Premier Cardiovascular PA
Patient Registration
First Name: _________________________ Middle: ___________________ Last: ______________________
Street address: ____________________________________________________________________________
City: ____________________________________ State: ____________________ Zip code: _______________
Home Phone: ___________________________ Work: _______________________ Cell: _________________
Emergency Phone / Contact: _________________________________________________________________
Sex: F / M

Marital status: __________

DOB: _________________ Social Security: ________________

Referring Physician/ Phone Number: ___________________________________________________________
Employer Name: ___________________________________________________________________________
Phone #: __________________________________________________________________________________
Pharmacy: _____________________________________________ Phone Number: ______________________

Insurance Information

Please give insurance card at time of arrival. So that we may make a copy of your card.
This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is valid as
an original.
I authorize said assignee to release all information necessary to secure payment. I understand I am responsible
for any deductable, coinsurance and or non covered services. In the event my account is assigned to collection,
I agree to pay all cost of collection including reasonable attorney fees.

___________________________________________________________
PATIENT’S SIGNATURE

____________________________
DATE

OFFICE BILLING POLICY
As a courtesy, we submit to all insurance carriers for all patients. Even if we do not participate with the plan.
Any applicable copay will be collected at time of service. For all others, payment are expected at the time of
the visit unless other arrangements are made in advanced of the appointment.
We request a copy of all insurance card(s)

PATIENT RESPONSIBILITY STATEMENT
Regardless of our participation status with your insurance carrier, it is not possible for us to be updates and
aware of any changes in your policy. It is the patient’s responsibility to update our office upon checkin or over
the phone of any changes to your insurance.
1) I understand that I am financially responsible for all services rendered from this day forward, and that if
Premier Cardiovascular PA submits claims to my insurance carrier on my behalf, I am responsible for payment of
any deductable, co‐payments and out‐of‐network expenses which may apply. I further understand that if
Premier Cardiovascular PA does not participate with my insurance and submit a claim on my behalf, I am
responsible for any amount over and above what the insurance carrier allows, and the payment arrangement
can be made with the billing department.
2) I agree to promptly turn over to Premier Cardiovascular PA any payments sent directly to me by my insurance
carrier for services provided by Premier Cardiovascular PA and for which there is an outstanding balance on my
account.
3) I understand that I am currently insured under a plan, or covert to plan in the future, and a referral from my
primary physician is required. It is my responsibility to obtain the referral prior to my visit and to make certain
that it is current, complete and include an authorization for any testing and/or surgery which may be indicated. I
further understand that if I have not obtained a referral at the time of my appointment I may 1) Cancel and
reschedule for a later date without any penalty or 2) Choose to be seen without prior approval and make
payment for services at the time of visit. I also fully understand that if Premier Cardiovascular PA participates
with my insurance carrier and my plan provides out‐ of‐ network benefits for unauthorized visits a claim will be
submitted to my carrier and I will be responsible for any co‐payments and/or deductable which may apply.
Should I choose to cancel my appointment I understand that the appointment will be after the necessary
referral is received and when opening is available.
4) I understand Premier Cardiovascular PA will charge a $35.00 fee for all returned checks and that a $25.00
“NO SHOW” will apply for all appointment cancelled without a 24 hour notice at the time of a 2nd occurrence.

________________________________
DATE

_______________________________________
SIGNATURE OF PATIENT OR GUARDIAN

OFFICE BILLING POLICY
As a courtesy, we submit to all insurance carriers for all patients. Even if we do not participate with the plan.
Any applicable copay will be collected at time of service. For all others, payment are expected at the time of
the visit unless other arrangements are made in advanced of the appointment.
We request a copy of all insurance card(s)

