PATIENT REGISTRATION FORM

**Today’s Date:

Clinic Name:

TATIENT INFORMATION: (Please use full legal name, no nicknames)

*Last Name: *First Name: Middle Initial:
*Address:

City: State: . Zip:

Home Phone #: ( B - *Socjal Security #:

*Date of Birth: Apge: *Sex:  Marital Status: Drivers Lic#:

*Employer Name and Address:

‘Work Phone #: ( B -
E-mail Address: Cell Phone #: ( ) -
Emergency Contact Name: Emerg Phone #: ( ) -

Please tell us how you heard abom‘ us:

Rejferred by

GUARANTOR INFORMATION: (List person or insured name responsible for bill - use full legal name, no nicknames)

*Relationship of Guarantor to Patient: Self

*Last Name:

*Address:

Spouse Parent Other

*First Name: Middie Initial:

City:

State: Zip:

Home Phone #: ( } -

*Social Security #:

*Drate of Birth: Age:

*Employer Name and Address:

*Sex:  Female Male

Work Phone #: (

INSURANCE INFORMATION: (Please aliow receptionist to photocopy your insurance ID cards)

IF SOMEONE OTHER THAN PATIENT IS THE INSURED PARTYT, PI’ EASE [NCLUDE DATE OF BIRTH FOR CLAIMS

PRIMARY INSURANCE:

Planp Name :

*Insured’s Name: :

Insured’s Social Secur-ity #:

*Tnsured’s Date of Birth:

#Policy / ID #:

*Group #: Eff Dlate:

Claims Address & Phone:

SECONDARY INSURANCE:

Plan Name :

*Insured®s Name:

.| *Insured’s Social Security #:

*Tnsured’s Date of Birth:

*Group #: * Eff Date:

*Policy /1D #:

Claims Address & Phone:

"REQU]RED FIELDS-PLEASE COI\’IPLETE FOR BILLING.

*ATTACH COPY OF INSURANCE CARDS.

Please read and sign back of form.
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MEDICALEDGE BEALTHCARE GROUP
PATIENT REGISTRATION FORM
DISCLOSURES & CONSENTS

Date of Birth:

Patient Name:

Firsi Name M1 Lasi Name

| ASSIGNMENT OF INSURANCE BENEFITS:
T hereby authorize direct payment of my insurance benefiis to MedicalEdge Healthcare Group or the physician individually for services
rendered to my dependents or me by the physician or under his/her supervision. I understand that it is my responsibility to know my
incurance benefits and whether or not the services I am to receive are & covered benefit. I understand and agree that I will be responsible

for any co-pay or balance due that MedicalEdge is nnable to collect from my ingurance carrier for whatever reason.

MEDICARFE/MEDICATID/CHAMPUS INSURANCE BENEFITS:
|1 certify that the information given by me in applying for payment tnder these programs is correct. I anthorize the release of any of my ar
my dependent’s records that these programs may request. [ hereby direct that payment of my or my dep endent’s authorized benefits he

made directly to MedicalEdge Healthcare Group or the physician on my behalf.

AUTHORIZATION TC RELEASE NON-PUBLIC PERSONAL INFORMATION:

I certify that I have received and read a copy of the MedicalEdge Healthcare Group Paiient Information Privacy Policy. T hereby
authorize MedicalEdge Healthcare Gronp or the physician individnally to release any of my or my dependent’s medical or incidental non-
public personal mformation that may be necessary for medical evaluation, treatment, consultatior, ar the processing of insurance benefits,

AUTHORIZATION TO MAIL, CALL OR E-MAIJL:

1 certify that I understand the privacy risks of the mail, phone calls, and e-mail. I hereby anthorize a MedicalEidge Healthcare Group
representative oI my physician 1o mail, call, or e-mail me with communications regarding my healthcare, including but not limited o such
things as appointmeni reminders, referral amrangements, and laboratory resulis. I understand that I have the might io rsscind this
authorization at any time by notifying MedicalEdge Healthcare Group 1o that effect in writing.

LABX-RAY/MDIAGNOSTIC SERVICES: ‘
T understand that I may receive a separaie bill if my medical care inchudes lab, x-ray, or other diagnostic services. I further understang
that T am financially responsible for any co-pay or balance due for these services if they are not reimbursed by my insurance for whatever

TEASOIL

| CONSENT TO TREATMENT: - | o .
1 hereby consent to evaluation, testing, and treatment as directed by my MedicalEdge physician or his or her designee.
PATIENT SIGNATURE: L - a DATE:

| GUARANTOR SIGNATURE: | | . DATE:

{ (f different from patient) ) i ' :

GUARANTOR NAME (Please Print):
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FINANCIAL RESPONSIBILITY AGREEMENT

Patien ‘ Date Date
Name: of Birth: of Visit:

T understand and agree that I will be financially responsible for any and all charges for

services not paid by my insurance for my visits, This includes any Medical service or visit,
Preventaiive exam or physical, Lab testing, M.ray, EKG, and any other Screening service or

Diagnostic testing ordered by the physician or the physician’s staff

7 understand and aeree it is my responsibility and not the responsibility of the Physician
ar Clinic 1o kmow if my insurance will pay for my Medical service or visit, Preventative exam ot
physical, Lab iesting, X-Tay, EKG, or any other Screening service or Diagnostic testing ordered
by the physician or the physician’s staff.

T undorstand znd agree it is my sesponsibility 10 lmew if my insurance has any

~insrance, Out-of-Network amount, Usgnal and Customary Lamit, or

Deductible, Co-payment, Co
services | receive, and I agree to make full payment.

any other type of benefit limitation for the

T understand and agree it is my respongibility to know if the ‘physician or provider I am
seemg is a contracted in-nstwork provider recognized by my insurance company or plan. If the
physician or provider I am seeing ig mot recognized by my insurance company or plan, i may
~egult in claims being denied or higher out of pocket expense 10 me. T upnderstand this and agree
+0 be financielly responsible and make full payment.

I understand and agree it is my responsibility to kmow if my PCP choice has been
processed by my Insurance cOmpany O plan. If I have requested a PCP change that is not
processed by my imsurance COmPAny, it may result in claims beng denied. T undersiand this and

agree to be financially responsible and make full payment.

Date:

Signatnre:
{please sign here—Paiient or Responsible Partyy)

Responsible
Party Name:

{please print name of '_Re.;pmmﬁ‘:’br‘ tigy Party if different fiom Patient)
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If you are over the age of 18, stili living at home, may we discuss your

' Signature:

Orthopedic Center of Arlington

Bruce L Prager, M.D. Charles Whittenburg, D.O.
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In our efforts to comply with Health Insurance Portability and
Accountability Act (HIPAA),we need to be certain that we guard your
privacy according to your wishes when it comes to your family, friends, and

co-workers.

Please circle vour response to the following:

May we leave messages COnCCring your appointments with a co-worker, receptionist or
secretary that regularly answers your calls? Yes No N/A

May we leave messages on a voice mail at work? Yes No N/A

May we discuss your appointments/treatment with your spouse? Yes No N/A

appointments/treatment with your parent(s) or guardian? Ves No N/A
If you are over the age of 18, may we discuss your appointments and / or treatment

with your children? Yes No N/A

You must inform us, in writing, of any changes in your directives. This record takes
effect April 14, 2003, and will be kept in your file along with your acknowledgement of
receipt of your Notice of Privacy Practices.

Date:

Printed name; ‘Date of Birth:

515 W. Mayfield Rd., Suite 210 * Arlington, TX. 76014 ¥ Phone 817-468-8400 * Fax 817-468-8512



