ORANGE DERMATOLOGY ASSOCIATES, P.C.

PATIENT INFORMATION (Please Print) Today’sDate /[
Name 58#
Last First ML
Mailing Address
Cliry State Zip
Home Phone Work Phone Cell Phone -
Area Code Area Code Area Code
Date of Birth__ /[ Age Sex Marital Status Occupation
POLICY HOLDER /RESPONSIBLE PARTY (if different from patient)
MName
Last Firse ML
Address
Cligy State Lip
Home Phone Work Phone SS#
Area Code Area Cade
Date of Birth__ / /  Sex Marital Status Occupation

INSURANCE INFORMATION (Please present insurance card at time of check in.)

Secondary Insurance Name

Primary Insurance Name
Ins. Address

Ins. Address

Mame of Insured

Name of Insured

Insured’s 1D#

Insured’s [D#

Group #

Employer Name

Group#
Employer Name

Employer Address

Employer Address

Employer Phone

Employer Phone

Aveq Code
Relationship of patient to the Insured

Areg Code
Relationship of patient to the Insured

Other family members that are patients

Phone

Phone

In case of Emergency, who should be notified?

WE RESPECT YOUR PRIVACY (The HIPAA Policy is posted in the office)

All medical records of Orange Dermatology Associates, P.C. are strictly confidential. You are entitled to access your own

medical records.

[ authorize the release of medical information to my primary care or referring physician, to consultants if needed, and as
necessary to process insurance claims and prescriptions. | also authorize payment of medical benefits to Orange

Dermatology Associates, P.C.

I understand and agree that, regardless of my insurance status, | am responsible for the balance of my account for any
professional services rendered, including any unmet deductibles, co-payments and non-covered services. If my account is
turned over to a collection agency or if 1 fail to keep a scheduled appointment, a service charge will be added.

To insure patient confidentiality. our office policy is to give test results to the patient only. If we call your home and

another member of your household answers the telephone, may we leave results?
May we leave personal medical information on your answering machine at home?

I acknowledge reading this entire page.

Patient or Responsible Party (if minor) Signature

Yes O Mo 1
Yes O No DO

Office use only [] Copy of insurance card (both sides) attached.

Updated By:




Orange Dermatology Associates, P.C.

TO ALL MEDICARE PATIENTS

I authorize any holder of medical or other information about me to release to the Social Security Administre
and Center for Medicare and Medicaid Services, or its intermediaries or carrier, any information needed for
or a related Medicare claim. I permit a copy of this authorization to be used in place of the original. and req
payment of medical insurance benefits to Orange Dermatology Associates, P.C.. which accepts assignment.

! /

bignaturc as it appears on Medicare Card Date
If vou have a supplemental policy and it is a MEDIGAP policy to which vour Medicare carrier automatically
“crosses over’, we are required to keep a separate signature on file:

I request authorized MEDIGAP benefits be made on my behalf for any services furnished to me. | authorize
any holder of medical information to release to the above MEDIGAP carrier any information needed to
determine these benefits or the benefits payable for related services.

Signature as it appcars_on Meﬂi?t_\:ap Card Date
1. THE FEES APPROVED ARE SET BY MEDICARE, NOT ORANGE
DERMATOLOGY.

2. MEDICARE WILL NOT PAY THE ENTIRE AMOUNT, BUT WILL
USUALLY PAY 80% OF THE APPROVED CHARGE.

3. I AM RESPONSIBLE FOR THE BALANCE, WHICH IS USUALLY 20%
OF THE APPROVED CHARGE.

4. EVERY YEAR THERE IS A MEDICAL DEDUCTIBLE WHICH I MUST
PAY. AT THE PRESENT TIME., THE DEDUCTIBLE IS $135.00.

5. CERTAIN PROCEDURES, SUCH AS REMOVAL OF GROWTHS FOR
COSMETIC REASONS, ARE NOT COVERED BY MEDICARE.
THEREFORE, | AM RESPONSIBLE FOR PAYMENT OF THESE
PROCEDURES AT THE TIME OF SERVICE.

6. ALL MEDICARE CLAIMS WILL BE FILED ELECTRONICALLY, AND 1
GIVE MY WRITTEN PERMISSION TO DO SO.

AVE READ THE ABOVE AND UNDERSTAND AND AGREE TO COMPLY WITH THE ABOVE.

ME (PLEASE PRINT)

ature as it app:‘érs on Medicare Card Date






