
Acknowledgment of Conditions for Treatment & Financial Disclosures 

The undersigned Patient and/or Patient's Representative hereby acknowledges receipt of Western Washington 
Medical Group's Handout entitled "Notice of Privacy Practices, Conditions for Treatment, Financial Disclosures, 
Patient's Right Materials" (Rev. 01/26), referenced here as the Handout. The Handout will be presented 
physically at the clinic or you can access at https://www.wwmedgroup.com/patient-privacy if checking in online. 

CONSENT FOR CARE: I agree to care and treatment by Western Washington Medical Group (WWMG) that 
may include examinations, tests, imaging studies, labs, anesthesia, and medical or surgical treatments 
provided by both WWMG employed and WWMG affiliated physicians, surgeons and other licensed independent 
practitioners involved in my care. Care may be delivered via secured audio video platforms or secure, 
asynchronous internet-enabled platforms. Additional documents and consent forms may be required for 
specific procedures. I understand I have the right to ask questions about my care at any time, and to be involved 
in my care decisions. 

RISKS OF TREATMENT: NO GUARANTEE OF RESULTS OR CURE: 
No promise or guarantee of results or cure has been made to me. 
I know there are risks related to surgical, medical, or diagnostic procedure(s). These risks include, but are not 
limited to the potential for infection, blood clots in veins and lungs, bleeding, allergic reactions, and death. 

PHOTOGRAPHS FOR TREATMENT, DIAGNOSIS AND/OR IDENTIFICATION: 
For diagnosis and treatment purposes, I allow images such as photographs to be taken and used. This 
includes video and electronic monitoring or recording methods. These images may be used to add to written 
information about my illness or injury. Some images are used once and immediately discarded when no longer 
needed. Others may be kept as part of my medical record, at the option of my treatment providers. 
Photographs of me may also be taken for identification purposes. 

IMAGES OR RECORDINGS OF HEAL TH CARE PROVIDERS: 
I understand I must obtain the permission of all health care provider(s) and any other individuals present before I 
can take photographs or video of any members of my care team. I also understand I cannot record 
conversations by any means without first obtaining the permission of all persons being recorded. At no time 
may I take photos or recordings of other patients or their information. 

NON-EMPLOYED PHYSICIANS & PROVIDERS: I understand there are physicians or other licensed 
providers who practice at WWMG who are not employed by WWMG. These individuals are independent 
providers and are not employees or agents of WWMG. These include, but are not limited to: anesthesiologists, 
radiologists, emergency medicine, pathologists, and hospitalists/internists. I understand these providers use 
their own independent judgment in their medical care and treatment. WWMG does not control the medical care 
and treatment given by these providers. I understand that WWMG has provided me with a list of all independent 
providers or groups who provide care to me, together with their contact information within this handout 
(Understanding Your Bill section). I understand that I may receive separate bills for services provided by those 
parties. 

FINANCIAL AGREEMENT: I agree to pay WWMG for care at its regular rates and terms applicable to my care 
and any applicable health insurance coverage I have. I permit WWMG to appeal any denial received from my 
insurance company. If a third party payor will not pay, I agree to pay for the services given, subject to any 
applicable contractual or governmental regulations. If a third party caused my injuries, I understand that WWMG 
may file a medical services lien as permitted under RCW 60.44.010. (This lien attaches only to a portion of the 
proceeds of any settlement between me and the party that caused me harm.) If my bill is sent to a lawyer or 
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that emergencies do arise, and we will take that into consideration. If you find that you cannot keep your 
scheduled appointment, we require two business days’ notice so that we may see another patient in need 
of care.  

It is office policy to charge a fee for any missed appointment without a minimum of two business days’ notice. 
This charge is your responsibility and insurance will not pay for missed office visits.  

If a patient arrives more than 10 minutes late for their appointment they may be asked to reschedule to a 
different time. Occasionally we may still be able to see these patients, only if there is an open appointment slot 
after theirs or if they call ahead and get provider approval for being later than 10 minutes for their appointment. 

Late/ Late Cancelation/ No-Show Fees are as follows: 

• $50 for Primary Care and Imaging Center Appointments/ Office Visits
• $50 for Podiatry Care Center Appointments/ Office Visits
• $100 for Specialty Care Center Appointments/ Office Visits and Pulmonary Sleep Procedures
• $150 for Psychology Appointments/ Office Visits
• $250 for Surgeries, Endoscopy Center Procedures and In-Office Procedures

Definitions are: 

• Late = Patient arrives 10 minutes or more after scheduled appointment time
• Late Cancelation:

o <5 days for Endoscopy Center Procedures (including Colonoscopy)
o <72 hours for a Gateway Surgery or Procedure
o <48 hours for In-office Procedures, Appointments, Office Visits, and Imaging

I certify that I have read the appointment policy and agree to abide by this policy.  

More information and downloadable forms can be found at https://www.wwmedgroup.com/patient-privacy. 

This consent will remain valid for one year from the date of signature. 

Patient or legally approved signature: 

Patient Name: @NAME@ 
DOB: @DOB@ AGE:@AGE@ 
MRN: @MRN@ 
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