


Jane Chunwen Teng, D.O., M.Sc 

871 Sterling Parkway, Suite 100 

Lincoln, CA 95648 

PATIENT FINANCIAL POLICY 

Our practice is committed to providing you with the best possible medical care. Please review 
the following information regarding patient responsibility for the payment of services provided. 

Before your appointment, please review your insurance information regarding its policies on, 

copayments, coinsurances and deductibles, which may be required. Office appointments are to 
be paid for at the time services are provided. This includes copayment, coinsurances and 
deductibles, and any outstanding balances. If our practice participates with your insurance plan, 
we will bill your insurance company for services provided. 

Please bring your insurance card with you and present your card for verification at each 
appointment. Please note that any questions or complaints regarding your insurance coverage 
should be directed to your insurance company. If your insurance company happens to deny or 
does not respond to a claim that our practice has submitted for services to you, you may be liable 
for your expenses. If our practice does not participate with your insurance company or you do 

not have medical insurance, you will be required to pay the full cost of the office visit and any 
procedures or test performed. 

Payment for services can be made by cash, or credit/debit card including; MasterCard and Visa. 
Patient or responsible party will be charged $25 for any returned check. 

CANCELLATION POLICY 

If you cancel or reschedule your visit without one business days advance notice, or do not 
show for your appointment the fee is $35. 

I have read and understand the tenns and conditions in this financial policy and agree to abide by them. 

Patient Name: 

Patient Signature: _________________ _ 

Date: 
------------

Please see back side 



Jane Cbunwen Teng, D.O., M.Sc 

871 Sterling Parkway, Suite 100 

Lincoln, CA 95648 

Co-payment and/or co-insurance is due at the time of service. At each visit, please be prepare to 
provide your insurance cards and any co-payment you may have. For cash patients, payment is 
due at the time of service. We accept all forms of payment. You have ultimately responsible for 
the payment of your bill regardless of your insurance coverage. If payment has not been received 
from your insurance company within 60 days, we will expect payment from you. If you have any 
questions, you may contact the billing department at+ 1(510)259-0000. The billing office is 
always willing to answer any billing questions you may have. 

I understand the I am financially responsible for all charges whether or not they are covered by 
insurance. In the event of default, I agree to pay all costs of collection. I hereby authorize Dr. 
Teng a health care provider to release all information necessary to secure the payment of benefits 
from my insurance carrier. I further agree that a photocopy of this agreement shall be as valid as 
the original. 

Signature: _______________ _ Date: _____ _ 





• STATE OF CALIFORNIA-HEAL TH ANO HUMAN SERVICES AGENCY DEPARTMENT OF HEAL TH CARE SERVICES 

PRIVACY OFFICE 

AUTHORIZATION FOR RELEASE OF PROTECTED HEAL TH INFORMATION

I, _________ , hereby authorize _______________ to

(Name of patient) (Name of person or facility which has information) 

release the following health information: all medical records 

To: 

Teng Medical Foundation 
(Name and title or facility name to receive health information) 

871 Sterling Pkwy, suite 100, Lincoln, CA 95648 916-253-9898 916-209-3139
(Street address, city, state, ZIP code) (Telephone number)

For the following purposes: patient care 

(Fax number)

This authorization is in effect until no expire (date or event}, when it expires.

I understand that by signing this authorization: 
D I authorize the use or disclosure of my individually identifiable health information as 

described above for the purpose listed. 
D I have the right to withdraw permission for the release of my information. If I sign this 

authorization to use or disclose information, I can revoke that authorization at any time. 
The revocation must be made in writing and will not affect information that has already 
been used or disclosed. 

D I have the right to receive a copy of this authorization. 
D I am signing this authorization voluntarily and treatment, payment, or my eligibility for 

benefits will not be affected if I do not sign this authorization. 
D I further understand that a person to whom records and information are disclosed pursuant 

to this authorization may not further use or disclose the medical information unless another 
authorization is obtained from me or unless such disclosure is specifically required or 
permitted by law. 

Signed by Patient: Date 

Or Signed by Personal Representative: Date 

On Behalf of 

Name of Patient 




