	PATIENT INFORMATION

	Title

☐Mr☐Mrs☐Ms☐Miss    ☐Jr☐Sr     ☐Dr   ☐Rev
	Sex

☐Female      ☐Male
	Date of Birth

/            /

	First Name                     Middle Initial    Last Name
	Social Security Number

	Physical Address
                                                                             City                                                                     State                                  Zip

	Mailing Address                                                                              City                                                                     State                                  Zip

	Preferred Phone Number

(         )              -
	Home Phone Number

(         )              -
	Cell Phone Number

(         )              -
	Work Phone Number

(         )              -

	Marital Status

☐ Single  ☐Married  ☐ Divorced  ☐ Legally Separated  ☐ Widowed  ☐ Other

	FAMILY PHYSICIAN/PHARMACY

	Physician Name
	Physician Phone Number

(         )              -
	Physician Fax Number

(         )              -

	Physician Address                                                                          City                                                                      State                                Zip

	Preferred Pharmacy Name
	Pharmacy Phone Number

(         )              -
	Pharmacy Fax Number

(         )              -

	EMPLOYER

	Company Name
	HR Contact Name

	Company Address                                                           City                                   State                  Zip
	HR Contact Phone Number

	WORKERS COMP

	Are you being seen for a work-related injury?

☐Yes         ☐No
	Date of Injury

         /         /
	Nature of injury

	Workers’ Comp Carrier Name
	Adjustor’s Name

	Worker’s Comp Carrier Address                                  City                                   State                 Zip
	Workers’ Comp Carrier Phone Number

(         )              -

	Treating Physician
	Treating Physician Phone Number

(         )              -
	Treating Physician Fax Number

(         )              -

	PRIMARY HEALTH INSURANCE
	SECONDARY HEALTH INSURANCE

	Insurance Carrier Name
	Insurance Carrier Name

	Insurance Carrier Address
	Insurance Carrier Address

	Insurance Carrier Phone Number

(         )              -
	Insurance Carrier Phone Number

(         )              -

	Subscriber Name
	Relationship to Subscriber
	Subscriber Name
	Relationship to Subscriber

	Subscriber Number
	Group Number
	Subscriber Number
	Group Number

	EMERGENCY CONTACT

	First Name                                                      Last Name
	Relationship to Patient

	Cell Phone Number

(         )              -
	Home Phone Number

(         )              -
	Work Phone Number

(         )              -


2. Additional Information

Missed Appointments:
We will attempt to call you prior to your appointment.  If we must leave a message, Dublin Physical Medicine requires that you call back to confirm your appointment.  You may leave a voicemail during the lunch hour or after hours.  We reserve the right to cancel any unconfirmed appointment.  Missed appointments will be considered a “No-Show” and may result in a fine of $50 for a follow-up, $100 for a procedure, or the termination of treatment altogether.

As a specialist office, we see a very limited number of patients per day and do not abide unconfirmed and/or missed appointments.  You must arrive 15 minutes prior to all Consults and Procedures.  We will call you ONCE if you are not here 15 minutes prior to your appointment.  If you do not answer, we will then start calling another patient to come in and replace you.  This will be considered a no-show and you may be charged a $100 fee.  If you are more than 5 minutes late to a short follow-up appointment, it will be considered a No-Show and you may be charged a fee of $50.  A missed appointment is a lost opportunity for a different patient in need to have seen the doctor.  

Medication Refills:

All medication refills require TWO BUSINESS DAYS to be completed.  If you call after you have already run out of your medication, you will still have to wait 48 hours in most circumstances.  Please make sure you are aware of your medication needs.  All medication refill requests called in on a Friday are subject to the two business day rule.
Notice of Privacy Practices:

This notice describes how we may use and disclose your protected medical information.  It also describes your rights to access and control your protected health information. “Protected health information” is information about you including demographic information and general medical information including past, present and future physical and mental health information related to our health care services.  

You are required to abide by the terms of this Privacy Policy.  We may change the terms of this notice at any time.  Any change made will be effective for all protected health information obtained both before and after the change.  We will provide any change in policy or revised Privacy Practices upon your request.  

Uses and Disclosures of Protected Health Information:

You will be asked to sign a copy of this Privacy policy for your initial visit.  Your protected information may be used by your physician, our staff and others outside our facilities who are involved in your care for the purpose of your visit.  Your information may also be used to obtain payment for your health care bills and support the operation of the physician’s practice.  Use of this information may be necessary with a third party or your insurance company to properly coordinate your care.  We may provide information to other health care professionals who become involved in your care and provide assistance with your diagnosis or treatment.  This information may also be disclosed to student or resident physicians that may see patients in our office.  

This information may be given to other health care professionals or other parties to whom you allow access; it may also be used in the case of a medical emergency.  We may disclose information that is required by law, or that may affect a public health issue.  If a communicable disease is noticed, that information will be given to the proper authorities.  Situations of abuse or neglect will be reported to the public health or proper law enforcement agencies.  The FDA and/or CDC may be notified in the event of any adverse events, product defects or to make any repairs or replacements.  This information may be used for any legal proceedings in response to a court ordinance, or for anything applicable to legal requirements.  This information may be necessary for a medical examiner or coroner for identification purposes or other duties required by law.  We may use this information for research purposes.  We may, under the proper circumstances, disclose information to military personnel.  Inmates’ information may be disclosed to the correctional facility and physician seeing you.   Other uses and disclosure may only be obtained with your written consent.  This consent may be withdrawn at any time. 
Your Rights:

You have the right to personally inspect and take a copy of your protected health information.  Under federal law you may not inspect or copy the following:  psychotherapy notes, information compiled in anticipation of a civil, criminal or administrative proceeding.  

