Arthrltls Center of Lexington * 330 Waller Avenue, Suite 100 Lexmgton, KY 40504

PATIENT INFORMATION Email
*PLEASE SIGN AND DATE REVERSE SIDE . : '
Patient’s Last Name First - ML Sex Birth Date | Social Security # | Home Phone #
_ : | M E . '
Mailing Address City, State, and Zip Cell Phone #
Patient’s Employer (If Applicable) Spouse/Parent(s) Name Spouse’s Birth Date
Business Phone () : : B :
Spouse’s Employer (Include City and State) Spouse’s Social Security # Business Phone
(if insurance provider) ( )
In Case of Emergency Contact: . _ Relationship Fhone #
( )
‘Who May We Discuss Your Health Information With?
No One Other Than Self A Spouse 1 Parent  Other - Name
May we Jeave messages regarding your health information on your voicemail/answering machine? U Yes U No
Referred by: Family Care:

Please complete the following as required in accordance with the demographics stands §170.207(f) asking a patient to specify race,
langnage, and/or ethnicity. Please check the most appropriate answer.

RACE: QO White QO American Indian/Alaskan Native O Asian O Black or African American El Multiracial
O Native Hawaiian or Pacific Islander [ Other Race O Decline -
LANGUAGE: QEnglish Q Spanish 0 Other O Unknown/Not Reported O Decline to specify
ETHNICITY: (Hispanic or Latino [ Not Hispanic or Latino O Unknown O Decline to specify

MEDICARE PATIENTS ONLY (Required by Medicare Program)

Are you or your spouse covered by an Employer Group Health Benefit Plan? __YES ____NO
Are you or your spouse working for an employer with more than 20 employees? __ _YES ___ NO
Do you receive Black Lung Benefits? YES __ NO
Do you receive workers comp benefits? YES _  NO

Are you being seen for an injury or illness for which another party could be held liable or is covered under Automobile No
fault insurance? _____ YES NO

INSURANCE INFORMATION — PLEASE PRESENT CARD TO RECEPTIONIST

[ CONSENT ]

I hereby consent to Arthritis Center of Lexington (the “Practice”) using or disclosing my protected health information for the purpose of
providing treatment to me, obtaining payment for health care services rendered to me or to carry out the Practice’s health care operations. 1
also consent to Practice using or disclosing my protected health information for treatment activities provided by another health care provider;
as well as the payment activities conducted by another health care provider or entity. I further consent to the disclosure of my protected
health information in order for another provider or health care entity to conduct health care operations including quality assessment and
reviewing the competence of health care professicnals.

I hereby consent if at any time I provide a wireless telephone number at which I may be contacted, I may receive calls or text messages,
including but not restricted to communications regarding billing and payment for items and services, unless I notify the office to the
contrary in writing. Calls and text messages include but is not restricted to pre-recorded messages, artificial voice messages, automatic
telephone dialing devices or other compuier assisted technology, or by electronic mail, text messaging or by any other form of electronic
communication from the hospital, affiliates, contractors, servicers, clinical providers, attorneys or its agents including collecting agencies. |

I hereby consent if at any time I provide an email address at which I may be contacted, unless I notify the office in writing, I may receive
instructions, statements, bill, marketing material for new services and payment receipts at that email address from the office.

Specific Records Expressly Included, I expressly authorize release of the following information for the purposes of treatment, payment and
health care operations, if it is part of my protected health information. (CHECK ANY OR ALL YOU AGREE TO AUTHORIZE FOR RELEASE):

CHECK ANY OR ALL YOU AGREE TO AUTHORIZE FOR RELEASE:

U Chemical Dependency/Substance Abuse O Drugs O Alcohol
3 Sexually Transmitted Diseases '
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Our main goal is prowdmg you the best care and service. We also’ reeogmze the need for aclenr nnderstandmg ofyour ﬁnancnal _
obligations for the treatment you receive. In ordeér to create a better understanding between patients and our practice, we have adopted .
the following poltey i g you have any questlons about tlus pohcy, we enooumge you to contact our patlent awounts depanment o

