
 
 
 
May 24, 2010 
   
TO:  Parents of Athletes 
FROM:  Mitchell County Regional Health Center 
SUBJECT:  Athletic Physicals 
 
In an effort to provide appropriate access to care for all MCRHC patients, the clinic has 
created an Athletic Physical Special for $30 offered during the months of June and July.  
Below are the guidelines: 

 
• When making the appointment, please specify that you are making an 

appointment for the “Athletic Physical Special.” 
• Appointments can be made with the patient’s provider of choice based on 

availability. 
• At time of appointment, a completed and signed Consent to Treat form and 

Message to our Patients form are required.  (Both of these forms are attached.)  
• Payment of $30 is expected at time of appointment. 
• During your child’s Athletic Physical Special appointment, no other health 

problems will be addressed due to time constraints. 
• Athletic physicals scheduled outside of the months of June and July will NOT 

qualify for the $30 Athletic Physical Special and will be billed to the patient or 
insurer at the customary rate. 

 
Please check with your insurance provider and keep in mind the following scenarios prior 
to making your child’s appointment. 
 

• If your insurance does NOT cover an annual physical and you want to make an 
appointment for the Athletic Physical Special, please be sure to schedule an 
appointment during June or July.  Any immunizations or other health problems 
will need to be addressed during another appointment. 

• If your insurance DOES pay for an annual physical, your athletic physical can be 
performed in conjunction with this exam including any immunizations.  This 
appointment can be made for any time, including June and July, and will be billed 
to your insurance at the customary rate.  You may schedule this type of 
appointment at any time with the provider of your choice. 

 
 
NOTE:  If you child arrives for his/her appointment without the two required forms and 
$30 payment, their appointment will need to be re-scheduled.   
 

641-732-6100 Osage Clinic 
641-985-2122 Riceville Clinic 

641-736-4401 St. Ansgar Clinic 
641-737-2406 Stacyville Clinic 

 



CONSENT TO RELEASE OF INFORMATION AND CONSENT TO TREATMENT 
 

I, the undersigned patient or person responsible for the undersigned patient, knowing that I, or the patient, 
suffer from a condition requiring medical care, do hereby voluntarily consent to such medical care by 
Mitchell County Regional Health Center, encompassing routine diagnostic procedures and medical 
treatment by the physicians, his/her assistants, or his/her designees as is necessary in his/her judgment.   I 
am aware that the practice of medicine and surgery is not an exact science and acknowledge that no 
guarantees have been made to me as to the result of treatments or examinations in the clinic.  I do 
acknowledge and consent to examination and treatment by either a physician or physician extender for 
Mitchell County Regional Health Center. 
_____________________________  ____________________________  ________     

Name of Patient                  Signature of Patient/Guardian             Date 
 
                              MEDICARE BENEFITS AUTHORIZATION 
 

By signing below, I request payment of authorized Medicare benefits to Mitchell County Regional Health 
Center for me or on my behalf for any services furnished to me by Mitchell County Regional Health 
Center. I authorize any holder of medical or other information about me to release to Medicare and its 
agents, and information needed to determine theses benefits or benefits for related services.                                           

                                       _________________________ 
                Medicare Number     
              INSURANCE ASSIGNMENT OR MEDICARE SUPPLEMENT 

By signing below, I hereby assign Mitchell County Regional Health Center all benefits otherwise payable 
to me under the medical expense provision of my 
                         ________________________ issued by __________________________ 
                          Primary Ins. Policy #                               Name of Insurance Company  
                         ________________________ issued by __________________________ 
                          Secondary Ins. Policy #                           Name of Insurance Company 
 
Or so much thereof as may serve to satisfy my indebtedness to said clinic. I agree that, should the amount 
be insufficient to cover my entire medical expense, I will be responsible for payment of the difference; 
and that if my disability be such that it is not covered by the policy contract, I will be responsible to said 
clinic for the payment of the entire medical bill. I further authorize Mitchell County Regional Health 
Center, members of the staff, administrators, nurses, and officials of said clinic, to furnish to my health 
insurance company or its representatives any information pertaining to the illness or injuries sustained by 
me and the treatment thereof for which I received medical care at said clinic. 
             Please sign here: __________________________________  ________             
                                              Signature of Patient/Guardian                                Date 
NOTICE: This authorization does not guarantee that this clinic files your insurance. 
 

I understand that the clinic will bill its charges for the facilities, services, and supplies provided to 
me and that the billing statements may include charges for services provided by certain 
physicians (i.e. Pathologists, Radiologists, etc.) I agree to pay the clinic promptly after receipt of 
the billing statement for all charges for clinic facilities, services, and supplies, and associated 
physical charges incurred by me. If I have a third party payer(s), such as a health insurance 
company, or employer group health plan, who is responsible for paying all or a portion of the 
charges of which I incur, I agree to pay promptly for any charges determined to be owed by me 
not otherwise covered by insurance, including deductibles, coinsurance, and co-payment 
amounts, and charges for non-covered services. Non-covered services may include amounts, 
which a third party payer deems to be not “medically necessary” and I understand I am still 
responsible for these charges regardless of the medical necessity determination. As a courtesy, the 
clinic will attempt to inform me in advance if it is aware that a service is deemed to be not 
medically necessary by a payer, but I agree to be ultimately responsible for knowing my health 
plan benefits and for contacting my health plan with any questions regarding my benefits. In the 
event the clinic does not receive payment in a timely manner, I agree to pay the clinic for its 
expense in collecting on my past due account, including reasonable attorney fees. 
 
 



A MESSAGE TO OUR PATIENTS REGARDING 
ATHLETIC PHYSICALS 

 
We appreciate the opportunity to provide your 
annual and/or athletic physical.  In order to 
insure that you are charged appropriately for this 
service, please select one of the following 
options: 
 
______ I do not believe that my insurance will pay 
for this physical.  I wish to pay in advance at the 
special athletic physical rate. 
 
______ I believe that my insurance will pay for an 
annual physical and wish to have today’s 
charges billed to my insurance at the customary 
rate.  I understand that should my insurer deny 
these charges, I will be responsible for the entire 
amount. 
 

• This form, signed by a legal guardian for 
patients under 18 must accompany the 
patient to the athletic visit. 

 
I attest that I have read and understand the 
above information. 
 
 

 
Name        Date 

 
Thank you for choosing Mitchell County Regional Health Center 
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