, and I do hereby voluntarily consent to evaluation and care with 
Seva Family Care, P.A. including physical exam and any mutually agreed upon diagnostic testing and treatment 
recommendations. 

 
 
  _______________________________    _______________________ 
                            Patient/Guardian Signature             Date 

 
 
  _______________________________    _______________________ 
                   Printed Name             Patient Date of Birth 
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New Patient Consent to the Use and Disclosure of Health Information for 
Treatment, Payment, or Healthcare Operations 
 
 
I, ____________________________, understand that as part of my health care, Seva Family Care, P.A. 
originates and maintains paper and/or electronic records describing my health history, symptoms, 
examinations, test results, diagnoses, treatment and any plans for future care or treatment. 
 
I understand a Notice of Privacy Practices is available for my review.  It provides a complete 
description of information use and disclosure (a copy can be provided upon my request).  I 
understand that I have the following rights and privileges. 
 

 The right to review the notice prior to signing this consent. 

 The right to object to the use of my health information for directory purposes, and 

 The right to request restrictions as to how my health information may be used or disclosed to 
carry out treatment payment or health care operations. 

 
I understand that Seva Family Care, P.A. is not required to agree to the restrictions requested below.  
I understand that I may revoke this consent in writing, expect to the extent that the organization has 
already taken action in reliance theron.  I also understand that by refusing to sign this consent or 
revoking this consent, this organization may refuse to treat me as permitted by Section 164.506 of the 
Code of Federal Regulations. 
 
I further understand that Seva Family Care, P.A. reserves the right to change their notice and 
practices prior to implementation in accordance with Section 164.520 of the Code of Federal 
Regulation.  Should Seva Family Care, P.A. change their notice, they will send a copy of any revised 
notice to the address I have provided, (US mail or e-mail). 
 
I wish to have the following restrictions for the use and disclosure of my health information 
 

 

 

 
I understand that as part of this organization’s treatment, payment, or health care operations, it may 
become necessary to disclose my protected health information to another entity, and I consent to 
such disclosure for these permitted uses, including disclosure via fax. 
 
I fully understand and accept the terms of this consent. 
 
 
____________________________________    __________________________ 
Patient/Guardian Signature      Date 
 
 
____________________________________ 
Patient Name 
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AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 
 
 

I  __________________________________ give permission to Seva Family Care, P.A. to release any 
information, verbally or written, on my behalf to the following persons.   
 
 

PLEASE PRINT 
 

 
 Name:  ____________________________________________________________________________ 
 
 Phone:  (       )                               _        Relationship to Patient:  __________________________ 
 
 
 Name:  ____________________________________________________________________________ 
 
 Phone:  (       )                               _        Relationship to Patient:  __________________________ 
 
 
 Name:  ____________________________________________________________________________ 
 
 Phone:  (       )                               _        Relationship to Patient:  __________________________ 
 
 

This notice will expire upon written notice as provided by patient to Seva Family Care, P.A. 
 
 
 
 
  _______________________________    _______________________ 
                            Patient/Guardian Signature             Date 

 
 
  _______________________________     
              Printed Patient’s Name  
 
 
 
 

  _______________________________    _______________________ 
                                    Witness  Signature             Date 
 
 
 
 
 
 
 
 

 




