










FOOTHILL UROGENITAL HEALTH 
624 W. Duarte Rd., Suite 203 

Arcadia, CA 91007 
Alan H. Yamada, M.D. | Ben D. Massey III, P.A. 

 
 NOTICE OF PRIVACY PRACTICES AND RECORDS RELEASE AUTHORIZATION 

I hereby give permission to FOOTHILL UROGENITAL HEALTH to release and/or request my medical records (only 
records pertinent to services rendered by Foothill Urogenital Health) to any family, attending physicians, 
hospital facilities that may be treating me, diagnostic laboratories and/or pharmacies. The release of records 
will be a $35 fee upon initial request. 
 
NOTE: We are not able to release records from other physicians or hospital(s) that were sent to our office. Please 
contact the originator of those records to obtain them. 
 

ASSIGNMENT OF MEDICARE AND/OR PRIVATE INSURANCE BENEFITS 
I request that payment of authorized Medicare and/or private insurance benefits be made on my behalf to 
FOOTHILL UROGENITAL HEALTH for any services rendered to me by the listed provider/supplier. I authorize 
FOOTHILL UROGENITAL HEALTH to release any medical information to my health insurance carrier and/or its 
legitimate agents that is necessary to process related health insurance claims and/or to verify plan benefits in 
accordance with HIPAA health information standards. I authorize payment of service(s), otherwise payable to 
me under the terms of my private, group employer’s or group health insurance plan, directly to FOOTHILL 
UROGENITAL HEALTH. I hereby authorize those photocopies of this form to be valid as the original. 
 

INSURANCE POLICY, AUTHORIZATION & ASSIGNMENT 
Changes made daily among insurance companies, make it impossible for us to accept the responsibility of 
knowing if your plan dictates benefits, payments coverage and whom you can and cannot see. As a service to 
you, we will file your insurance claim. For us to file your insurance, please provide your current insurance 
information on the day of your visit. It remains the responsibility of the patient to know his/her own plan.  
 
I request that payment of authorized medical benefits is made on my behalf directly to FOOTHILL UROGENITAL 
HEALTH, provider of service(s) furnished to me.  

 
PAYMENT GUARANTEE 

I do hereby guarantee payment of all fees and charges related to all services and durable goods provided to me 
through FOOTHILL UROGENITAL HEALTH medical practice and providers from my first date of examination or 
treatment. This includes cancellation fees due to no-show or late cancellation after 48 hour policy of your 
scheduled appointment; I agree to make full payment immediately upon receipt of a FOOTHILL UROGENITAL 
HEALTH billing statement whether it is an interim or final bill. If I fail to make full payment or fail to comply with 
other payment arrangements made with FOOTHILL UROGENITAL HEALTH'S approval, I understand that 
appropriate collection measures may be initiated and/or no further services will be rendered to me. 
 
________________________________________   __________________________ 
Printed name of Patient       Date 
 
________________________________________    
Signature of Patient 
 
________________________________________ 
Signature of Patient/Guardian if Patient is Minor 




