Beth A. Handwerger, M.D.

Patient Registration   (Please Print)         [_] NEW       [_] UPDATE

Name  ___________________________________________________              Date  ____________  Home Phone _________________  

                                                                                                          Cell Phone____________________ Work Phone _________________

DOB  _____/_____/_____  Age______  Soc Sec No. ______-______-_______
Sex  M   F
Marital Status __________ 


Address ___________________________________________________ City _________________ State _______  Zip ________

Employer____ ________________________  Phone __________________ Occupation___ ______ ___
___ ______ ___
          
Responsible Party / Primary Insurance Subscriber (If other than patient)

Name_________________________________________   Relationship_________________
      DOB _____/_____/______  

Address__________________________________________________________________________________________________

Employer:_______________ Address __________________________________________________________________________
Insurance Information (Please present card at front desk) 
Insurance Co. Name________________________________Subscriber______________________ ID#_______________ Group #_________  

Secondary Insurance (if applicable)

 Insurance Company Name __________              _________ Subscriber______________________ ID#_______________Group#_________

Is this visit due to an injury?  
YES     NO     


Workers  Comp?                       
YES     NO   
Motor Vehicle Accident?            
YES     NO    







Date of accident 


MEDICARE AUTHORIZATION

"I request that payment of authorized Medicare benefits be made payable to me or on my behalf to Beth A. Handwerger, M.D. for any services furnished to me by that provider. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services." "I am aware that REFRACTION, which is required to prescribe glasses, is not considered a part of medical care and is not covered by my insurance."

Patient Name: ________________________ Medicare ID# ____________ Provider Name: __Beth A. Handwerger, M.D.__________   

PROFESSIONAL SERVICES INSURANCE RELEASE
"I authorize the release of any medical information necessary to process insurance claims for surgical and/or medical services provided to me or my dependent by Beth A. Handwerger, M.D.."I also authorize payment of benefits directly to Beth A. Handwerger, M.D. such services as may be provided me or my dependent." "I understand that this authorization may not result in full payment by my insurance carrier for the charges incurred by the above named patient, and I agree that I am financially responsible to make payment in full on remaining patient balances should my insurance carrier determine the services I received are not covered." A photocopy of this authorization shall be considered valid.                         

Signature of Patient or Responsible Party _________________________________ Date _____________________ 
HIPAA PATIENT CONSENT FORM 
I hereby give consent Beth A. Handwerger, M.D. and all employees furnishing care within this office, to use and disclose my protected health information for the purposes of treatment, payment and health care operations.

Our Notice of Privacy Practices provides more detailed information about how we may use and disclose your protected health information.  You have been given a copy of this to review before you sign this consent.  We reserve the right to change the terms of our Notice.  You may obtain a copy of the current notice at any time by requesting one.

You have a right to request us to restrict how we use and disclose your protected health information for the purposes of treatment, payment or health care operations.  We are not required to grant your request, but if we do, the restriction will be binding on us.  You may revoke this consent at any time.  Your revocation must be in writing, signed by you or on your behalf, and delivered to us.

Print Patient Name: _________________________________________   Date: _________________________

Sign: ____________________________________

If you are signing as the patient’s representative:

Print your name: ___________________________

Authority: ________________________________

I give permission for the physician to discuss my medical record with the following individual(s):

 Name





DOB


 

Referral Information:  How were you referred to our office? ______________________________________________________________

Family Physician____________________________  Address________________________________Phone #__________________________

To avoid a $60 missed appointment fee, please call at least 24 hours in advance of your appointment to cancel or reschedule.
