Colbert Family Health &  New Patient

Wellness ___ Euxisting Patient
Confidential , Existing Patient: Revise all
Registration Information information that has changed
Please Print 4 since your last visit

Date /[  Email Address: Home Phone: Work Phone:

Last Name First Name . ‘ Ml Cell Phone:

Street Address: Mailing Address

Gity: State Zip

Gender: Male_ Female_  SSN: - - ' Biﬁhwdate / /

Circle One: Married - Single - Partnered — Widowed ~ Name of Partner/Spouse/Significant Other

Patient Employed by:

Business Address

Business Phone: ‘ Occupation

Name of Spouse/Responsible Party (if patient is minor):

Last First Mi
" Spouse/Responsible party Employed by:
Business Address:
Business Phone: Occupation

Responsible Party/Spouse SSN: - -

Do you have medical Insurance? Circle One:  No Yes [fyes, please fill in the following information:

Name of Primary Insurance: ID# Group #

*Subscriber’s Name: *Birth-date: { /

Insurance Address

Name of Secondary Insurance: ID# Group #

*Subscriber's Name: *Birth-date; ___ [ = {

Insurance Address

*This information is required by HIPPA

In case of an emergency, who should be notified?

Relationship | Phone:

Preferred Pharmacy: How did you hear about us?

Colbert Family Health & Wellness » 2580 Shiloh Springs Rd. Suite B » Trotwood, Ohio 45426 « 837 529 43760
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Patient Financial Policy S Colbert
)7 Family Health & Weltness

Thank you for choosing the practitioners of Celbert Family Health & Wellness as your family health
care providers. We are committed o providing you with quality family health care. Your clear
understanding of our Patient Financial Policy is important to our professional relationship. If you have
any questions about our fees, our policies or your financial responsibiiities, please do not hesitateto ask
the office staff or contact us at (937) 529-4376. Please take time to carefully review the following
information and return this form to the front desk with your signature and today’s date.

We require that all patients complete our Patient Financial Policy prior to seeing the practitioner. It is your
responsibility to notify our office of any patient information changes (i.e., address, name, insurance
information, etc.),

INSURANCE

e It is the patient’s responsibility to provide our office with current insurance information. We will
ask for and copy your insurance card at your first visit. Please bring your current insurance card
to each visit. We will ask to verify the card.

o If current information is not obtained at the time of service, it will become the patient’s
responsibility to pay the entire balance until current information is provided to ouroffice.

¢ Your insurance policy is a contract between you and your insurance compary. As a courtesy, and
pursuant to contractual obligations, we file all your claims for you. However, we will not become
involved in disputes between you and your insurance carrier. This includes, but is not limited to,
deductibles, co-payments, non-covered charges and “usual and customary” charges. We will
supply information as necessary. i i i

xour account,

CO-PAYS
e Co-payments are due at the time you check in PRIOR to your being seen by our practitioners.

DEDUCTIBLES and CQ-INSURANCE and ESTIMATES for in-office procedures:
e Ralances related to unmet deductibles and estimation of co-insurance, as per the contract you
have with your insurance, is to be paid at the time of service.
« For in-office procedures, an estimation of patient responsibility will be provided te you and is
to be paid in full PRIOR to services being rendered. '
e  Additional balances due, if applicabte, will be billed to you after the insurance carrier has
processed the claim.

UN-PAID/OUTSTANDING BALANCES - (Collgction Agency/Bankruptey)

e Payments are to be made at the time of service unless prior arrangements have been made through
the practitioner’s office staff in advance of your appointment.

o Any overdue balances may be processed to a collection agency for additional collection effosts, If
the account is referred fo a collection agency, this may vesult in referral from the practice
and/or the inability to schedule an appointment,

« Al balances not paid by your insurance carrier will be billed to you. Questions about how your
claim was processed are to be directed to your insurance carrier or you may call our business
office at (937) 529-4376.

s Filing of bankruptey, resulting in the waiving of balances dus to the practitioner, constitutes a
breach in our financial policy and could result in referral from the practice or delay in scheduling
an appointment.
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Colbert Family Health & Wellness Patient Financial Policy (Continues)

Forms of payment accepted:

Cash, checks, Visa, and Mastercard.
(Contact our billing office at (937) 529-4376 for additional information)

RETURNED CHECKS (FEE APPLIED)

The charge for a returned check is $25.00 payable by cash, money order or charge {(no checks |
accepted). This will be applied to your account in addition to the insufficient fundsamount.

