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Disclosure Statement    
 
 
 
 
To Our Patients: 
 

Dr. Karahalios strongly believes that open communication and honesty play an essential role in 
strengthening the doctor-patient relationship and in facilitating the medical care process. 
 

In support of this belief, Dr. Karahalios wishes to disclose to his patients that he may have 
financial interests in commercial businesses that provide important benefits to patient care.  

 
These businesses include spinal implant manufacturing companies, radiosurgery centers, 

specialty hospitals, and surgery centers.  These include private as well as publicly traded companies. 
 

Products and/or services from these businesses may be used in the course of your care in our 
practice. Dr. Karahalios’ involvement in these entities allows him to demand the highest quality of 
service and care for his patients. 
 

Of course, as with all medical decision-making, the choice of where and from whom a patient 
receives services is ultimately their decision. You will always have the option to request alternative 
products and services for which there are no business relationships. 

 
Dr. Karahalios will fully discuss with his patients any concerns they may have regarding health 

care business ventures or products in which he may have a financial interest.   
 
Any questions regarding these matters should be directed to Dr. Karahalios or his office staff. 
 
Please sign below to indicate that you have reviewed this statement and understand its contents.   

     
Thank you very much. 
 
I have reviewed this disclosure statement, and affirm the following (please check one box): 
 

□  I feel that there is no conflict of interest, and that Dr. Karahalios may use products and 
services that he feels are most appropriate for my care.   

 
□  I would prefer that Dr. Karahalios not utilize products and services in which he has a 
financial interest.  I would like for him to consider alternatives even if they may be of lesser 
quality. 

 
 
 ___________________________            _________________________            __/__/__ 
Patient Signature                                       Patient Name (Printed)                         Date 
 
 
 
 

 
Patient Identification 


