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PATIENT REGISTRATION FORM

PATIENT INFORMATION (email form to: info.desk@upamd.com)
LAST NAME:      

 FIRST NAME:      ,  

MI:      
DATE OF BIRTH:      /     /      


AGE:      
CHECK ONE: SINGLE  FORMCHECKBOX 
 MARRIED  FORMCHECKBOX 
 


SS#:      -     -     
ADDRESS:       
CITY:      


STATE:      


ZIP:      
HOME PHONE (     )      

CELL PHONE (     )      
WORK PHONE (     )      

EMAIL ADDRESS:      

NAME & ADDRESS OF EMPLOYER:      
EMERGENCY CONTACT NAME & PHONE:      
PHYSICIAN THAT REFERRED YOU:      
PHYSICIAN’S OFFICE ADDRESS:      
PLEASE INDICATE PRIMARY LANGUAGE SPOKEN:      
Ethnicity (CIRCLE ONE): 


	 FORMCHECKBOX 
 Caucasian 
	 FORMCHECKBOX 
 Asian 
	 FORMCHECKBOX 
 Ashkenazi Jewish
	 FORMCHECKBOX 
 Hispanic

	 FORMCHECKBOX 
 African American 
	 FORMCHECKBOX 
 Mediterranean
	 FORMCHECKBOX 
 Other _________________
	


How did you hear about us?

	 FORMCHECKBOX 
 Newspaper Advertisement 
	 FORMCHECKBOX 
 Insurance Company 
	 FORMCHECKBOX 
 Another Patient of UPA

	 FORMCHECKBOX 
 Yellow Pages 
	 FORMCHECKBOX 
 Internet
	 FORMCHECKBOX 
 Other __________________________


INSURANCE INFORMATION MUST BE COMPLETED

Name of Insurance Company:      
Name of Policy Holder:      
Policy Holder’s Social Security #:      -     -     
Date of Birth:      /     /     
Relationship to Patient:      
Policy Holder’s Employer Name & Address:      
Employer’s Phone (     )      
We ask that all patients produce their insurance card and driver’s license so that we may make copies for your chart.  We cannot render services on the assumption that our charges will be paid by an insurance company.  As a courtesy, however, we will prepare and submit health insurance claim forms.  You are responsible for any deductibles and co-pays as outlined in your insurance policy.

PAYMENT AUTHORIZATION

I, ____________________________, hereby authorize University Perinatal Associates to furnish any and all information as required by insurance companies to collect payment for medical services rendered to me.  I direct the insurer to pay, without equivocation, directly to the physician, all benefits due for medical care rendered to me.  I am aware that I am personally responsible for all charges.  A photo static copy of this authorization will be as valid as the original.

In the event a legal suit or outside collections are necessary to enforce payment of the account, the patient agrees to pay for all collection fees and/or attorney fees and court costs as may be deemed reasonable.

Signature of Patient or Guardian _____________________________________________ Date ___________________

INFORMED CONSENT FOR ULTRASOUND

LEVEL 2

(If you are having an ultrasound, please read and sign the following consent)

Your physician has requested that you undergo a diagnostic procedure known as an ultrasound.  This procedure involves using sound waves reflected off your womb and your fetus, which will then be monitored and recorded and the images stored.  The pictures obtained will give us information regarding your pregnancy.  The test is believed to carry with it very little, if any, risk to you and your fetus.  There are several categories of ultrasound, namely a Level 2 (extensive or targeted exam) or a Doppler Ultrasound.

The Level 2 Ultrasound is more commonly ordered by your physician when there is a health history that places your fetus at a higher risk for birth defects.  However, you should realize that even with a Level 2 or Targeted Ultrasound, the examiner may not be able to identify fetal abnormalities or defects that are discovered only after the baby’s birth.  Thus, although ultrasound is a helpful test, it should not be considered as being absolute determinative of the absence of fetal defects and the guarantee of a normal fetus.

A Doppler Ultrasound is an exam during which the heart and/or the vessels carrying blood to the fetus and uterus are examined.  This ultrasound is done when there is a risk of heart defects in the fetus, or there is poor growth of the fetus or risk of a damaged placenta and the fetus.  

Should you have any questions regarding your ultrasound, do not hesitate to discuss them with your examiner, the nurse, or your referring physician before undergoing the test.

