	Atlantic Internal Medicine and Pediatrics - Patient Registration Form


	PATIENT INFORMATION

	Patient’s last name:
	First name:
	Middle name:

	
	
	

	Mailing address:
	City:
	State:
	ZIP code:

	
	
	
	

	Patient Sex:   FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	Title:  FORMCHECKBOX 
 Dr  FORMCHECKBOX 
 Mr  FORMCHECKBOX 
 Mrs  FORMCHECKBOX 
 Ms  FORMCHECKBOX 
 Miss
	Suffix:  FORMCHECKBOX 
 Jr  FORMCHECKBOX 
 Sr  FORMCHECKBOX 
 Other:
	Previous Name:

	Home phone:
	 FORMCHECKBOX 
 Cell Phone:
	 FORMCHECKBOX 
  Work phone:

	    (           )                -
	    (           )                -
	      (           )                -  

	Marital Status:   FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Legally Separated  FORMCHECKBOX 
 Widowed  FORMCHECKBOX 
 Other:
	
	Date of Birth:                /           /

	Social Security no. (Optional):
	Employer Name, Address, Phone:

	              -             -
	

	Occupation:                                               Employment Status:   FORMCHECKBOX 
 full time   FORMCHECKBOX 
 part time  FORMCHECKBOX 
 not employed   FORMCHECKBOX 
 retired   FORMCHECKBOX 
 disabled    FORMCHECKBOX 
 student     

	Preferred language:                                                                                        Ethnicity:   FORMCHECKBOX 
 Hispanic or Latino   FORMCHECKBOX 
 NOT Hispanic or Latino           

	Race:   FORMCHECKBOX 
 American Indian/ Alaska Native   FORMCHECKBOX 
 Asian   FORMCHECKBOX 
 Black/African American   FORMCHECKBOX 
 Native Hawaiian/Other Pacific islander  FORMCHECKBOX 
 White  


	NEXT of Kin/EMERGENCY contact

	Name of Next of Kin:
	Relationship to patient:
	Home phone no.:
	 FORMCHECKBOX 
 Cell   FORMCHECKBOX 
  Work phone:

	
	
	(          )         -
	(          )         -

	Mailing address:
	City:
	State:
	ZIP code:

	
	
	
	

	If Emergency Contact is different from Next of Kin, please list name, address, phone and relationship:

	


	RESPONSIBLE PARTY (Guarantor-This person will get the Bill)

	Guarantor’s last name:
	Guarantor’s first name:
	Guarantor’s employer:

	
	
	

	Guarantor’s mailing address, if different from patient:
	City:
	State:
	ZIP code:

	
	
	
	

	Guarantor’s phone number:
	Relationship to patient:
	Guarantor’s date of birth:
	Guarantor’s Social Security No. (Optional):

	(           )         -
	
	            /              /
	              -             -


	INSURANCE INFORMATION

	Name of primary insurance:
	Policy subscriber’s name, if not patient:
	Policy subscriber’s date of birth:

	
	
	            /              /

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other, please specify:

	Name of secondary insurance (if applicable):
	Policy subscriber’s name, if not patient:
	Policy subscriber’s date of birth:

	
	
	            /              /

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other, please specify:


	OTHER INFORMATION

	How did you hear about Atlantic Internal Medicine & Pediatrics?

Please present of all your insurance cards to the receptionist.  To the best of my knowledge, the information provided on this form is accurate.


	Signature:                                                                                                                                           Date:


Connect with our office online through the Patient Portal:

· View your medical record chart summary

· Order prescription refills

· Request appointments or referrals

· Ask billing questions

· Send a non-urgent messages or questions to office and medical staff

Patient name:__________________________________ DOB:_____________________

Email address:______________________________________________________________

(User instructions available on the website)
When logging in for the first time, please DO NOT enter your SS#.
[image: image2.wmf]Access through our website:  http://atlanticmedpeds.com
Atlantic Internal Medicine & Pediatrics
Patient Billing Agreement

PATIENT NAME: ________________________________ INSURANCE: _____________________

PATIENT’s DATE OF BIRTH: _____________________

AUTHORIZATION TO ASSIGN INSURANCE BENEFITS
     Patient (or the policyholder if the patient is not the policyholder) authorizes and directs that all medical benefits payable to or for the benefit of Patient under the terms of any applicable insurance policy, be paid directly to the providers affiliated with Atlantic Internal Medicine & Pediatrics.  Patients agree to sign any additional assignment of benefits form requested by Atlantic Internal Medicine & Pediatrics or any insurance company from time to time.  Patients understand that he/she is liable to providers at Atlantic Internal Medicine & Pediatrics for all related charges, whether or not covered by insurance.

AUTHORIZATION OF MEDICARE BENEFITS
     I request payment of authorized Medicare benefits for me or on my behalf for any services furnished me by the providers of Atlantic Internal Medicine & Pediatrics including non-physician services.  I authorize any holder of medical and other information about me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.

AGREEMENT TO PAY ATLANTIC INTERNAL MEDICINE & PEDIATRICS CHARGES
     Patient and guarantor (where applicable) agree that in consideration of the services to be rendered by or through Atlantic Internal Medicine & Pediatrics providers, each personally promises and obligates himself/herself to pay the amount of Atlantic Internal Medicine & Pediatrics charges in accordance with its regular rates and terms.  Please note that all payments and balances are due at the time of service, unless other arrangements have been made in advance.  We accept cash, personal checks (NH, MA, and ME), VISA, MasterCard and Discover.  Please note, we cannot accept post-dated checks and there is a $30 service charge for returned checks.  If co-payments are not paid at the time of service, you may incur a fee of $20.  As a courtesy to you, we bill participating insurance companies and you are responsible for any balance not covered by your insurance.  If needed, we are willing to work with you to develop a payment plan.  In the event of non-payment, patient and guarantor (where applicable) understand that such non-payment will be reported to credit reporting agencies and agree to pay all reasonable costs of collection including attorney fees.  
CONSENT TO TREAT
I (or my legal guardian or parent) authorize Atlantic Internal Medicine & Pediatrics to provide medical care reasonable by today’s standards.

