








Liza H. Alexander, D.P.M.
2700 N. Bellflower Blvd., Suite 312
Long Beach, CA 90815

CANCELLATIONS AND MISSED APPOINTMENTS NOTICE

When you schedule an appointment at our facility, that time is specifically reserved for you and the doctor. If your
appointment is missed without a cancellation notice within a reasonable amount of time, our facility is not able to

offer that time to another patient in need of our services.

It is our policy that each patient is responsible for every appointment he or she schedules. Patients who fail to show or
do not cancel an appointment, within the specified time, are responsible for time held. The following guidelines apply
to every patient who chooses to schedule future appointments.

1. If you are unable to keep your appointment, a 24 hours notice is required.

2. For any late cancellation or missed appointments, you will be responsible for the charges as follows:

Private Insurance/Cash Patients: There will be a $25.00 fee.

Workers Compensation Insurance: Your insurance will be immediately notified of your missed appointment
and they will be billed 100% of that appointment’s fee.

PLEASE NOTE THAT INSURANCE COMPANIES DO NOT COVER MISSED APPOINTMENT FEES. YOU
WILL BE 100% RESPONSIBLE FOR THE FEES.

3. Any fees for late cancellations or missed appointments are required to be paid in full prior to or at your next
scheduled appointment.

I have read, understood and agree to the above policies.
Patient/Guardian if a minor

Patient/Guardian signature Date



[ NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Liza H. Alexander, D.P.M.
2700 N. Bellflower Blvd., Suite 312
Long Beach, CA 90815

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA), I have
certain rights to privacy regarding my protected health information. I understand that this information can
and will be used to:

¢ Conduct, plan and direct my treatment and follow-up care among the multiple health care providers
who may be involved in the treatment directly and indirectly.
Obtain payment from third-party payers.
Conduct normal health care operations such as quality assessments and physician certifications.

I have received, read and understood the “Notice of Privacy Practices” containing a more complete
description of the uses and disclosure of my health information. I understand that this office has the right to
change its “Notice of Privacy Practices” from time to time and that I may contact this office at any time at
the address above to obtain a current copy.

I understand that I may request in writing that you restrict how my private information is used or disclosed to
carry out treatment, payment or healthcare operations. I also understand that you are not required to comply
with my request.

Patient/Legal Guardian Name Patient/Legal Guardian Signature

Date

OFFICE USE ONLY

I attempted to obtain the signature of the patient or legal guardian acknowledging the receipt of the *Notice
of Privacy Practices” but was unable to do so, as documented below:

Date: | Initials: Reason:




