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Gastrointestinal Associates, P.A.
CONSENT TO LEAVE INFORMATION

Dear Patient,

Gastrointestinal Associates has adopted a policy that requires their staff to obtain
authorization from the patient to leave detailed messages for the patient if they are not
available. This policy is to protect the privacy of the patient and also to protect
Gastrointestinal Associates and its staff from violating the patient’s confidentiality. If
there is not a signed consent on file, our staff will only leave their name and phone
number on an answering machine, voice mail, or with the person answering the phone
asking the patient to return the call.

By completing the consent form below, you are allowing the staff of Gastrointestinal
Associates to leave a detailed message on an answering machine, voice mail or with a
specified individual. You can specify what information can be left and with whom. By
signing the form you are also consenting to the mailing or faxing of any results request-
ed by you, your primary care physician or another physician involved in your care.

I give my consent to the staff of Gastrointestinal Associates to leave a message regard-
ing treatment, lab results, radiology results, or any other information necessary.

� On an answering machine or voice mail, cell phone or via email at home.

� On an answering machine or voice mail, cell phone or via email at work.

� I do not consent to messages being left at home, work, or with any other 
person. I wish to be contacted directly.

The following individuals may discuss my care and financial responsibilites 
with Gastrointestinal Associates, P.A.

With ______________________________  Relationship ________________________

With ______________________________  Relationship ________________________

Patient Signature___________________________________ Date____________________

Witness__________________________________________ Date___________________
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Gastrointestinal Associates 
Financial Policy 

 
 

Gastrointestinal Associates, PA contracts with several insurance programs.  If you would 
like for our office to file an insurance claim for your services, it is your responsibility to 
present a current insurance card at the time of service.  We will file claims for primary 
and secondary insurances.  We are pleased to be able to provide this service for you, 
however it is your responsibility to inform our office of your insurance policy 
restrictions and guidelines in regard to how often and where you may receive services.  If 
your insurance policy requires prior authorization or a referral from a primary care 
physician, it is your responsibility to obtain that information.  If your insurance policy 
requires that you select a physician from a list of providers, it is your responsibility to 
schedule your appointment with a provider on that list. 
 
Unfortunately, if you do not inform us of requirements in your insurance policy or obtain 
your referral and we order services such as lab work, endoscopic procedures or 
hospitalization, that are not covered, we or the medical facility will have no choice but to 
bill you directly for those charges.  Payment of those charges is your responsibility. 
 
Co-payments and deductibles are due in full at time of service.  Patients with no 
insurance must contact our business office at 913-541-0510 prior to your appointment 
to make satisfactory payment arrangements.  Our business office will call to verify 
insurance benefits on all scheduled procedures.  We will estimate the patient 
responsibility and contact you with that information.  The patient responsibility, which 
includes deductible and co-insurance, is due prior to your procedure.    
 
Gastrointestinal Associates will follow up on unpaid insurance claims.  However, your 
policy is an agreement between you and your insurance company and it is your 
responsibility to assure that claims for your services here are paid. 
 
Gastrointestinal Associates does not file claims to auto or liability insurance.  All charges 
are due at the time of service and we will provide you with the information you need to 
file a claim for reimbursement from the insurance company. 
 
Gastrointestinal Associates does not charge interest on unpaid account balance.  We are 
glad to set up a monthly payment schedule on balances over $100.00, however, we are 
unable to finance balances for longer than 6 months.  Therefore, please be aware that 
any monthly payment plan for deductibles and balances after insurance will only be 
extended for 6 months from the date the insurance payment is received.  This 
arrangement is not available for Remicade balances or balances due before an out-
patient procedure.     
 
 
I have read and understand the financial policy stated above and agree to 
accept responsibility as described. 
 
_________________________________     _______________ 
signature                                                                                  date 
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