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Authorization for Services and Office Policies 

 
1. I hereby authorize Dr. Kerry Graff to provide lifestyle consultation services to me, understanding 

that she is not serving as my primary care physician and that the scope of our interaction is 
limited to lifestyle intervention counseling, adjustment of medications if indicated and 
laboratory analysis. 

2. I hereby authorize Dr. Graff to release any information necessary pertaining to my diagnosis and 
treatment to my insurance carrier. 

3. I hereby authorize Dr. Graff to exchange written and/or verbal medical information with my 
primary care physician as well as any physician and/or community service to whom I am 
referred for consultation. 

4. I certify that the information given by me in applying for payment under Title XVIII of the Social 
Security Act is correct. I authorize any holder of medical or other information about me to the 
Social Security Administration and/or its intermediaries or carriers, any information needed for 
this or a related Medicare claim. I request that payment of authorized benefits be made on my 
behalf payable to the physician furnishing services. 

5. I understand that, on occasion, Dr. Graff may have other physicians covering her practice, and 
that medical information will be shared with these covering physicians when appropriate. 

6. I agree to not hold Dr. Graff responsible for any valuables that I bring to the office. 
7. I understand that I am financially responsible for payment of services if not covered by 

insurance. While Dr. Graff will do her best to collect payment from my insurance, lifestyle 
medicine is a new specialty that insurance companies have not fully determined how to 
reimburse and I understand that I am responsible in full for the charges if insurance does not 
pay.  If my insurance requires a specialist copay, I understand that it is due at the time of service 
in cash, check, or credit card.  Any copay not paid at time of appointment may result in 
additional collection charges.    

8. I understand that Dr. Graff reserves the right to charge for missed appointments and/or 
appointments not canceled within 24 hours prior to scheduled appointments. 

9. I understand that Dr. Graff reserves the right to dismiss me from the practice due to an 
excessive number of missed and/or canceled appointments, noncompliance, non-payment of 
outstanding debts, and/or break-down of the physician-patient relationship. 

10. I understand that traditional email for the purpose of communication related to medical matters 
is not HIPAA compliant and must not be used.   I understand that if I send an email to Dr. Graff’s 
office it may not be acknowledged and I assume any risk involved with that, regardless of 
whether the email contains personal health information or not.  I understand that Dr. Graff 
provides a HIPAA compliant patient portal messaging system in place of regular email and agree 
to use that for any medically related information rather than traditional email.   

11. I have had the opportunity to review HIPAA policies and understand that I may receive a copy 

upon request, if desired. 

I have read the above, or it has been read to me, and I fully understand these statements: 

_____________________________________________________ __________________________ 
Patient’s signature (parent, guardian, or HCP if applicable)    Witness 
 

_____________________________________________________ __________________________ 
Printed name (and relationship to patient if applicable)     (Date) 