__________________________________________________________________________________________
Signature of Patient (Guardian)/Policy Holder/Guarantor
                                         Relationship to patient

________________

Date






COMMUNICATION AUTHORIZATION and ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE & ATLANTIC INTERNAL MEDICINE & PEDIATRICS POLICIES 

___________________________________________

_____________________

Patient’s Printed Name






Date of Birth

I authorize Atlantic Internal Medicine & Pediatrics to leave messages on my voice mail / answering machine regarding:

(Please check as appropriate)

___ Care
___ Appointment Reminders

Please indicate the number you would like us to use for leaving messages:

Primary: ____________________
Alternate: ____________________

In order to provide quality care, please provide the name(s) of individuals we can speak with or provide information regarding your care (i.e. spouse, family member, friend):

Name: _________________________
Relationship: _______________

Name: _________________________
Relationship: _______________

If I prefer not to communicate by phone, please choose an alternative below:

___ Mail
___ Our Patient Portal

I acknowledge that if messages are left, my personal health information may be re-disclosed to other individuals or organizations and may no longer be protected by federal or state confidentiality laws.

Any questions I had regarding this authorization have been answered. This authorization is considered valid until I revoke it in writing. I may refuse to sign this authorization and this refusal will not affect my ability to obtain treatment.

Also, I have been presented with a copy of the Notice of Patient Privacy Practices, detailing how my health information may be used and disclosed as permitted under Federal and State law, and outlining my rights regarding my health information.  I have also received a list of Atlantic Internal Medicine & Pediatrics policies.  
_________________________________________________________________________________________________________________________

Signature of patient or authorized representative



Date

Atlantic Internal Medicine & Pediatrics Policies
Phone Policy

Atlantic Internal Medicine & Pediatrics feels when you call the doctor, it is important that you speak directly with a person.  Unless one of Dr. Kurish’s associates is covering, our staff works diligently to answer your phone calls during business hours:




Mon, Tues, Wed, Fri

8:30 am to 5:00 pm




Thursday


8:30 am to 6:00 pm


If we cannot answer in time, please leave a message and we will return your call by the end of the business day.  Please call for refills and appointments during business hours.  If you call after office hours or on weekends/holidays, your call will be forwarded to Dr. Kurish or the covering provider or answering service.  Please note that after hours calls are for urgent business only.

Coverage Policy

Atlantic Internal Medicine & Pediatrics focuses on continuity of care in the office, hospital, assisted living facility, nursing home, etc, but even our office needs time to relax.  Other medical professionals will be involved in your care on holidays, some weekends and vacations.  Please contact us before weekends and holidays to allow us to address any needs you may have.  We will try to announce non-emergent weekday absences at least 1 week in advance through patient messaging, Facebook, Twitter and our website. 

We have arranged for coverage with Coastal Pediatrics (CP) for patients under 18.  Please note there are some differences when these practices are covering. 

Appointment Policy

We are working hard to keep the office on track and on time.  To run smoothly, we need your help.  Please arrive at least 10 minutes prior to your appointment (please allow 20 minutes for your first appointment).  If you arrive 10 minutes late, you may be asked to reschedule. Missed appointments represent a cost to everyone in the practice for both patients and staff.  We will try to contact you the day before to remind you of your appointment.  Please let us know your preferred method of communication.  If cannot make it, please try to cancel/reschedule at least 24 hours prior.  We understand that emergencies occur and you may not be able to show for your appointment.  You will not be charged for your first missed appointment.  However, for each additional no-show, you may be billed $30 and may be discharged from the practice for missing 3 appointments within a year.  While we do not like to discharge patients, we want to make sure we can treat you and others that need to been seen.  Remember, this policy is intended to improve patient care by improving scheduling opportunities.  Please call us as soon as you know of any scheduling conflicts. 

Opiate Policy

Pain control is a serious issue and there are many reasons to be in extreme or chronic pain.  Although this office will not prescribe or provide opiates, we will refer you to a pain clinic if your pain needs opiates for control.  While you are waiting for your pain center visit, we can provide non-opiate medication options.  We do not stock opiates in the office.  While this policy may not apply to you currently and we hope it never will, we want to make sure all patients are informed.

Professionalism Policy

The staff is working on your behalf and deserves respect for their efforts.  We will make every effort to create a professional and friendly environment for your care.  If you feel we can improve, please let us know in a courteous manner.  We have this policy to allow us to evolve into a place that is optimal for patient care.  We value your opinion; however, if you express your concerns in a verbally or physically abusive fashion, you may be asked to leave the practice.

Please keep in mind other patients during your visit.  Some examples of how you can help include:

· If you are coughing or sniffling, please ask the front desk for a mask to wear.

· If you need to take a phone call, please step outside or a least talk quietly.

· If you are visiting with children, please keep an eye on them at all times.

· Please wash your hands after using the restroom.

· Please let us know if there is anything we can do to make you more comfortable.

Thank you.[image: image1.wmf]
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