REGISTRATION FORM

PHYSICIAN NAME OFFICE NAME/LOCATION DATE COMPLETED
Patient First Name Middle Name Last name SSN
Sex Date of Birth Aliases Marital Status o Married o Widowed

o Male o Female

o Single o Divorced o Other

Permanent Address

O Please check if you prefer to have

Home Phone Number

Check preferred contact number
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correspondence from our office sent in a O
sealed envelope ma
City State Zip Mobile Phone
Number O
Employer Name Work Phone Number
O
Employer Address Is it okay to leave confidential messages (appointment reminders, [ YES
test results, etc) on your voicemail/answering machine? O NO
City State Zip Please list people with whom we may

discuss your medical conditions/care:

Emergency Contact Name

Relationship to Patient

Emergency Contact Home Phone

Check preferred contact number

O
Address Mobile Phone Number

O
City State Zip Work Phone Number

O
Responsible Party oSelf oSpouse | Guarantor First Name Middle Name Last name
oFather oMother oOther
Guarantor Sex Guarantor Date of Birth Guarantor Home Phone Number Guarantor SSN

0 Male © Female
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Guarantor Employer Address

Guarantor Employment Status

Guarantor Work Phone Number

City State

Primary Insurance Name

Zip

Date Effective From

Guarantor Employer Name

Primary Insurance Address

Patient Relationship to Subscriber
oSelf oSpouse OChild oOther

Insurance Phone Number

Subscriber/Insurance ID Number

Group Number

Name of Subscriber

Date of Birth

Employer Name

PRIMARY INSURANCE

Employment Status

oFull Time oPart Time oNot Employed oSelf-Employed oRetired oActive Military Duty oStudent —Full Time oStudent —Part Time oOOther

Covered through:

Secondary Insurance Name

oEmployment o Retirement o COBRA aoOther

Date Effective From

Employer Size
0l-19 020-99 0100+

Secondary Insurance Address

Copay Amount

Patient Relationship to Subscriber
oSelf oSpouse oChild oOther

Insurance Phone Number

Subscriber/Insurance ID Number

Group Number

Name of Subscriber

Date of Birth

Employer Name

SECONDARY INSURANCE

Employment Status

oFull Time oPart Time oNot Employed oSelf-Employed oRetired oActive Military Duty oStudent —Full Time oStudent —Part Time oOOther

Covered through:

o Yes oNo

oEmployment o Retirement o COBRA oOther

Is this related to a motor vehicle accident?

Employer Size
0l-19 020-99 0100+

Did this injury occur at work?
oYes oNo

Copay Amount

Please see the back for the Financial Policy and Acknowledgement for Treatment
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You may receive a copy of th|s document upon request Original: 9/2007 Revised: 9/2010

FINANCIAL POLICY AND ACKNOWLEDGEMENT FOR TREATMENT

Patient Name: DOB: Date:

Thank you for choosing our Practice. The Physicians and Staff are committed to providing you with the best possible medical
care. Please read this form carefully as it outlines our policy regarding payment, treatment and operations and sign at the
bottom.

Financial Policy Acknowledgement: Advanced Medical Group, Alliance Physicians, and Kettering Specialty Care have

preferred provider contracts with most insurance companies. Please contact your insurance company to determine if our

practice has a contract with them. Anyport i on of your bill that i s -papdedultidkeomber ' s
a non-covered percentage will be due at the time of service. Your insurance coverage is a contract between you and your

insurance company. We are not responsible for services denied by your insurance company. We will bill your insurance

carrier and collect only what you owe at the time of service. It is your responsibility to inform us of any changes with your

i nsurance. Many i nsur ance Ipwearainst prbvaed @ith dctuiateniefdrnyatioh dt theitimeg d e a d
of service, you may be responsible for payment in full for all services rendered.

Financial Authorization: | hereby authorize physician to bill my insurance company(s) for services rendered. | also assign to

physician any insurance or other third-party payments for services provided to me. | understand that physician has the right

to refuse or accept assignment of said benefits. If the benefits are not paid to the physician, | agree to forward all health

insurance and other third-party payments | receive for services rendered to me immediately upon receipt. | am responsible

for the payment of all charges for services rendered to the above patient. Payment will be made promptly as bills are

presented with the settlement in full or appropriate arrangements for settlement made.

The undersigned* certifies that he/she has read this document and that he/she is the patient or is duly authorized by the
patient as the patient’'s gener al agent to execute these

Divorce Decree: If you are going through a divorce, it is your responsibility for payment and the presentation of active
insurance cards at the time of service.

Payments: We accept cash, credit cards and personal checks (with photo ID only) in most of our offices. Upon receipt of
billing statements, outstanding balances are due immediately. Should your account become past due it may be sent to an
outside collection agency or referred for legal action.

Returned Checks: Checks returned to our office by the bank will be assessed a $35.00 returned check fee in addition to the
original amount of the check. Upon notice, you are immediately responsible to pay the outstanding check and returned check
fee. If you do not pay the check plus the returned fee, the account could be sent to a collection agency or referred for legal
action. In addition, we only accept cash or credits for all future visits.

Missed Appointments: We understand that there are times when a schedule appointment cannot be kept. If you need to
cancel or reschedule an appointment, we request that you notify our office twenty-four (24) hours in advance. However, a
fee may be charged for missed appointments or the practice may terminate the patient/physician relationship for a series of
missed appointments.

CONSENT

| authorize physician to provide examination and treatment as may be deemed necessary by the physician. This may include
examinations, surgery, laboratory testing, consultations or other services rendered in the judgment of the physician. |

understand that | may receive and am responsible for any separate billings | receive as a result of services provided.

I have been informed of my HIPAA rights and acknowl edge
provided to me at my request. | hereby authorize physici
insurer, compensation carrier, health care facility or any other agency which may be providing financial assistance for the

patients care or healthcare provider which the physician deems necessary to provide for the continuity of medical care.

*Please sign signature pad at the front desk.