You have the right to restrict your protected health information.  You may ask us not to disclose information to family members, billing agencies or insurance companies.  You must state the specific restriction with which you want it to apply.  You have the right to have your personal protected health information amended.  You have the right to obtain a paper copy of this Notice of Privacy Practices upon request.  
Complaints:

You have the right to complain to us or to the Secretary of Health and Human Services if you believe we have violated your privacy rights.  You may file complaints with us by calling 614-792-3767.  We will not retaliate against you for filing a complaint.
3. Our Financial Policy

Dublin Physical Medicine is committed to your successful treatment.  The following is a statement of our Financial Policy, which we require that you read and sign prior to any treatment.  Our practice firmly believes that a good physician/patient relationship is based upon understanding and good communication.  We believe that an informed patient is a more satisfied patient.  Therefore, we want to communicate our Patient Financial Policy to you in writing.
Insurance:  

All patients must complete our patient information and insurance forms before being seen by the doctor.  We participate with many insurance companies; for a complete list, please visit our website at www.dublinphysmed.com.  If you do not have an insurance card present at the time of service, you will be required to pay the self-pay fee prior to seeing the doctor.  We do not submit claims to third parties (e.g. auto insurance companies for MVA-related treatments).  In instances such as these, we require payment at the time of service and will provide you with an invoice with which you may request reimbursement from your insurance carrier.
The treatments provided in this office are considered reasonable and medically necessary under Medicare and/or other medical insurance guidelines.  However, please be aware this is a specialist office and some services may not be a covered benefit under your plan.  As a courtesy to patients, our staff will attempt to verify insurance coverage prior to any procedure.  However, you are ultimately responsible for knowing your own level of coverage and benefits.
We must emphasize that as medical care providers our relationship is with you, not your insurance company.  We will appeal disputed claims with insurance companies to the extent where additional documentation is required from us in order for your claim to be processed.  While the filing of insurance claims is a courtesy we extend to our patients, all charges are your responsibility from the date the services are rendered.  In the event that your insurance ultimately denies coverage of your visit or treatment, the balance may automatically be transferred to patient responsibility – this is the case for all types of insurance including Medicare and Medicaid.  
Dublin Physical Medicine is committed to providing the best treatment for our patients and we charge what is usual and customary.  Your insurance company has established an allowed reimbursement amount for each service offered by this practice.  These amounts have been mutually agreed-upon between the two parties and cannot be negotiated.
Patient Responsibility:  

All co-pays are due at time of service.  If your insurance company applies a portion of our charges to your annual deductible or co-insurance, you will receive an invoice from our office for that amount.  If you receive an invoice from our office, we kindly ask that you remit payment within thirty (30) days.  If we do not receive payment within 90 days, or if your account is determined to be delinquent, please be aware that your information will be turned over to a collection agency. While your account is delinquent, you will be ineligible to schedule appointments. 

We understand that temporary financial problems may affect timely payment on your account.  If such problems arise, we are happy to initiate an interest-free monthly payment plan that meets your budget.  In order for this arrangement to occur, it is the responsibility of the patient to contact our office.  These arrangements, however, will be made so that the account is made solvent within one year from the date of service.
If you do not have insurance, or if you are seeking a service not covered by your insurance plan, we require payment at the time services are rendered.  A cash-payment amount has been established for every service offered and a quotation will be provided to you prior to your appointment.  Cash-payment rates closely resemble that which we would be paid by an insurance company for the same treatment.  
Payment Details:  

We accept cash, checks, and credit cards.  We have the capability to accept payments over the phone with your credit or debit information.  Returned checks are subject to a $35.00 fee and payment will be required before your next appointment with the doctor.
4. Medical Records Policy
Patients are entitled to a copy of their medical records free of charge.  Any other agent or entity acting on the patient’s behalf must abide the reimbursement guidelines for medical records copying, established in O.R.C. Section 3701.741.

Dublin Physical Medicine assesses a fee for the completion of medical documentation on the patient’s behalf.  Examples:

· Employer FMLA Forms
· Employer Short Term Disability Forms
· Employer Long Term Disability Forms
· Motor Vehicle Accident Claim Forms
· Personal Injury Claim Forms
The charge for this service is $100.00 per half hour of the physician’s time and is offered at the company’s discretion.  Payment must be received in full prior to the completion of any documentation.  Payment is the patient’s responsibility, or any party otherwise authorized to act on the patient’s behalf, as this is not a covered benefit under medical insurance plans.  This policy does not apply to the following, for which records and/or documentation are provided at no cost:

· Letters of medical excusal (or light duty) at work 

· Letters for return to work
· Claims filed under the “Social Security Act”

· Bureau of Workers’ Compensation

5. Authorization of Release

I hereby authorize Dublin Physical Medicine to examine me or my dependent that I am accompanying.  I authorize Dublin Physical Medicine to release or obtain any pertinent medical information or previous medical records from other physicians for continuity of care or for insurance reimbursement purposes.  I authorize benefits to be paid directly to my physician at Dublin Physical Medicine from my insurance carrier.  I understand and acknowledge that I am responsible for all charges that my insurance carrier does not cover.    Finally, I have received and read the above Notice of Privacy Policies, Financial Policy and Medical Records Policy.  
Patient Signature: ___________________________________________________________________
Date:   ____________________________________________________________________________
Relationship to patient:  ______________________________________________________________
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