
Buffalo Nutrition & Dietetics, PLLC 
Patient Acknowledgment Form 

I agree to the above policies: 
 
Signature: _________________________________________Date:___________________________ 

HIPAA POLICY: 
I have read and understand the HIPAA/Privacy Policy for Buffalo Nutrition & Dietetics, PLLC. I hereby assign 
my insurance benefits to be paid directly to the healthcare provider. 

 
FINANCIAL POLICY: 

I authorize the practice to release medical 
information required to process my claim. I authorize the practice to obtain/have access to my medication 
history.  

Courtesy: I understand that if I am more than 15 minutes late for an appointment, the practice has the right to 
cancel my appointment out of respect for other patient appointment times. 

 

I understand that the NO SHOW & 
Late Arrival/Missed Appointment Fee is $75. I understand that the same fee applies to appointments that are 
cancelled without 24 hours notice. This policy may be waived per the practice’s discretion if I have an 
emergency. 

Claim Denials: I understand that if my plan rejects coverage for my visits despite the practice's every effort to 
obtain a referral diagnoses that is appropriate and accepted, I will be charged the practice’s discounted private 
pay fee of $75 per hour.
 

  

Deductible Plans

 

: I understand that once my insurance has processed my visits, I cannot default to the 
practice’s private pay fee or the practice would be liable for insurance fraud. I understand that I will be 
responsible for the full amount that would be reimbursed to the practice.  

Coverage

 
NOTIFICATION POLICY: 
I authorize my dietitian’s office to contact me by mobile phone. I authorize the practice to send me appointment 
reminders and notifications in the form of voicemails, texts, and/or e-mails. 

: Although the practice makes every effort to perform an eligibility check on my behalf, I understand 
that it is also my responsibility to contact my insurance company for this information. I understand that the 
private pay fee is due at check in when services are not covered by my insurance. I agree to update 
the practice with any changes in my insurance information.  

 
UNDISCLOSED MEDICAL INFORMATION POLICY: 
I agree that my dietitian is not responsible for any personal or medical information that she has not been made 
aware of via record transfer and/or verbal report in visits. I understand that my meal plan is centered solely on 
information she has available to her at the time of being seen. 
 
PATIENT OUTCOMES POLICY: 
I understand that results will vary between patients, and consistent full compliance is required for the best 
outcomes. I understand that lifestyle factors, frequency of follow-up, medications, medical conditions, 
metabolic and nutritional status/history, and environmental factors may affect my progress.  
 
I understand that lifestyle change is my dietitian’s primary goal in her provision of medical nutrition therapy. I 
understand that as a licensed health care professional, she cannot legally prescribe any fad diets, quick fixes, 
or other unscientifically backed programs without compromising my health and her medical license.  


