Alka Rebentish, MD

Infectious Disease Associates

| PLEASE PRINT
ATIENT INFORMATION

NEW PATIENT
REGISTRATION FORM

TODAY'S DATE

/ /

LAST NAME FIRST il ADDRESS
SUITE OR APARTMENT # CITY | ' STATE ZIP CODE SEX
EMPLOYED EMPLOYER HOME PHONE CELL or ALTERNATE PHONE
YES  NO i ( ) { )
DATE OF BIRTH SCQCIAL SECURITY # | MARITAL STATUS
/ / SINGLE MARRIED OTHER
PRIMARY INSURANCE COMPANY INFORMATION |
PRIMARY INSURANCE COMPANY NAME IDENTIFICATION # GROUP #
ADDRESS CITY ‘ STATE ZIP CODE PHONE
()
SUBSCRIBER NAME (INSURED) RELATIONSHIF TO PATIENT SEX DATE OF BIRTH
| P
EMPLOYER ADDRESS PHONE #

SECONDARY INBURANCE COMPANY INFORMATION

e
e

ADDHTSB

EMERGENCY CONTACT INFORMATION

SECONDARY INSURANCE COMPANY NAME IDENTIFICATION # GROUP #
ADDRESS CITY STATE ZIP CODE PHONE
| ()
SUBSCRIBER NAME (INSURED) RELATIONSHIP TO PATIENT SEX DATE OF BIKTH
; .
EMPLOYER PHONE #

S
!

()

! -

LAST NAME FIRST NAME RELATICONSHIP

ADDRESS | CITY STATE |ZIP CODE
|

CONTACT PHONE CONTACT PHONE

Patient Signature:

(parent or Guardian If patiant |5 & minor} X

Assignment and Release: | hereby AUTHCRIZE my insurance bengfits to be paid directly to the physician and | am financially responsibie for non-covered sarvices,
| also avthorize the physician to release any information required t¢ process my insurance claims. | heraby consent to examination and treatment by attending physician.

Date




Financial Policy

We would like to welcome you to our office. The following information is provided to avoid any
misunderstanding concerning payment for services. Please take a moment to read this
information sheet concerning our financial policy.

All co-pays and deductibles are due at the time of check in. Payment for services for cash
patients are due “In full” at the time of check in. For your convenience, we accept Cash,
Checks, MasterCard, Visa and American Express.

We bill your insurance as a courtesy. You are responsible for your account until we receive
payment from your insurance. If your insurance company changes, you must notify us

immediately so that we can obtain a copy of your new card and submit claims to the correct
address,

Your insurance policy is an agreement between you and your insurance company. Itis your
responsibility to know what is covered and what is not covered. Fees for non-covered
services are due at the time service is rendered.

If a problem occurs with your claim, you will be required to establish a written financial
agreement with our office until your insurance problem is resoived.

Please help us to better serve you by keeping all scheduled appointments. We require at
least 24 hours advance notice for all appointment cancellations. If YOU miss your
appointment or fail to cancel at with 24 hours advance notice our policy is to charge $25.00
for missed appointments.

Returned checks will be subject to a $30.00 fee.

Our practice firmly believes that a good doctor/patient relationship is based upon understanding
and open communication. We do understand that temporary hardships may affect timely
payment of your balance. We encourage you to communicate any such problems so that we
can assist you in the management of your account,

| herein authorize payment of medical benefits to Infectious Disease Associates when an
assigned claim is filed. My signature authorizes Infectious Disease Associates to release any
medical information necessary to process my insurance claims. My signature below indicates
that | understand and accept these policies.

Frint Name : DATE:

SIGNATURE OF PATIENT OR LEGAL GUARDIAN


















