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1:I��//&�WR�GLVFORVH�P\�WHVW�UHVXOWV�WR�WKH�IROORZLQJ�SHRSOH and/or doctor offices�
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,�DXWKRUL]H�+'�'LVFRXQWHG�/DEV��//&�DOVR�GED��+HDOWK�'LDJQRVWLFV�RI�1:,��//&��WR�SHUIRUP�KHDOWK�WHVWLQJ�DV�SDUW�RI�D�ZHOOQHVV�VFUHHQLQJ�SURJUDP�RU�WHVWLQJ�
SUHVFULEHG�E\�P\�SHUVRQDO�SK\VLFLDQ��,�XQGHUVWDQG�WKDW�WKH�WHVW�UHVXOWV�DUH�FRQILGHQWLDO�DQG�LQ�QR�ZD\�GRHV�+'�'LVFRXQWHG�/DEV��//&�DOVR�GED��+HDOWK�'LDJ�QRVWLFV�
RI�1:,��//&��HLWKHU�SURSRVH��GLDJQRVH�RU�UHFRPPHQG�PHGLFDO�WUHDWPHQW��,�IXUWKHU�XQGHUVWDQG�WKDW�LW�LV�P\�UHVSRQVLELOLW\�WR�FRQWDFW�P\�SHUVRQDO�SK\VLFLDQ�WR�IROORZ�
WKURXJK�ZLWK�P\�WHVW�UHVXOWV� I also agree & understand anything paid today is NON-REFUNDABLE.
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WHVW�V���ZKHQ�SRVLWLYH��UHTXLUH�DGGLWLRQDO�FRQILUPDWLRQ�WHVWLQJ�DV�UHTXLUHG�E\�ODZ�WR�FRQILUP�UHVXOW��,�DJUHH�WR�SD\�IRU�VDLG�WHVWLQJ�LPPHGLDWHO\�XSRQ�QRWLILFDWLRQ�� 
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ANY SERVICES PROVIDED TO ME BY: HD DISCOUNTED LABS, LLC DBA: HEALTH DIAGNOSTICS OF NWI, LLC. I AUTHORIZE THE RELEASE OF 
ANY MEDICAL, NON-MEDICAL INFORMATION TO APROPRIATE AGENCIES FOR THE PROCESSING OF BENEFITS. I UNDERSTAND, SHOULD I HAVE 
INSURANCE, THAT I AM ULTIMATELY RESPONSIBLE FOR ANY/ALL CHARGES ICURRED AT HD DISCOUNTED LABS, LLC DBA, HEALTH DIAGNOSTICS 
OF NWI, LLC. I FURTHER UNDERSTAND SHOULD I DEFAULT IN PAYMENT THAT I AM RESPONSIBLE FOR ANY/ALL COLLECTION ORRNORNEY FEES 
INCURRED. ACCORDING TO HIPPA GUIDELINES, I ACKNOWLEDGE THAT I HAVE HAD AVAILABLE AND/ OR RECEIVED THE NOTICE OF PRIVACY 
PRACTICES FROM HD DISCOUNTED LABS, LLC ALSO DBA: HEALTH DIAGNOSTICS OF NWI, LLC. 

DUE TO RISING COSTS, A 3.99% CONVENIENCE FEE IS ADDED TO ALL CREDIT/DEBIT CARD TRANSACTIONS. TO AVOID THIS FEE PLEASE FEEL FREE 
TO PAY WITH CASH OR CHECK. THANK YOU.    

DATE: ________________
PATIENT and/or (GARDIAN) SIGNATURE: ____________________________________________________________
(MINOR) PATIENT NAME:_______________________________________________________________________
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