Central Jersey Internal Medicine Associates, PA

ALL ITEMS MUST BE COMPLETED. PLEASE PRESENT YOUR INSURANCE CARDS AND DRIVER’S LICENSE TO THE FRONT DESK

LAST NAME FIRST NAME MAIDEN NAME BIRTHDATE AGE
MARITAL STATUS SOC. SECURITY 8 DRIVERS LICENSE # HOME TELEPHONE CELL PHCNE#
& M WD DV SEP
ADDRESS CITY STATE ZIP
YOUR EMPLOYER . CCCUPATION WORKFPHUNER
EMPLOYER'S ADDRESS CITY & STATE ZIF HOW LONG
EMPLOYED:
REFERRED BY: - FHERGENCY TME & FHONE# OF FRIERD OR RELATIVE NOT LIVING WITHYOU: | ARE YOUTN THE MILTTARY?
YES NG
1} PRIMARY INSURANCE COMPANY NAME INSURANCE COMPANY ADDRESS
INSURANGE POLIGY (D # INSURANCE GROUP # iSINSURANCE THROUGH SUBSCRIBER'S
EMPLOYER?
YES NO
NAKME OF SUBSCRIBER SURSCRIBER S8 # SUBSCRIBER'S BIRTH DATE RELATIGNSHIF TO SUBSCRIBER
SELF SPOUSE DAUGHTER  OTHER
SUBSCRIBER'S EMPLOYER EMPLOYER'S ADDRESS
2} SECONDARY INSURANCECCHPANY NAML INSURANCE COMPARY ADDRESE
INSURANCE POLICY ID & INSURANCE GROUP # IS INSURANGE THROUGH SUBSCRIBER'S
EMPLOYER?
. . YES NO
NAME GF SUBSCRIBER SUBSCRIBER §§ # SUBSCRIBER'S BIRTH DATE RELATICNSHIF 1O SUBSCRIBER:
: SELF SPOUE DAUGHIER __OTHER
SUBSCRIBER'S EMPLOYER R EMPLOYER'S ADIRESS

PATIENT CONFIDENTIALITY - [T1iS OUR POLICY TO CALL YOU TO CONFIRM YOUR SCHEDULED APPOINTMENT AND/OR PROCEDURE, AND TO REPORT TEST
RESULTS. DUETO THE PRIVACY RULE, WE CAN ONLY RELEASE INFORMATION TO THOSE YOU LIST BELOW.

NAME RELATIONSHIP TELEPHONE #
ARE WE ABLE TO LEAVE A MESSAGE ON YOUR ANSWERING MACHINE I (= e No
ARE YOU ABLE TO RECEIVE CALLS AT YOUR PLACE OF BUSINESS? I (= _ No
IF YES, CAN WE STATE WHO AND FROM WHERE WE ARE CALLING? e MEs  __ ____ No
YES NGO

Do WE HAVE PERMISSION TO RELEASE HEALTH INFORMATION TO OTHER PROVIDERS IN €HARGE OF YOUR HEALTHCARE? — ——

PAYMENT IS EXPECTED WHEN SERVICES ARE RENDERED. THE PATIENT IS RESPONSIBLE FOR FURNISHING OUR OFFICE WITHALL THE
INFORMATION REQUESTED ABOVE THE PATIENTS IS ALSO RESPONSIBLE FOR FURNISHING ANY NECESSARY INSURANCE FORMS TO THE

OFFICE PRIOR TO HOSPITALIZATION OR OFFICE SURGICAL PROCEDURES.

INSURANCE AUTHORIZATION & ASSIGNMENT, & PAYMENT RESPONSIBILITY - | HEREBY CENTRAL JERSEY INTERNAL MEDICINE TO FURNISH
INFORMATION TO ANY AND ALL INSURANCE CARRIERS CONCERNING MY MEDICAL RECORDS AND TREATMENTS. | HEREBY ASSIGN TO THE
PHYSICIANS ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO MYSELF AND MY DEPENDENTS. | ACKNOWEEDGE AND UNDERSTAND
THAT ] AM RESPCONSIBLE FOR ALL SERVIGES RENDERED TO ME AND ALL THE CHARGES INCURRED FROM THOSE SERVICES. ALTHOUGH |
HAVE REQUESTED THE PRACTITIONER TO BILL MY INSURANCE COMPANY ON MY BEHALF, | CLEARLY UNDERSTAND THAT | AM RESPONSIBLE
FOR ANY AMOUNT NOT COVERED BY MY INSURANCE FOR ANY REASON. | WILL ALSO BE RESPONSIBLE FOR ANY CO-PAYS, CO-INSURANCGE
AMOUNTS, AND DEDUCTIBLES, ANY PAYMENTS MADE DIRECTLY TO THE PATIENT AND OWING TO THE PHYSICIANS WILL BE REMITTED PAY-
ABLE TO CENTRAL JERSEY INTERNAL MEDICINE. | AGREE THAT IF MY ACCOUNT IS REFERRED TO AN OUTSIDE AGENCY OR ATTORNEY FOR
COLLECTION, | WILL BE RESPONSIBLE FOR AN ADDITIONAL COLLEGTION FEE OF FIFTY DOLLARS ($50.00) OR 20% OF THE BALANCE OWED,

WHICHEVER AMOUNT IS GREATER.

Signature Date

Date

== Signatare