DISABILITY FORMS (FEE APPLIED)

Disability, Life Insurance and other forms are often requested to be completed by the practice.
Many of the forms require review by the practitioners and completion of detailed medical history
questionnaires. Please allow 5-7 days for completion of any requested forms, The charge for this
service is $20.00. The fee for document completion must be paid in full when forms are
submitted to our office. We will not satisfy requests for completion or release of these documents
untit we are paid in full. :

MISSED APPOINTMENTS (FEE APPLIED)

Please help us serve you better by keeping scheduled appointments. In the event you are unable
to keep your appointment we request, at minimum, a 24 hour notice, Failure to provide
notice will result in a $25.00 missed appointment charge. This charge is the responsibility of the
patient and is not covered by any insurance carrier.

CREDIT BALANCES

If your account reflects a credit balance of $25.00 or less, Colbert Family Health & Wellness’
policy is to carry the balance on the account until your next appointment or your transfer from
the organization. If your account reflects a credit balance of more than $25.00, Colbert Family
Health & Wellness will maintain your credit until our Accounts Receivable staff processes your
credit or a request is made by you, the patient, to receive a refund. All refunds are reviewed and
processed every 45 days, if you make a request please allow ample time for review of your entire
account and processing through our accounting department. Refunds are not issued when
outstanding insurance claims are still “in processing” with your insurance compary. Please call
(937) 529-4376 with questions.

Colbert Family Health & Wellness Patient Financial Policy Page 2 of 3




MEDICAL RECORD COPIES - Please reference the details below regarding the cost associate with the copying of a patieni’s
medical record according to the Ohio State Medical Board Reguiation.

Ohio Practice: Ohio State Medical Board Regulation (§ 3701.74.1f

If you request & copy of your medical records you will be charged the following fees:
8) With respect to data recorded on paper, the following amounts apply:

i) $3.07 per page for the first ten (10) pages;

ify $0.64 per page for pages eleven (11) through fifty (50);

iil) $0.26 per page for pages fifty-one (51) and higher

) $2.10 per page with respect to data resulting from X-ray, MRI, or CAT scan, recorded on paper or filn
b) With respect to data recorded other than on paper {Le. elecironic copy):

i) Eight dollars ($8.00) per fiash drive required

i) The actual cost of any related postage incurred by Colbert Family Health & Weliness

If a request is made other than by the patient or the patient’s personal representative, total costs for copies and all services
zelated to those copies shall not exceed the sum of the following:

a)  An initial fee of eighteen doilars and ninety-one cents {$18.91), which shall compensate for the records search,;
B)  With respect for data recorded on paper, the following amounts apply:

i} $1.24 per page for the first ten (10) pages;

i} $0.64 per page for pages eleven (11) through fifty (50);

iiy  $0.26 per page for pages fifiy-one (51) and higher

iv)  $2.10 per page with respect to data resulting from X-ray, MR, or CAT scan, recorded on paper ot film
@) The actual cost of any related postage incurred by the health care provider or medical record company.

Like ali businesses it is our intention to thoroughly explain our financial policies and set forth our
expectations. Your assistance and cooperation is appreciated.

We are pleased to have the opportunity to meet your health care needs and encourage you to contact
(937) 529-4376 with any questions ot concerns. '

I have read the Patient Financial Policy and acknowledge my responsibilities by affixing my signatute
below.