Please sign below before you have your ultrasound examination acknowledging that you have read and understood the information contained herein and have given an informed consent for this procedure.

_____________________________



____________________________


Patients Signature






Date
UNIVERSITY PERINATAL ASSOCIATES FINANCIAL POLICY

Thank you for choosing us as your health care provider.  We are committed to providing you with the best quality of care and service.  The following is a statement of our financial policy which we require that you read and sign prior to any treatment.  

FULL PAYMENT IS DUE AT TIME OF SERVICE

(your responsibility after insurance, etc.)

CO-PAYMENT/DEDUCTIBLE DUE AT TIME OF SERVICE

WE ACCEPT CASH, CHECKS, VISA, MASTERCARD, DISCOVER

Insurance-Participating Provider

Regarding insurance plans where we are a participating provider, co-payments and deductibles are due prior to treatment.  Co-payments include the portion of the bill, which the insurance company indicates as the patient’s responsibility.  As a courtesy to you, we will file your insurance claim on your behalf with the insurance information you provide to us. University Perinatal Associates DOES NOT file claims for secondary insurance. 

Insurance-Non-Participating Provider or No Insurance

In the event that your insurance coverage changes to/or is a plan where we are not participating providers or if you do not have insurance coverage, we will complete claim forms on your behalf from the information you provide to us.  However we do require 100% of the bill to be paid at time of service.  Please be aware that some, and perhaps all, of the services provided may be non-covered services and not considered reasonable and necessary under certain medical insurance plans.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for perinatal services in our area.  

Missed Appointments
Please help us serve you better by keeping scheduled appointments. There is a $25.00 cancellation fee if you do not call the office 24 hours prior to your appointment. Thank you for understanding our financial policy.  Please let us know if you have any questions or concerns.

Unpaid Balances/Returned Checks

Our office charges 18% interest for any unpaid balances over 30 days and $25 for returned checks.

PLEASE BE ADVISED THAT YOUR OFFICE VISITS AT UPA REQUIRE ADDITIONAL BILLING TO YOUR INSURANCE COMPANY SEPARATE FROM YOUR ROUTINE OBSTETRICAL CARE FEES WHICH MAY CAUSE YOU TO INCUR COPAYS. THERE IS A CHARGE OF $25.00 FOR COMPLETING DISABILITY, FLMA AND INSURANCE FORMS.

	Signature of Patient or Responsible Party
	
	Date

	
	
	

	Signature of Patient’s Spouse/Partner
	
	Date

	
	
	

	Spouse/Partner Social Security #
	
	Email Address


New Patient Consent to the Use and Disclosure of Health
Information for Treatment, Payment, or Healthcare Operations
I, ______________________________________, understand that as part of my health care, University Perinatal Associates originates and maintains paper and/or electronic records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment.  I understand that this information serves as: 

· A basis for planning my care and treatment, 

· A means of communication among the many health professionals who contribute to my care, 

· A source of information for applying my diagnosis and surgical information to my bill

· A means by which a third-party payer can verify that services billed were actually provided, and

· A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals

I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures.  I understand that I have the following rights and privileges:

· The right to review the notice prior to signing this consent,

· The right to object to the use of my health information for directory purposes, and

· The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment or health care operations

I understand that University Perinatal Associates is not required to agree to the restrictions requested.  I understand that I may revoke this consent in writing, except to the extent that the organization has already take action in reliance thereon.  I also understand that by refusing to sign this consent or revoking this consent, this organization may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.
I further understand that University Perinatal Associates reserves the right to change their notice and practices and prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations.  Should University Perinatal Associates change their notice, they will send a copy of any revised notice to the address I’ve provided (whether U.S. mail or, if I agree, email).

I wish to have the following restrictions to the use or disclosure of my health information:

____________________________________________________________________________________________________________________________________________________________________________________________________

I would like to authorize _________________________ to participate in my care and allow disclosure of any information pertaining to my medical care and insurance or financial records.

I understand that as part of this organization’s treatment, payment, or health care operations, it may become necessary to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, including disclosures via fax.

I fully understand and 
□ DECLINE 
□ ACCEPT the terms of this consent.
	Patient’s Signature
	
	Date


FOR OFFICIAL USE ONLY
	□ Consent received by ___________________________________ on ____________________________.

	□ Consent refused by patient, and treatment refuse as permitted.

	□ Consent added to the patient’s medical record on ___________________________________________.


