PATIENT INFORMATION        Dr. Mikol Anderson
_________________________________________________ _______________________






 
NAME___________________________       HOME  PHONE______________________
ADDRESS________________________        WORK PHONE_______________________
CITY,STATE ZIP____________________       CELL PHONE________________________

DATE OF BIRTH____________________
  SOCIAL SECURITY____________________
_______________________________________________________________________________________
_______________________RESPONSIBLE______PARTY_______________________    
NAME__________________________   PHONE NUMBER__________________

ADDRESS________________________ SOCIAL SECURITY_________________

CITY, STATE, ZIP__________________    RELATION TO PATIENT_____________
OCCUPATION/EMPLOYER____________BUSINESS PHONE__________________
BUSINESS ADDRESS___________________________________________________ ___________________________________________________________________
_______________________________________________________________________________________

________________________EMERGENCY CONTACT________________________ NAME_____________________________ PHONE___________________________
ADDRESS_______________________
RELATIONSHIP TO PATIENT____________

CITY, STATE, ZIP___________________
________________________________________________________________________________________
_________________________PRIMARY INSURANCE__________________________
COMPANY________________________       TELEPHONE________________________
ADDRESS________________________
GROUP #___________________________

CITY, STATE ZIP____________________
POLICY#____________________________

NAME OF INSURED___________________  ID/SOCIAL SECURITY#_________________

EMPLOYER OF INSURED_______________    PRE-AUTH#________________________

RELATIONSHIP TO PATIENT________________________

_______________________________________________________________________________________________________________SECONDARY INSURANCE________________________
COMPANY________________________ TELEPHONE_________________________
ADDRESS________________________   GROUP#____________________________

CITY, STATE, ZIP___________________  POLICY#____________________________

NAME OF INSURED_________________   ID/SOCIAL SECURITY #_________________

EMPLOYER OF INSURED______________ PRE-AUTH#__________________________

RELATIONSHIP TO PATIENT_______________________________________________

PATMENT INFORMATION

Payment is expected at the time of service.  Payment will be made by: CREDIT CARD, CASH, or CHECK.  If other payment arrangements are needed, please discuss your needs with Dr Moritz or Dr Anderson.  We try to accommodate the special needs of our patients.  Discussing your needs with us will help to avert future misunderstandings.

_____________________________________________________________________

CONTRACT TO PAY FOR MEDICAL SERVICES

In consideration of professional services rendered to the before mentioned patient, I / we agree to pay the customary  charge for these services in full at the time of service, unless other arrangements have been made with Dr. Moritz or Dr. Anderson.  I / we authorize Dr. Moritz or Dr. Anderson to receive assignment of insurance payment for services rendered.  If the customary charges are more than the benefits allowed under my insurance plan that I / we agree to pay the difference.

I / we, the undersigned recognize that Dr. Moritz or Dr. Anderson cannot accept responsibility for collecting any insurance claims or negotiating any settlement in a disputed claim.  I / we also agree that in the event of default in the payment of any amount due, and if this account is placed in the hands if an agency of attorney fee and court costs incurred and permitted by the laws governing there transactions.

______________________________________________

AUTHORIZATION TO RELEASE MEDICAL INFORMATION
As of March 14, 2003, the HIPPA Compliance Act went into effect to protect your personal information, I have read and/ or been offered a handout of these laws and regulations.  I understand that the HIPPA Compliance Act of 2003 is to protect all my personal and medical information.  Any and all information will only be shared with those individuals involved in my care.

SIGNATURE: _________________________________DATE:__________________

I / we have read and understand the CONTRACTS TO PAY FOR MEDICAL SERVICES and give the AUTHORIZATION TO RELEASE MEDICAL INFORMATION.

PATIENT: ____________________________________DATE:__________________

Parent or Guardian if 

Patient is a minor: ______________________________DATE:__________________

______________________________________________

MEDICARE BENEFICIARY SIGNATURE ON FILE
I authorize any holder of my medical or other information about me to the Social Security Administration and Health Care Financing Administration or its intermediaries or carriers any information needed for this related MEDICARE claims.  I permit a copy of this authorization to be used in place for the original and request payment of medical insurance benefits either to myself or to the party who accepts assignments Regulations pertaining to MEDICARE assignments of benefits apply.

SIGNATURE: _________________________________DATE:__________________
11/24/2007

