
Dear Patient,

Welcome to the Mississippi Breast Center of the Surgical Clinic Associates. We understand how stressful the need for 

medical care can be and would like to help make your visit to our office as smooth as possible.

Please complete the attached patient information sheets and bring with you to your appointment. We will also need to 

have your insurance card(s) and a picture ID to scan into our system.

It is very important for you to have the information listed below at the time of your visit. Please check with your insurance 

company regarding this information BEFORE your appointment.

1. What is the amount of your co-pay?

2. Does your insurance company require that your primary care physician obtain a referral to our office?

3. Is the doctor you are scheduled to see in your network?

4. Which hospital(s) or outpatient surgical facilities are in your network?

5. Do you have out of network benefits?

6. Does your insurance company require precertification or prior authorization?

Please contact us with any additional questions you may have.

Sincerely,

Surgical Clinic Associates, P.A.

____________________________________________________________________________________________________________________________________________________________________________________________________

AMOUNTS DUE FROM PATIENTS FOR OFFICE VISITS ARE EXPECTED TO BE PAID AT THE TIME SERVICE 
IS PROVIDED AND FOR SURGERY WHEN YOUR SURGERY IS SCHEDULED. THIS INCLUDES CO-PAYS, 
CO-INSURANCE, DEDUCTIBLES, NON-COVERED SERVICES AND SELF PAY BALANCES; UNLESS OTHER 
ARRANGEMENTS ARE AGREED TO BY THE SURGICAL CLINIC ASSOCIATES, P.A. 

   



AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION

I hereby authorize the release of my x-ray films and/or my medical records, copies, or such and request they be sent ASAP to:

__________  Scott M. Berry, M.D.

__________  G. Edward Copeland, III, M.D.

__________  Alexander J. Haick, Jr., M.D.

__________  Phillip B. Ley, M.D., F.A.C.S.

__________  Jason G. Murphy, M.D.

_________  Anthony B. Petro, M.D.

__________  C. Randle Voyles, M.D.

PATIENTS INFORMATION AS LISTED ON ALL RECORDS:

Patient Name: _____________________________________________________________________________________________________________________________________________________________________________

Patient Date of Birth: ____________________________________________________________ Patient SS#:  ________________________________________________________________________________

Patient Address: _________________________________________________________________________________________________________________________________________________________________________

Patient Phone Number: ______________________________________________________________________________________________________________________________________________________________

Disclose the following PHI for treatment dates ____________________________________to___________________________________ (if no dates entered, send all)

(Please check the applicable item or items)

(  ) Entire Chart            (  ) Progress Notes            (  ) Procedure Op Notes/ Hospital Summary           (  ) Lab            (  ) X-ray Report

(  ) Telephone Message            (  ) Pathology Report            (  ) Other Specified: ____________________________________________________________________________
                                 

The above information is disclosed for the following purposes: (Please check all applicable)

(  ) Medical Care            (  ) Legal            (  ) Insurance            (  ) Personal            (  ) Other: ________________________________________________________________

I understand that medical records may include information regarding a sexually transmitted disease, AIDS, or HIV infection 
as well as information about behavioral or mental health services or treatment for alcohol and drug abuse.

I understand that any disclosure of information carries with it the potential for re-disclosure and that the information then 
may not be protected by confidentiality rules.  I also understand that the degree of confidentiality can be modified with a 
facsimile transmission and that the Practice and Physician are not responsible for records once they have been transmitted.  

I choose to have my records faxed.  __________________________ (please initial) 

Surgical Clinic Associates, P.A.
501 Marshall Street, Suite 500   |  Jackson, MS 39202

601.948.1411 • 601.948.0090















SIGNATURE FORM

FINANCIAL RESPONSIBILITY AND RELEASE OF INFORMATION

I understand that i am financially responsible to surgical clinic associates, p.A. For charges not covered by my 
insurance carrier. Payment for services is due at time of service unless prior arrangements have been made. I 
also agree that, should i fail to assume this financial responsibility and credit action is necessary, i will pay for 
these costs in addition to the amount of the doctor’s charges. I authorize surgical clinic associates, p.A. To 
release to the social security administration or its intermediaries or carriers, or other insurance carrier any 
medical or other information needed for this or a related insurance claim. A copy of this authorization may be 
used in place of the original.

____________________________________________________________________         X_____________________________________________________________________________________________________

EXTENDED PAYMENT REQUEST (ONE TIME AUTHORIZATION) (MEDICARE AND MEDICAID PATIENTS ONLY)

I request that payment of authorized medicare benefits or other insurance benefits be made on my behalf to 
surgical clinic associates, p.A. For any services furnished to me by that provider. This one time signature will be 
maintained on file as verification for all subsequent services which are provided to me by this provider. I autho-
rize any holder of medical information about me to release to the centers for medicare and medicaid services 
and its agents or other insurance carriers any information needed to determine these benefits or benefits 
payable for related services. 

____________________________________________________________________         X_____________________________________________________________________________________________________

MEDIGAP AUTHORIZATION (MEDICARE PATIENTS ONLY) 

i request that payment of authorized medigap benefits is made on my behalf to the surgical clinic associates, 
p.A. For any services furnished by that provider. I authorize any holder of medical information about me to

RELEASE TO_________________________________________________________________________________ANY INFORMATION NEEDED TO 

DETERMINE THESE BENEFITS OR THE BENEFITS PAYABLE FOR RELATED SERVICES.

MEDICARE NUMBER_______________________________________________________________________________________________________________________________________________

SECONDARY INSURANCE_________________________________________________________________________POLICY #_____________________________________________

_________________________________________________________________        ___________________________________________________________________________________________________________

   

DATE SIGNATURE OF PATIENT OR GUARDIAN

DATE SIGNATURE OF PATIENT OR GUARDIAN

DATE SIGNATURE OF PATIENT OR GUARDIAN





ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I, ______________________________________________________________________________________, have received the Notice of Privacy Practices from 

Surgical Clinic Associates, P.A. 

X_____________________________________________________________________________________Date:___________________________________________________________________________________

In lieu of patient signature I, _________________________________________________________________________________________, a staff member of Surgical 

Clinic Associates, P.A., state that ____________________________________________________________________________________ has been given our 

current Notice of Privacy Practices.

X_____________________________________________________________________________________Date:___________________________________________________________________________________

   

(Print Patient Name)

(Patient Signature)
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