


Patient Name: Date of Birth: Physician:
Please Print MM/DD/YY

CONSENT TO TREAT: I request and give consent to my physician to provide and perform such medical/surgical care, tests,
procedures, drugs and other services and supplies as are considered necessary or beneficial by my physician for my health, and
well being. I acknowledge that no representations, warranties or guarantees as to the results or cures have been made to me or

relied upon by me.

RELEASE OF MEDICAL INFO AND AUTHORIZATION TO PAY INS BENEFITS: I authorize my physician to release
information from my medical records to my insurance carrier(s) or governments agency for the processing of claims for medical
benefits. I request that my insurance company(s) honor my assignment of insurance benefits applicable to the services and pay
all assigned insurance benefits directly to my physician on my behalf.

FINANCIAL AGREEMENT:

e Iunderstand all accounts are the full respons1b1hty of the patient and/or the patient’s responsible party/guarantor. My
physician will assist in obtaining insurance benefits when those benefits are assigned to my physician. It is the patient’s
responsibility to make sure insurance payments are processed and paid promptly to the physician. Current insurance
cards must be presented at each visit. In the case of default payment, I promise to pay any legal interest on the balance
due, together with any collection costs. Collection fees will equal 50% of the amount turned over for collection. Rea-
sonable attorney fees incurred to effect collection of this account or future outstanding accounts will be the responsibility
of the patient. We do require 100% of co-pays and deductibles to be pa1d at the time of serv1ce A $15 service charge
will be added to the account if the co-pay is not paid at the time of service.

e Unless canceled at least 4 hours in advance, our policy is to charge $25 for missed appointments and $50 for missed
physicals and new patients. . .

e  For any check that is returned due to non-sufficient funds, it is our policy to charge a fee of $25.00.

INITIAL

RELEASE OF PROTECTED HEALTH CARE INFORMATION VIA TELEPHONE
e I give consentand authorization for my phys101an or the staff of my physmian s office to leave protected health care in-
formation about me, or for me, on my answering machine or voice mail via the telephone number listed below.

Phone( )
e IfUnable To Contact Patient or Parent, test results may be left with:
Name: Relationship Phone

e Junderstand I may revoke these privileges at any time by submitting my request in writing to this office.

MEDICARE CERTIFICATION: I certify that the information given by me in applying for payment under Title XVIII of the
Social Security Administration and/or the Medicare program or its intermediaries or carriers. Irequest that payment of authoriza- -

tion beneﬁts be made directly to my physician treating me, on my behalf.
INITIAL

MEDIGAP AUTHORIZATION (FOR MEDICARE PATIENTS ONLY)

Name of Beneficiary (Patient) - " Medigap Policy Number
I am giving Anderson Family Health Spec1a11sts permission to ask for Medigap Payments for my medical care. Iunderstand that
' (Name of Medigap Insurer) needs information about me and my medical condition

to make a decision about these payments. I give permission for that information to go to

(Name of Insurer.)

I request that payment authorized by Medigap benefits be made either to me or on my behalf to Anderson Family Health Specml—

ists for any services furnished to me by that physician/supplier. I authorize any holder of medical information to release to

(name of Medigap Insurer) any information needed to determine benefits payable for

related services.

PATIENT SIGNATURE DATE
. /
NEW PATIENTS ONLY
ADVANCED DIRECTIVE RECEIPT OF NOTICE OF PRIVACY PRACTICES:
Do you have a living will? Yesd No O I acknowledge that I have received the
Have you appointed a Health Care Representative? YesOd NoO Community Hospitals of Indiana, Inc. Notice of Privacy
Have you given anyone your Power of Attorney? YesO No O3 (If patient did not sign, give reason and initial.)
Resuscitate? Yes O No O
Patients Signature : Date
Parent/Guardian . Date

AFHS 45



Anderson Family Health Specialists
1601 Medical Arts Blvd.
Suite 100
Anderson, IN 46011
(765) 298-5700

Dear Patient;

Welcome to our practice. We are committed to building a successful physician-patient relationship with you and your family. We are sending you
this o give you some information about our practice. If you have any questions after reviewing this, please do not hesitate to call our office.

LOCATION: Our office is located at 1601 Medical Arts Blvd., Anderson, indiana. This is the 3 story freestanding Medical Building in back of
Community Hospital. The office is located on the first floor in Suite #100.

YOUR DOCTOR: if your doctor is not available, one of our other providers will be happy to see you for urgent care needs.

