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   James D. Torosis, MD, FACP 
   Vicky W. Yang, MD 
  Daniel S. Rengstorff, MD 
  Cynthia W. Leung, MD 
Peninsula Gastroenterology Medical Group 

 Gastroenterology & Hepatology 
 

FINANCIAL POLICY 
 
Thank you for choosing Peninsula GI as your health care provider. We are committed to providing you the best 
possible medical care. Please understand that payment of your bill is important. The following is a statement of 
our Financial Policy, which we require you to read and sign prior to any treatment. All patients must also 
complete a Patient Information Form before seeing the physician.  
 

REGARDING INSURANCE 
As a courtesy, our office will bill your insurance for the services you will receive. We cannot bill your insurance 
company unless you give us correct insurance information. It is your responsibility to inform us if your 
insurance has changed at any time during treatment. Please understand that your bill is ultimately your 
responsibility whether your insurance company pays or not. Your insurance policy is a contract between you 
and your insurance company. We are not a party to that contract. If your insurance company has not paid your 
account in full within 45 business days, it will then become your responsibility to pay the balance. We accept 
Cash, Checks and all Major Credit Cards. Please be aware that some, and perhaps all, of the services 
provided may be non-covered services and may not be considered reasonable and necessary under your 
medical plan. All co-pays are due at the time of treatment. 
 
We DO NOT accept any Blue Cross Covered California, Blue Cross Pathway EPO, or SutterSelect EPO 
plans. If you have Blue Cross, it is your responsibility to know if it is through Covered California. If this 
is realized after your visit, you will be responsible for the entire cost of the visit. 
 

MISSED APPOINTMENTS 
Please help us serve you better by keeping your scheduled appointments. To cancel or reschedule an office 
visit, please do so at least 24 hours in advance. Due to the amount of resources allocated for endoscopic 
procedures, we require at least 3 full business days’ notice for cancellation or rescheduling of appointments. 
For procedures scheduled with MAC anesthesia, we require 5 full business days’ notice. It is our policy to 
charge a late schedule adjustment fee of $300 for procedures and $75 for office visits. We can waive 
this fee with a signed doctor’s note or if we are able to fill your appointment slot; however, there is no 
guarantee that we will be able to fill the slot on short notice. The charge for a late cancellation/no-show 
procedure or appointment will be billed directly to you and not to your insurance. 
 

ANCILLARY SERVICES 
Please be aware that there may be a charge involved for ancillary services such as multiple telephone calls, 
extended telephone conversations, completing disability forms and/or forms related to your care, and drafting 
letters on your behalf.   
 

PATIENT BALANCES 
If payment is not received within 30 days of the statement, a late fee will be applied to your balance as follows: 

• Patient Balances of $0.01-$500.00 will incur a $10.00 late fee each month until payment is received 
• Patient Balances greater than $500.00 will incur a $25.00 late fee each month until payment is received 

Thank you for taking the time to review our Financial Policy.  Please reach out with any questions or concerns.  
 
I have read and understand the Financial Policy in full. 
 
__________________________________________________ 
Printed Name of Patient 

 
__________________________________________________  ______________________ 
Signature of Patient, Parent, Guardian or Legal Representative   Date 



   James D. Torosis, MD, FACP 
   Vicky W. Yang, MD 
  Daniel S. Rengstorff, MD 
  Cynthia W. Leung, MD 
  Hoan B. Nguyen, PA-C 

Peninsula Gastroenterology Medical Group  Gastroenterology & Hepatology 
 

 

PATIENT CONSENT FORM FOR THE USE OF AI SCRIBE SOFTWARE IN MEDICAL PRACTICE 
 
Purpose of AI Scribe Software 
We are implementing the use of Artificial Intelligence (AI) scribe software in our medical practice to assist with 
documenting and transcribing your medical information. The AI scribe software will help improve the accuracy 
and efficiency of your medical records by transcribing discussions during your medical consultation, including 
symptoms, diagnosis, and treatment plans. The AI tool allows your healthcare provider to focus more on your 
care during consultations instead of spending time on documentation. There may be occasional inaccuracies in 
transcription, which will be reviewed and corrected by your healthcare provider. However, the risk of errors in 
the documentation exists, though safeguards are in place to minimize this. While all reasonable precautions 
are taken to protect your health information, the use of any electronic system carries an inherent risk of 
unauthorized access or cyber threats. We use industry-standard encryption and security measures to mitigate 
these risks. 
 
How the AI Scribe Works 

 Recording and Transcription: During your appointment, the AI software will listen to the conversation 
between you and your healthcare provider, and transcribe it in real-time. This allows the healthcare 
provider to focus on your care and provide accurate, detailed documentation. 

 Data Privacy and Security: Your personal health information (PHI) is considered confidential and will 
be handled with the highest security standards. The AI scribe software adheres to all relevant laws, 
including the Health Insurance Portability and Accountability Act (HIPAA), and your data will not be 
shared with any third parties without your consent, except as required by law. 

 Role of AI vs. Healthcare Provider: While AI is used to assist with documentation, it is not intended to 
replace the clinical judgment or decision-making of your healthcare provider. Your provider will review 
and finalize the medical record. 

 
Consent to Use AI Scribe Software 
By signing this form, you consent to the use of AI-powered scribe software in the documentation of your 
medical information during your consultations and interactions with your healthcare provider. This consent will 
apply to all future visits, unless you choose to withdraw your consent. You acknowledge that you have been 
informed about the use of the AI scribe software, its benefits, and risks, and you have been given the 
opportunity to ask questions. Your decision to allow or decline the use of this software will not affect the quality 
of care you receive. 

 
 
Patient Rights 

 You have the right to withdraw your consent at any time, and your healthcare provider will resume 
traditional methods of documentation without the use of AI scribe software. 

 You have the right to request a copy of your medical records as usual. 
Consent 
By signing below, you confirm that you have read and understand the above information and consent to the 
use of AI scribe software in your medical care. 
 
 
__________________________________________________ 
Printed Name of Patient 
 
 
__________________________________________________  ______________________ 
Signature of Patient, Parent, Guardian or Legal Representative   Date 



   James D. Torosis, MD, FACP 
   Vicky W. Yang, MD 
  Daniel S. Rengstorff, MD 
  Cynthia W. Leung, MD 
Peninsula Gastroenterology Medical Group 

 Gastroenterology & Hepatology 
 

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

  
I hereby acknowledge that I received or reviewed a copy of this medical practice’s Notice of Privacy Practices. 
I further acknowledge that a copy of the current notice will be posted in the patient waiting area, and that I will 
be offered a copy of any amended Notice of Privacy Practices at each appointment. 
 
Please list below any persons who may be able to access your medical information without first obtaining 
written consent. Do not list your primary care physician. 
 
 
_____________________________________________  ______________________________ 
Name         Relation 

_____________________________________________  ______________________________ 
Name         Relation 

_____________________________________________  ______________________________ 
Name         Relation 

_____________________________________________  ______________________________ 
Name         Relation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I authorize Peninsula Gastroenterology Medical Group to discuss the details of my medical treatment 
with the above named parties.  
 
 
__________________________________________________  ______________________ 
Patient, Parent, Guardian or Legal Representative of Patient    Date 

  
If signed by party other than patient, indicate relationship below. Authorized representative must submit copies 
of legal documents supporting assignment of this authority. 
  
__________________________________________________  ______________________ 
Relationship        Witness 




