Monica Roberson, M.D.
Treatment Authorization: I authorize medical and health care treatment of myself or my minor child by Monica
Roberson, M.D.
Privacy Statement: While Dr. Roberson is not required to follow the privacy requirements under the Health Insurance
Portability and Accountability Act (HIPAA), she does respect your privacy and will only release information required to
further your treatment, assist you in obtaining payment, managing her own internal operations, or as specifically
authorized by you.
Medical Records Release Authorization: I authorize Dr. Roberson to release my medical information to any physician or
health practitioner to whom I am being referred for care and to any payor of my care including my insurance company or
managed care program upon their specific request.
I also authorize any physician or health care provider I have seen to release my medical records to Dr. Roberson. Such
authorization is effective for a period of one year, and extends to records regarding my minor child, if applicable.
Notice as to Possible Non-Coverage of Services: I understand that because of the non-conventional nature or some of
Dr. Roberson’s services, insurance reimbursement may not be available. My insurance company may not pay for office
visits where the focus of the consultation is on wellness, herbal medicine, or other complementary and alternative
medicine services. Some of the lab tests ordered, particularly those that are used in support of wellness consultations or
are kits sent to the labs using innovative approaches to diagnostics may not be reimbursed.
Financial/Insurance Responsibility: I understand that Dr. Roberson does not participate in any insurance plans. I
understand and agree that Dr. Roberson does not take assignment, which means that payment will be required at each
visit. I understand that while Dr. Roberson’s office may assist me in submitting a superbill, I am ultimately responsible
for submitting these claims to the insurer if I am interested in requesting reimbursement for my visit fee. I understand
and agree that I am responsible for all charges incurred for all treatment rendered, including procedures and laboratory
tests, even if my insurance company determines that any services are non-covered or excluded, or, in their opinion, are
unreasonable or not medically necessary.
Claim Management: I understand that it is my responsibility to know my plan benefits. Dr. Roberson may offer some
assistance, but given the uncertainty that pervades insurance decisions, cannot be responsible for any information that
turns out to be incorrect. Dr. Roberson will respond to insurance requests for information, but will not be obligated to
take action on my behalf against an insurance carrier for collecting or negotiating my insurance claim.
Cancellation Fee: A cancellation fee of $50 will be assessed for missed appointments not cancelled with more than 48
hours notice. A cancellation fee of half the cost of the appointment will be assessed for no-show appointments without
any prior notice.
Notice to Medicare Patients: Dr. Roberson has opted out as a Medicare provider.
No Guarantees: I am aware that no practice of medicine is an exact science, and acknowledge that there are and can be
no guarantees as to accuracy or outcomes of any diagnoses or treatments I receive.
Duration/Revocation of Authorization: The authorization may be revoked by me in writing at any time. Such revocation
will not affect my financial responsibility to pay for services rendered. I also certify that I am here to receive health care
and for no other purpose.

_________________________________
Signature

What  to  Expect
Thank you for making the decision to focus on your health. We look forward to
partnering with you. Our goal is to help you solve your health problems and
promote a healthy lifestyle.
In order to give you the extended time and attention necessary to treat you in an
integrative manner, you can expect that each new patient visit with the physician
will take one hour. The time scheduled for established well-woman visits and
follow-up is thirty minutes. During your visit we will listen carefully to your health
concerns, review your medical history, and perform a physical examination as
deemed necessary. We will work as a team to develop an individualized plan for
you to reach your specific health goals.
Our plan is for you to be seen at your scheduled time (just like the schedule at a
spa). This will allow you to maintain your own schedule on the day of the
appointment. In order to achieve this goal, we request that you complete your
new patient forms prior to arrival. However, if this is not possible, please arrive
thirty minutes prior to the appointment time.
Payment is due at the time of service. We currently accept cash, check, or credit
card. We do not accept insurance but will be happy to help you submit your
insurance claim before you leave our office.

We   require   two   working   days’   notice   for   a   changed   or   cancelled  
appointment due to the time allotted per visit. A $50.00 cancellation
fee will apply for a missed appointment.
______
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