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ANCILLARY SERVICES: I understand I may receive certain ancillary medical services while I am at NYU School of Medicine; such as, 
anesthesia, interpretation of cardiac tests, imaging services (e.g., x-rays, MRIs) and pathology specimen examination. I understand 
that some physicians may not provide services in my presence, but are actively involved in the course of diagnosis and treatment. I 
hereby authorize payment directly for these services under the policy(s) or plan(s) issued to me by my insurance carrier. I understand 
that I may incur additional charges as a result of these ancillary services; I agree to pay all charges due with respect to such services to 
the extent the charge is due after credit is given for benefits paid on my behalf by any third-party payor.  

CANCELED OR NO-SHOW APPOINTMENTS: I understand that, based on the policy of individual physician offices, I may incur a 
cancelation fee if I do not provide the required notice of cancelation, or if I do not keep my appointment and have not canceled. 
 
FACULTY GROUP PRACTICE CELL PHONE CONTACT CONSENT FOR BILL PAY REMINDERS: I understand that as a service to its patients, 
NYU Langone (Faculty Group Practice) and its authorized affiliates provide bill pay reminders to patients that may be placed using 
prerecorded messages and/or text messages. By providing my cell phone number to NYU Langone and signing below, I am giving 
consent to receive these calls, prerecorded messages (which may include automated voicemails), and/or text messages at the 
number maintained in my NYU Langone medical record. I understand that if my cell phone number is updated at NYU Langone, I will 
receive calls, automated voicemails, and/or text messages to the new number, unless I have opted out as described below. I also 
understand that this consent will apply to any NYU Langone Faculty Group Practice Office that may use this service and that data 
usage and other charges may apply.  
 
I acknowledge that consent to receive communications from any NYU Langone Faculty Group Practice is not required to receive 
services from NYU Langone. I understand that I can opt-out from receiving these communications at any time by emailing my name 
and date of birth (for verification) to NYUPhysicianServices@nyumc.org, submitting a message via MyChart by selecting Billing or 
Insurance Question, or by providing written notice to: NYU Langone Faculty Group Practice, PO Box 415662, Boston, MA 02241.  

I have been provided, understand and agree to the terms of the Faculty Group Practice Patient Financial Policies.  

__________________________ 
Print Patient/ Guarantor Name  

_________________  
Date  

 
MEDICARE SIGNATURE ON FILE (Medicare Patients Only): Medicare may not cover some services that your doctor recommends. You 


	Patient Signature

