
OFFICE POLICY   

□  I will not wear any scented products (hair products, cologne, lo�ons, etc.) to the office.  

□  I understand that email is to be used for general office ques�ons and not personal health ques�ons.  

□  I will turn my phone off during my appointment   

FINANCIAL POLICY  

□   As a recipient of medical care I, the undersigned, am responsible for all charges regardless of my 

circumstances for         reimbursement.    

□   Texas Medical Wellness Clinic (TMWC) will bill only contracted primary insurances and will comply 

with the terms of those contracts.  Coverage is dependent on individual policies and it is my 

responsibility to know what the terms of my insurance are.  

 □   TMWC will not take responsibility for insurances that are out of network.  It is my responsibility to 

check with my insurance company regarding Dr. Nhi Le’s standing within the network.     

□  TMWC will not bill secondary insurances or third par�es (accident, work comp, etc.)  

□  I will provide TMWC with complete and accurate insurance information including a current insurance 

card and be responsible for any insurance denials resulting from inaccurate information.  

□   In the case of divorce, the parent who is financially responsible must sign this consent.  Parents are 

expected to work out payment arrangements with each other and not involve TMWC in any disputes.  

□   Pa�ent balances are due immediately upon our receipt of insurance EOB.   A $10.00 monthly late fee 

will be applied to any patient balance over 30 days.  If I default on my account and the balance is 

referred to a collection agency or attorney, I will be responsible for all costs of collecting monies owed, 

including interest, court costs, collection agency and attorney fees.   

□   There will be a $35.00 service charge for any returned check.    

UNIVERSAL CONSENT   

□ I understand that by presen�ng myself for health care services, I authorize and consent to basic 

medical care provided by TMWC.     

□  I understand that the prac�ce of medicine is not an exact science and there are no guarantees as to 

the diagnosis or result of examination or treatment in this office.  

□  I authorize the release of medical records or financial informa�on that I request to be forwarded to 

me, my insurance company, or to another facility.  I understand that there may be a fee for this service.  

□  I understand that a copy of “Pa�ent’s Bill of Rights”, the Health Privacy No�ce, and this financial 

policy are available on the TMWC website or may be obtained from our office upon request.      



I give permission for my (or my dependent’s) medical information to be communicated with myself and 

the following people:    

1.________________________________________________  

2.__________________________________________________         

3. _______________________________________________    

4.__________________________________________________         

 Information may be communicated to me via        □  TELEPHONE          □ VOICEMAIL          □  E-MAIL    

□  I have read and agree with the office policies, financial agreement, and universal consent as outlined 

above.    

X________________________________________________________________           

Date:_____________________________ 