PATIENT RESPONSIBILITY STATEMENT
Regardless of our participation status with your insurance carrier, it is not possible for us to be updates and
aware of any changes in your policy. It is the patient’s responsibility to update our office upon checkin or over
the phone of any changes to your insurance.
1) I understand that I am financially responsible for all services rendered from this day forward, and that if
Premier Cardiovascular PA submits claims to my insurance carrier on my behalf, I am responsible for payment of
any deductable, co‐payments and out‐of‐network expenses which may apply. I further understand that if
Premier Cardiovascular PA does not participate with my insurance and submit a claim on my behalf, I am
responsible for any amount over and above what the insurance carrier allows, and the payment arrangement
can be made with the billing department.
2) I agree to promptly turn over to Premier Cardiovascular PA any payments sent directly to me by my insurance
carrier for services provided by Premier Cardiovascular PA and for which there is an outstanding balance on my
account.
3) I understand that I am currently insured under a plan, or covert to plan in the future, and a referral from my
primary physician is required. It is my responsibility to obtain the referral prior to my visit and to make certain
that it is current, complete and include an authorization for any testing and/or surgery which may be indicated. I
further understand that if I have not obtained a referral at the time of my appointment I may 1) Cancel and
reschedule for a later date without any penalty or 2) Choose to be seen without prior approval and make
payment for services at the time of visit. I also fully understand that if Premier Cardiovascular PA participates
with my insurance carrier and my plan provides out‐ of‐ network benefits for unauthorized visits a claim will be
submitted to my carrier and I will be responsible for any co‐payments and/or deductable which may apply.
Should I choose to cancel my appointment I understand that the appointment will be after the necessary
referral is received and when opening is available.
4) I understand Premier Cardiovascular PA will charge a $35.00 fee for all returned checks and that a $25.00
“NO SHOW” will apply for all appointment cancelled without a 24 hour notice at the time of a 2nd occurrence.

________________________________
DATE

_______________________________________
SIGNATURE OF PATIENT OR GUARDIAN

Summary of Notice of Privacy Practices

The following is a brief summary of your rights and our responsibilities as detailed in the attached Notice of
Privacy Practices (the “Notice”). The Summary is for your convenience and is not a substitute for reading the
entire Notice and does not modify the terms of the Notice.
1. Uses and Disclosures of your Health Information. We may use the information we develop and collect for
treatment by our practice or disclose the information to others to whom we refer you for treatment, for
payment for these services and for certain health care “ operations “ such as improving the competence and
quality of our staff and business planning and management. We may disclose your information to our
business associates such as medical transcriptionist, billing services and other who assist in the operations of
our practice. We may call you to remind you of appointments and may leave messages on your answering
machine if you have one. We may also disclose information to your family about location, general condition
or death. If you are available and able, we may ask your consent first. We may also use your information to
recommend products or services related to your care but will not use or disclose your medical information
for marketing purposes without your written authorization. Your medical information may be disclosed
without your authorization as required by law, for public health purposes, healthcare oversight, including
audits and investigations, judicial and administrative proceedings, subject to the limits imposed by the state
and federal law, and certain other purposes.
2. Other Uses and Disclosures. Except as described in the Notice, we will not use or disclose your medical
information without your written authorization. You can revoke an authorization at any time, except to the
extent that we have already taken action in reliance on the authorization.
3. Your Health Information Rights. You have a number of rights under state and / or federal law, which are
subject to the terms and conditions specified in the Notice.
A) You may request restrictions on certain uses and disclosures of your information
B) You may request that you receive your information from us in a certain way.
C) You may inspect and copy your medical records.
D) Your may request amendment to any record you believe is inaccurate.
E) You may request an accounting of disclosures made of your records.
4. Change to the notice. We reserve the right to change the Notice. If we do, WE will post it in our office and
provide a copy upon request.
Complaints. You may file a complaint to our Privacy Official or with the federal government as detailed in
our Notice. You will not be penalized for filling any compliant.

Acknowledgement of Receipt of Notice of Privacy Practices
Name of Patient: ________________________________________________ DOB: _____________________
I hereby acknowledge that I received a copy of Privacy Practices of this medical practice. I further
acknowledge that a copy of the current notice will be posted in the reception area and that I may request a
copy of any amended Notice of Privacy Practices at each appointment.
Signed: ________________________________________________________ Date: ____________________
Print name: ____________________________________________________ Phone#: ___________________
If not signed by the patient, please indicate your relationship to the patient: __________________________

For office Use Only:
______ Signed form received by: _____________________________________________________________
______ Acknowledgement refused:
______ Reasons for refusal: _________________________________________________________________