PHONE HOURS: The office receives calls Monday through Thursday from 8:30 am to 4:30 pm. Friday phone hours are 8:30 am to 4:00 pm.
Physician office hours for seeing patients vary. -

=

PAYMENT: Please be sure to bring your insurance cards with you. Co-pays, deductibles, or non-covered services are DUE AT THE TIME OF
SERVICE. We accept cash, check, Visa or MasterCard and debit cards that are Visa or MasterCard. [f you do not have any insurance, payment for
your visitis DUE AT THE TIME OF SERVICE.

MAKING APPOINTMENTS: We strive to meet your needs when you need to see your physician. Therefore, we ask that you call 2-3 weeks before
you are in need of a regular follow-up appointment and at least 1 month before if you need a physical. We will do our best to make your appointment

at a time that is convenient for you.

MINORS/DEPENDENTS: Children under the age of 18 will require the signature of a responsible adult party on the registration form.

MISSED APP’O/NTMENTS.: We require at iéast a 4-hour notice of appointment canceliation. Routine appointments missed and not cancelled rnay
be charged a “no show” fee of $25.00. New patient appointments or physicals will be charged $50.00 for a missed appoiniment. -

PRESCRIPTIONS it is the policy of this office that our physxc;ans do not routinely call in refills by phone. If you are in need of a refill, please call our
office for an appointment. Please call at least two weeks before your prescriptions run out so that we may schedule an appomtment time convenient
for you. All parcotics MUST be picked up in the off ice and require a signature.

MEDICAL RECORDS: If you require us to transfer your records to another primary care physician or need records copied for other purposes, there
will be a fee of $15.00. This fee must be paid prior to the transfer of the records when the patient picks them up from our office. We must receive a
HIPAA compliant release in order to release your records. There is no cost to provide records to your specalist, to copy immunization records or if
you transfer to another CPI physician.

- PLEASE BRING TO EVERY APPOINTMENT:

1. Your insurance cards.

2. Your medications in their ORIGINAL containers including over the counter products
3. Please be prepared to pay all charges not covered by your insurance.

If you have any questions, you may call us at 765-298-5700.

Thank you,
Anderson Family Health Specialists




FINANCIAL POLICY

INSURANCE CLAIMS:

Primary Insurance: We will file claims with your insurance upon receipt of proof of insurance, (i.e., insurance card indicating coverage, identification
number and group number). The pafient is responsible for supplying information requested by the insurance company (i.e. annual claim forms,
accident details). In the event the patient has insurance coverage but cannot provide documentation, payment will be due at the time of service.
Upon receipt of the insurance card, we will submit the health insurance claim form indicating patient payment at the time of service.

Secondary Insurance: Claims will be filed with seéondary insurance if adequate information is received at the time of service. However, if payment
is not received in our office within 45 days after filing, the responsibility will be transferred to the patient and due upon receipt.

PATIENT FINANCIAL RESPONSIBILITY: If no insurance is to be filed by us, or if we are not a paricipating provider, full payment is due at the time
of service. Payment arrangements can be made with a signed Payment Agreement and the approval of the office manager. All balances are
required to be paid in full within 3 months if there are arrangements made.

Payment from statement is due upon receipt. Non-compliance may result in preparation of account for small claims court, collection agency and/or
credit bureau reporting and possible discharge from the practice.

In the event that an account is turned over for collection, the person financially responsible for the account will be résponsible for all collections costs '
including reasonable attorney fees of not less than 50% and court costs.

-

A patient may remit in full for alf outstanding charges owed on account. Amounts previously placed with a collection service will need to be paid fo
the collection agency. Under these circumstances, the physician may reserve the right to re-establish the patient to active status in the pracfice.

WORKMAN'S COMPENSATION & AUTO ACCIDENTS: We will provide a health insurance claim form and details of the examination upon patient
signature for release of records. You may forward the information to your'employer or auto insurance agency. Payment in full is due at the {ime of

service.

INSURANCE/DISABILITY FORMS: We charge a fee for all forms that need fo be completed. Fees vary depending on the form. Your portion of the
form must be completed and signed before we may complete our porfion. Most forms will be ready to be picked up 7 working.days from the date
they are received in our office. Please call to verify that they are complete before coming to pick them up. Payment is required when you pick up

your forms.

ACCOUNT CONSULTATION: Physicians do not discuss fi nancxai issues. Our billing staff is trained to discuss your account and make payment
arrangements. They will be happy to help you, but if you need further assistance, our Billing Manager may be consulted as well.






