




TELEPHONE/ON-LINE E&M SERVICES CONSENT & PAYMENT POLICY 
 
PATIENT’S NAME:  _______________________________________________ DOB: __________________ 
 
DATE OF SERVICE:  _________________________ 
 
CONSENT TO TREAT:  I hereby authorize examination and treatment by members of the Medical Staff of the 
Arkansas Children’s Hospital, residents and interns, and any assistants or designees deemed necessary in their judgment.  
I understand that the examination may include the use of X-rays, laboratory test and other routine diagnostic procedures 
deemed necessary by the physicians.  I realize that among those who attend patients are medical, nursing, and other health 
care personnel in training who may be present during patient care as part of their education.  I am aware that the practice 
of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me as to the 
result of treatment or examinations. 
 
RELEASE OF INFORMATION:  I authorize the release of information concerning this visit as may be required for 
processing reimbursement claims, for audits to verify such claims, and to the referring agency, referring physician, and/or 
family physician. 
 
ASSIGNMENT OF BENEFITS AND GUARANTEE OF PAYMENT:  I hereby authorize payment directly to 
the provider of third-party benefits otherwise payable to me, not to exceed the provider’s regular charges.  I understand 
that I am financially responsible to the provider and I agree to pay the provider all amounts incurred by the above named 
patient not covered by third-party payor.  I hereby authorize the provider to take any and all necessary action to collect, in 
their own names, said benefits directly from the third-party payor.  I consent that any legal action to collect payment for 
services rendered may be brought in Pulaski County, Arkansas, and venue laws are expressly waived. 
 
___________________________________________ ____________________ ___________ ___________ 
Patient/Legal Representative’s Signature   Relationship to patient  Date  Time 
 
______________________________________________________ _____________________________ 
Printed Name of Patient/Legal Representative    Witness’ Signature 
 
PAYMENT POLICY 
Most insurance companies, including Arkansas Medicaid, totally exclude telephone and online encounters as a 
covered benefit. The purpose of this notice is to help you make an informed choice about whether or not you 
want to receive these services, knowing you may have to pay for them yourself.  Please contact your carrier for 
coverage guidelines related to your specific policy. The billing agency is Children’s University Medical Group. 
 
An estimate of charges by visit type is included for your reference.  By signing this notice below, you 
acknowledge understanding that you may be personally responsible for payment of telephone/online 
services. 
 
 Telephone evaluation & management services $26 - $73 
 On line evaluation & management service  $35 
 
___________________________________________ ____________________ ___________ ___________ 
Patient/Legal Representative’s Signature   Relationship to patient  Date  Time 
 
______________________________________________________ _____________________________ 
Printed Name of Patient/Legal Representative    Witness’ Signature 










