REGISTRATION

LAST NAME

_________________________________________

FIRST NAME

__________________________________________

DOB


______________________

SOCIAL SECURITY #
_______________________________

ADDRESS

____________________________________________
CITY


_______________________  STATE _____________

EMAIL


______________________________________________

HOME #
_______________________  CELL # ______________________
WORK #    
________________________
MARITAL STATUS
Circle one           SINGLE                 MARRIED
  DIVORCED   
WIDOW

REFERRED FROM: _____________________________________

EMERGENCY CONTACT NAME:  __________________________

PHONE # ______________________

Our Cancellation Policy
When a patient does not show up or cancels an appointment right before a scheduled time, another patient that could have been seen that day loses that opportunity to be seen.  

If you are unable to make your appointment, we ask that you cancel 24 hours prior to your appointment.    If you do not cancel this appointment 24 hours prior, this will be considered a missed appointment or a no-show.
There will be a $50.00 charge for this, which is the patient responsibility.
Please sign below showing you have read, understood and accepted this policy.

You are also authorizing THE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS CLAIMS FOR MEDICAL BENEFITS.  PATIENTS ARE RESPONSIBLE FOR CHARGES NOT COVERED BY THEIR INSURANCE.

Signature _________________________________________ Date __________________

INSURANCE INFORMATION

PATIENTS RELATIONSHIP TO POLICY HOLDER

SELF

SPOUSE

CHILD 

OTHER

IF SPOUSE, WHAT IS THE:

NAME
 
____________________________

DOB  

____________________________

IF CHILD, WHO IS THE SUBSCRIBER OF THE INSURANCE

NAME 
______________________________

DOB 

_______________________________

INSURANCE ID # ________________________________________

How do you want to be contacted for your 

Lab work &/or X-ray results?

PATIENT NAME _______________________________

· Home # _____________________________

Is it ok to leave a message on the machine?   _______ yes   or   ______ no 

Is it ok to leave a message with a spouse?      _______ yes   or   ______ no

Is it ok to leave a message with a parent?       _______ yes   or    ______ no

· Work
# ____________________________

Is it ok to leave a message on the machine?   _______ yes   or   ______ no

· Cell # 
# ____________________________

Is it ok to leave a message?   _______ yes   or   ______ no

SIGNATURE OF PATIENT _______________________________________

FINANCIAL POLICY

Thank you for choosing Internists Associated as your Internal Medicine healthcare provider. We are committed to providing you and your family with the best available medical care. While we strive to make sure that all your medical needs are met, we would like to also explain our billing policy. Our billing department will be available to discuss our fees and this policy with you.

Li We ask that all responsible parties read and sign our financial policy as well as complete the patient information forms prior to seeing the physician.

o All Self Pay patients or One Time patients are expected to pay for all services at the time of there visit. In order to facilitate this, we accept cash, check, Visa, MasterCard. As a courtesy to you, it is the policy of Internists Associated to bill your insurance carrier, although you are ultimately responsible for the entire bill. As the responsible party, please understand:

(PLEASE INITIAL THE FOLLOWING)

1. Your insurance policy is a contract between you, your employer, and the insurance company. We are not a party to that contract. Our doctor-patient relationship is with you, not your insurance company. We will not become involved in disputes between you and your insurer regarding deductibles, co-payments, covered charges & secondary insurance charges. As your medical provider, we will only supply factual information to facilitate claim processing.  _________Initials

2. Fees for services, which include unpaid balances & co-payments, are due at the time of service. Returned checks and unpaid balances may be subject to a fee       from the bank.  ________ Initials
3. All charges are your responsibility whether your insurance company pays or does not pay.  ________ Initials

4. I understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner or to contact the billing department to make financial arrangements after such default these charges will be forwarded to a collection agency.  ______Initials

5. The above does not apply for those patients that are considered Workers' Compensation. However, be advised that as a compensation patient you may be held responsible for charges in the event that your claim is not covered by the insurance.   _______Inititals

At Internists Associated, we understand that financial problems may affect timely payment, so we encourage you to communicate any such problems to us, so that we may assist you in keeping your account in good standing. If you have any, questions, please call (781)444-9080 x204

I UNDERSTAND THE ABOVE INFORMATION AND WILL BE RESPONSIBLE FOR THE PATIENT LISTED BELOW

Printed Name of Patient:


_________________________________


Signature of Patient or Responsible Party                                                           Date

___________________________________                                          _____________________

