Allergy and Asthma Center, PC
Patient Registration Form

Patient Name Cale
Firsi Middie Initial Last
Mailing Address City __ State ~ Zip
Fhone, Primary Physician and Phone
Area Code/Home number

Social Security # Birthday ) Age Sex

Month/Day/Year MIF
Marital Status Spouse’s Mame and Birthdate:

Single/Married
Place of Employment Work Phone &
Arga Code/Work #/Extension
Occupation Status Can we contact you at work?
Full-tirmePart time Yes/Mo

Primary Insurance

Policy Holder

Name of Insurance Company

Address to submit charges

Street/City/State/Zip

ldentification/Policy 2

*usually found on the back of your insurance card

Group Number

Secondary Insurance

Policy Holder

Mame of Insurance Campany

Adoress fo submit charges

Street/City/State/Zip *usually found on the back of your insurance card
idenfification/Policy # Group Number
Is palient age 18+ Patient will receive statement unless AAC staff is notified of another person’s responsioility
YN for payment on account if the answer is ™Y".
I N
MaotherGuardian Name Birthday Age
Saocial Security # Place of Employment
Occupation Work # Status
Fulkime/Pari-time
Address and Phone £ if different than Patient
FatherfGuardian Name Birthday Age
Social Security # Blace of Employment
Occupation York # Stalus
Full-time/Part-time

Address and Phone £ if different than Patient




Allergy and Asthma Center, PC
Financial Policy

We expect payment on the day of service. This reduces our billing costs and further allows us to keep
our charges as low as possible. We require full payment of expected patient responsibility at the time of
service based on your insurance coverage. A 10% discount is offered if you pay your complete balance
on the date of service.

We will submit charges to your insurance carrier when complete information has been received. If
insurance payment is delayed over 60 days you will be expected to pay the balance. We will make all
efforts to resolve issues for non-payment from your carrier. Any payments received from your insurance
carrier after you have paid on your balance will be refunded to you within 14 days of receipt of
overpayment.

We will bill secondary insurance. Carrying primary and secondary policies does not alleviate all patient
responsibilities: deductibles, co-pays and patient responsibilities still apply. After receipt of insurance
payments, the amount that is remaining is due in full within 14 days. We recommend reviewing all
explanation of benefits received from all insurance companies.

If arrangements for payment are needed, an agreement will be completed and signed with our office
staff. A confidential meeting will allow for questions and explanations of our policies. You will receive
copies of all conditions agreed upon.

We require 24-hour notice for cancellations on scheduled appointments. After three missed
appointments without adequate notice, we reserve the right to discontinue further services.

Our office is not accepting new workman's compensation claims. If you have already received services
from our office related to an employment claim, we will continue treatment related to that injury.
Another provider will need to be selected for additional injuries or claims. Any treatments received that
are later determined work related will not be billed through our office. This bill will remain full patient
responsibility. All billing will have to be completed by the patient. Payment for any charges related to
the injury will be required in full at the time of service. Any payment received from the workman's
compensation insurance to our office will be returned within 21 days.

An insurance card must be presented at each office visit. Failure to present a card at the time of service
will cause full payment to be due on that date.

Required referrals are the patient responsibility. Failure to obtain referral as indicated by your insurance
coverage will result in the charge to be completely the patient responsibility.

I have read and understand all policies listed above. I understand that I am responsible for
payment in full for all charges from this office regardiess of insurance coverage. I agree that
insurance payments can be sent directly to Allergy and Asthma Center, PC.

printed patient name signature of responsible party date

5.16.2006jms