Patient Name (please print) Patient Date of Birth

Patient/Responsible Party Signature Date

Colbert Family Health Rep Initials
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Assignment of Insurance Benefits

|, the undersigned, hereby authorize the release of any information relating to all claims for benefits submitted on behalf
of myself and/or dependents. | further expressly agree and acknowledge that my signature on this document authorizes
ry provider to submit claims for benefits, for services rendered or for services to be rendered, without obtaining my
signature on each and even claim to be submitted for myself andfor dependents, and that | will be bound by this
signature as though the undersigned had personally signed the particular claim.

i hereby authorize
(Name of Insured) . {Name of Insurance Company)

to pay and hereby assign directly to __all benefits, if any, otherwise payable to me for his/her
{Provider's Name})

services as described on the attached forms. 1 understand | am financially responsible for charges incurred. 1 further
acknowledge that any insurance benefits, when received by and paid to ‘

(Provider's Name}

will be credited to my account, in accordance with the above said assignment.

(Authorized Signature of Subscriber) {Date)

Medicare Authorization
IF YOU ARE COVERED BY MEDICARE, PLEASE SIGN AND DATE BELOW

| request payme@é authorized Medicare benefits be made either to me or on my behalf to Marguetta D. Colbert, CNP
Colbert Family Hed Wellness for any services furnished to me by APC. | authorize any heftder of medical information
about me to release to the-Center for Medicare and Medicaid Services (CMS) and its agents any information needed to
determine these benefits payabte.for related services. | understand my signaturg reGuests that payment be made and
authorize release of medical informatien_necessary to pay the claim. If “othestiealth insurance” is indicated in item 9 of
the HCFA-1500 form, or elsewhere on oth proved claim forms or tronically submitted claims, my signature
authorizes releasing of the information to the in n. In Medicare assigned cases, the health care
provider or supplier agrees to accept the charge dete
is responsible only for the deductible, co-insurance, and -covered services, Co-~Insurance and the deductible are
based upon the charge determination of the Medica

Signature of Benefici/afy/ \ Date

Financial Policy

| have read and
terms outlined

erstand the financial policies of Colbert Family Health & Wellness By my signatye | agree to the
the financial policies.

Signature Date

Consent for Treatment

~

| (or my legal guardian/parent) authorize Colbert Family Health & Wellness to provide medical care reasonable by
today’s standards.

Signature of Patient/Legal Guardian Date
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; List your prescribed drugs and over-the counter drugs, such as \ntamms and mhalers

i
E Name the i:?r'ug i Strength | Frequency Tgken E
|
l ; :
i S e ;
i : : L
E Ai[ergles to medlcatrons |
Name the Drug S | Fieé;_tmn ;(ounrhi_éc‘ln A o ___- —ﬁ o o E
U - - S S S e e+ £ e e e n e i e
HEALTH HABITS AND PERSONAL SAFETY
,lr - “ALL QUESTTONS EONTAINED IN THIS QUESTIONNAIRE ARE OPTTONAL AND WILL BE KEPT STRICT LY CONFIDENTIAL e
Exermse D Sedentary (No exerc1se}
i 03 Mild exercise (i.e., climb stairs, walk3 blocks, golf) S T T
’u D#Occasronal wgc?rc;us— ;(we.r;ls.e (I—e work or recreatmn, Iess than:}x/v.\;e.éﬁér 30 mln ) S R
i Ei Regular wgorous exerclse (i ey work or recreation 4x/week for 30 mlnutes)
Diét Are you dleting? o o o _ —E"D Yes %EJ No
i: If Yes, are you on a physiman prescrlbed medtcal diet? i o o ) “ “‘ I [l Ye; % 1 No
: # of meals you eat in an average day? :
{ Rank salt intake l OH i O Med N Dlow '
P ; Ronkfatinake |OH fOMed  iotw i
cateine  [ONore |DCofee |pTea  fmeee
i # of cups/cans per day?
L e R I
' If yes, what klnd? |
How many drinks per week? ) R
N [ ER
Have you considered stopping? {1 Yes {00 No
 Have you ever experienced blackouts? i 0 ves T
Aremy.c-Ju‘ brone to “binge” drinking? I o . D Yes‘?TIli “IIV‘G
Doyoudieafterdinkng? o ves j 0 N
Tobacco  |Doyouusetobacco?  loves|oomo
E | .Cl.galze‘tt_c;s_ pks /day S EI Chew #/daym - ‘"5""%.5; N #;’déymh l:l Clgars #/day
'Tj .‘;Ef_;é;;s . {:1 o; ; g;r (;u |t B AR ST R - .
NAME DATE
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