FAMILY ALLERGY & ASTHMA CARE
Please fill out ENTIRE form

PATIENT INFORMATION
Who is filling out form?  Patient or Parent/Guardian (Name:____________________________)

Patient Name:____________________________________________
Nickname (if any):______________________________

Date of Birth:____________________
     Age:______________
BOLD:
      Male
Female

Patient SSN: _________________________

Address:_____________________________________________________________________________________

City/State/Zip:________________________________________________________________________________

Home Phone#_____________________
    Cell #______________________
Work #________________________

E-mail Address:_______________________________________________________________________________

___Employed
_____Retired

Profession:__________________________________________________

Marital Statue: ____Single
_____Married

____Divorced

_____Widowed

**Emergency Contact and Phone Number:_________________________________________________________

INSURANCE INFORMATION

Insurance Company Name:______________________________________________________________________

Policy #:_____________________________________ 
Group #:________________________________________

Policyholder name:____________________________
Relation to patient:_______________________________

Effective Date:_________________________   Copay/Coinsurance/Deductible $ Amount:___________________

Do you have secondary insurance?_______________ If yes, Insurance Company:__________________________

Policy #_________________________
  Group #____________________
Policyholder:__________________

PARENT/GUARDIAN/SPOUSAL INFORMATION
Mother or Wife name:________________________
Father or Husband name:__________________________

D.O.B.:____________________________________
D.O.B.:_________________________________________

Address:___________________________________
Address:________________________________________

City/State/Zip:______________________________
City/State/Zip:___________________________________

Home #:_______________ Cell#_______________
Home#_________________ Cell#____________________

Employer Name:____________________________
Employer Name:_________________________________

Work #:___________________________________
Work #_________________________________________

Patient’s Primary Care Physician:__________________________________________________________________________
Address:_________________________________________ Phone:______________________________________________
Whom may we thank for telling you about our practice?  Name:_________________________ Phone__________________



_____Physician
_____Family Member
      _____Friend
           _____Insurance
       _____Website

Authorization For Release of Information

I certify that the information I have reported with regard to my insurance coverage is correct, I further authorize the release of any necessary information; including medical information for this or any related claim, to my insurance carrier (or in the case of Medicare Part B benefits to the Social Security Administration and Health Care Financing Administration). Either my insurance carrier or I may revoke this Authorization at any time in writing.  * INITIAL_______________

Assignment of Benefits

I hereby authorize payment of all medical benefits which are payable to me under the terms of my insurance policy to be paid directly to the above named physician for services rendered. *

INITIAL_______________

* A copy of the above authorizations may be used in place of the original.

Notice of Privacy Acknowledgement

I have received, read, and understand your Notice of Privacy Practices containing a complete description of the uses and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy Practices from time to time. A full description is available on our website www.familyallergycare.com
INITIAL_______________

Financial Agreement

I hereby assume financial responsibility for and agree to make payment in full to Family Allergy & Asthma Care for all charges for services or medical supplies (medications or vaccines) furnished to me or my dependents, whether this be my deductible, coinsurance, co-pay, or otherwise allowable amount determined by my insurance company. This also includes services not authorized or paid for by my insurance carrier. Any balance due is to be paid in full within 30 days, unless other arrangements have been made with the business office. I understand that all copayment, coinsurance, and deductible amounts, as determined by my insurance carrier, are to be paid at the time of service. If my insurance requires a referral, I understand it is my responsibility to present the referral at the time I receive service. If I receive services without a valid referral, I understand that I am financially responsible for such services.

In the unfortunate event my account becomes delinquent and is referred to a collection agency or attorney, I shall be responsible for the reasonable costs of collections, also to include court costs. I certify that the financial information given is true, accurate, and complete to the best of my knowledge, and further authorize Family Allergy & Asthma Care to investigate any and all financial information given concerning this or any related claim. 
A fee of $35 will be charged for any check not honored by your bank. Current patients will be charged a $50 fee and new patients will be charged a $100 fee for missed appointments and cancellations with less than 48 hours notice.
I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO INFORM THE OFFICE OF ANY CHANGES TO MY ADDRESS, PHONE NUMNBER, AND INSURANCE.

Signature of Patient, Insured, or Beneficiary





Date