_ LPAT]ENTS WI’IHOUT INSURANCE COVERAGE: ' ' ' ' ' 3

© . Unless pnor arrangements have been made with the Pattents Aooounts Manager payment in full is due on the day of service. For S

_ your convenience, we accept cash, checks, Visa and MasterCard. We.do not charge interest on unpaid balances; thercfore, we cannot:
extend credit for more than 90 days. Tlus provides you with sufficient time to secure outside financing through a Iendtng institution

| such as a bank or ﬁnance company in order to make extenhed payments to fit your persona] budget

[RETURNED CHECKS: e j |
Due to the expense of processing checks returned by the benk, we charge a$25 00 service fee. Any retnmed check must be pald o
mtlun ten (10)-days or it may be turned overtoa collection agency or the County Attorney 5 Oﬁee I ) :

[ o sHOW POLICY - - - - |
" Ouroffice pohcyprovxdesacourtesyealltoallof our established pattents prior to your scheduled appointment, Youmayreeetvean
atnomatedeaﬂsopleasehstentotheennremessageandrespondasrequested If you are unable to keep an appointment, we request
thatyouca]lomoﬁeeatleast%hommadvaneesowemayutthzethespacetoeareforotherpau-ts Therefore, patients whodo - -
" not choose to call our office mﬂ:m%homstocaneelthelrappomhnent, will be chatgeda$25 no-showfeeandmaybe dismissed '
ﬁomthepractieeonthethtrdoeoamon. C . U L -

[ INSURANCE CLAIMS: _ O L ' ' _ |
'We participate with numerous insurance plans and will gladly file your claim for you. Co-payments are due on the day of service,
This is generally required by your insurance plan as part of our contract with them. For insurance plans with whom we are nota =

. contracted provider, we will gladly ﬁle your claim for you. Beneﬁts will be assigned to us which means paymeni will be made -
directly to our office. A $25. OObmmg fee will be applied to your account if your oo-pay 1s not patd at the tnne of service. :

[ INSURANCE PLANS REQUIRING REFERRALS - ' ' ]
Please check your insurance plan to see if a referral or pre—authonzatlon is necessary from your pnmary care doctor tosec our
specialists. It is your respons:bxhty to obtain the necessary referral in order for your insuratice company to pay for your services. We.
will be happy to assist you in any way possible to obtain your required referral. If you arrive for your appomtment w1thout the o
required refersal, you will need to reschedule the appointment when a refen-al can be secured. T _ :

fADULTSTUDENTSCOVEREDBYPARENTSINSURANCE ' i ' - T = f‘-
We will gladly file your claim for you.. However, if you are over the age of 18, you ‘are responslble for your bill. Al eo-payments are

due on the day of service. We wiil need your current address and your permanent btllmg address for our files. = ..

A pa:ent or legal guardian must accompany all cluldren under the age of 18 In the case of d:voroed parents, the parent bnngmg the '

cht!d in for service is reSponsible for the btll

Ihavebeenoﬂ‘eredandlorreoewedacopyofArthnnsCenterofLexmgtonsNotloeoanvacmectxoes T

[AUTHOREZATIONS " .
I'hereby give my permussmn to Arthnns Center of Lexmgton for the evaluatton and treatment of the presented rheumatologtml _—

_ condition.

I hereby authorize the above phymman(s) to release mformatxon regardmg services rendeted by himv/her and allow a photocopy of my
signature 10 be used to file insurance, - _ _ e S .

- I hereby authorize the phys:c:an(s) mdtmted above to furmsh mformatlon to 1nsumnee carriers oonoemmg this tllness and I hereby
irrevocably asmgn all payments for medical services rendered. .

Ihavemd the ﬁnancxal eonsent and pnvacy pohcy statements for Arthritis Center of Lexmgton onthereverse of thls page and agree :
to the terms herein. Ialsounderstandthatsuehtennsmaybeamendedwhennwdedbythepmcuoe , . o

PaﬁentorRspons_ihlePat'ty N oo | © . Dae T o
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