






                                      Alford ENT and Facial Plastic Surgery 
                                                 Eugene L. Alford MD FACS 
 
                                             CONSENT FOR TREATMENT 
                                            
                                             All procedures will be explained to you. 
                       Specialized procedures may require and additional consent form.    
 
“I hereby consent to a general and specialized examination of my head, neck, and organ  
systems relating to my condition.  I understand that the examination and treatment may 
include any of the following: 
 
                      General medical history 
                      Inspection of my head, ears, eyes, nose, mouth, throat, and neck 
                      Examination with mirrors or lighted scopes (endoscopy) 
                      Examination of chest, abdomen, and nervous system, when appropriate                       
                      The use of topical or local anesthesia 
                      The application or injection of antibiotics or other therapeutic drugs 
                      The collection of secretions, sputum, or drainage                     
                      Photographic or video documentation of my findings 
 
___”I understand that my medical information, including photographs or videotapes, will 
be handled confidentially, and that my identity will remain anonymous in any 
presentation of case materials. “ 
 
___”I have the right to ask questions regarding the purposes and risk of the examination, 
diagnostic studies, and treatments.” 
 
___”I understand that this consent remain in effect for all subsequent clinic visits to 
Alford ENT and Facial Plastic Surgery, and applies to all medical staff assisting the 
physician.” 
 
___”I am over 18 years of age, and therefore have the legal right to consent to this 
treatment.” 
 
___”I hereby authorize Alford ENT and Facial Plastic Surgery,PLLC to provide any 
information associated with my care to my referring physician, other allied health 
professionals, or my insurance carrier.” 
 
Patient Signature____________________________________Date______________ 
If patient is a Minor(under age 18, unmarried, not financially independent,parent or legal 
guardian MUST SIGN BEFORE patient is examined.  
 
Patient’s name__________________________Patient age______________ 
Signature of parent or legal quardian________________________________ 
Date_______ 



FINANCIAL POLICY 

Thank you for sel~(;ting ~KO!~~L~~_andX~ciall'll!~tic_~l.ll"~el}'X()r_),()l1~~~~~lI:Lcll:r:~._ In_()l"~~l"~~ prev~~t any 

misunderstanding over the responsibility of payment for cosmetic, medical and surgical services provided to our 

patient, we supply you with the following information: 


The patient, guarantor, or the person bringing the patient (if patient is a minor), is responsible for payment of 

services provided at the time of the office visit, test or procedure. In case of divorced parents, the parent bringing 

the child to the office is responsible for payment at the time of service. 


We accept cash, personal checks and credit cards (Discover, Visa, MasterCard). NSF charge of $25 will be 

charged for non sufficient checks. 


ContractedINon Contracted Insurance Coverage 

If a referral from your Primary Care Physician is required by your insurance plan, it is your responsibility to bring 

this referral with you at the time of your visit. If you have coverage through insurance company that has a contract 

with Dr. Eugene Alford, M.D. we require a copy of your insurance card and payment of your deductible and/ or co­

insurance at the time of service. If your insurance is not contracted through Dr. Eugene Alford, M.D. we require 

copy of insurance card, and payment of your deductible and co-insurance at the time of service. We will file the 

claim as a service to you. 

Medicare 

Office visits to a doctor are covered under Part B of the Medicare program. Medicare pays 80% of their allowable 

charges after you pay the $135.00 annual deductible for the calendar year, and you are responsible for any non­

covered services. If you have supplemental insurance, we will be glad to file it for you. 


Family and Medical Leave Act (FMLA) and/or Disability Forms 

There is a $25.00 fee for filling out necessary paperwork per incident. This fee is due before forms can be filled out. 


Medical Records 

To obtain a copy of your medical records there will be a fee charged to the patient in the amount of $25.00. 


Cosmetic Consultations 

The initial cosmetic consultation fee is $125.00. If surgery is scheduled within 90 days of the initial consultation, 

the fee of$125.00 is credited to your surgery deposit. A detailed price quote for surgery fees will be given to you at 

the time of your appointment. Dr Alford's surgery fees are effective for 90 days. 


"I have read all the information above and agree that, regardless of my insurance status, I am responsible for my 
account balance for any professional services rendered. Disclosed, non-covered medical services are my 
responsibility." 
"In the event my insurance company is billed, I irrevocably assign and transfer benefits to Alford ENT and Facial 
Plastic Surgery. A photocopy of this agreement shall be considered as effective and valid as the original." 

Signature of responsible party Date,~~~~~~~~~~ 

Signature of patient (or guardian) Date=========~ 
I authorize the release of any medical information necessary to process my claims. 
5/5/10 


















