GEORGE R. REISS, M.D., P.C.

Y SHAMIL S. PATEL, M.D.
REGISTRATION FORM
Marital status (circle one)
Single / Mar / Div / Sep / Wid
Sex:
Patient’s last name: First: Middle: M F
Home #: Cell #: Alt. #: Birth date: Age:
Street Address / P.O. Box: Social Security no.:
City: State: Zip: E-mail address:
Occupation: Employer: Employer phone no.:
Referred here by (please circle one):
Insurance Plan Hospital Family Friend Close to home / work Yellow Pages Other
Primary / Family Dr.: Referring Dr.:
Phone #: ( ) Phone #: ( )
INSURANCE INFORMATION
(Please give your insurance card and photo id to receptionist.)
Please indicate primary insurance (circle one): Medicare  Aetna AZ Foundation BCBS of AZ
Cigna PPO / HMO Humana Tricare United Healthcare Secure Horizons
Banner Health Choice Plus Ameriben Other AHCCCS Plan
Subscriber’s name: Subscriber’s SSN No.: Birth date: Group. No.: Policy No.:
. . / /

IN CASE OF EMERGENCY

Name of local friend or relative (not living at same address): Relationship to patient Home phone no.: / Work phone no.:

HIPAA IMPLEMENTATION PROCEDURES

I understand that HIPAA has implemented procedures that require specific authorization for release of my information. I agree
to the following statements and understand that I can revoke these at any time, by informing the Privacy Officer in writing:

*A message may be left with a callback number or appointment reminder on my home, work or cell phone number.

*Postcards may be sent to my home address or an e-mail, will be used for communication from this office and will not be
shared with any other entity and give my permission for its use for this purpose.

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I
understand that I am financially responsible for any balance. I also authorize George R. Reiss, M.D., P.C./ Shamil S. Patel,
M.D. or insurance co. to release any information required to process my claims.

Signature Date




GEORGE R. REISS, M.D.,P.C.
SHAMIL S. PATEL, M.D.

Signature on File, Assignment of Benefits, Financial Agreement, HIPAA Notice

O MEDICARE: Medicare#: . I request that payment of authorized Medicare
benefits be made on my behalf to Dr. Reiss or Dr. Patel for services furnished me by Dr. Reiss or Dr. Patel. |
authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid
Services and it’s agents and information needed to determine these benefits or benefits payable for related
services. | understand my signature requests that payment be made and authorizes release of medical infor-
mation necessary to pay the claim. If other health insurance is indicated in item 9 of the HCFA 1500 form, my
signature authorizes releasing the information to the insurer or agency shown. Dr. Reiss or Dr. Patel accepts
the charge determination of the Medicare carrier as the full charge, and | am responsible only for the deducti-
ble, coinsurance and non-covered services. Coinsurance and deductible are based upon the charge determi-
nation of the Medicare carrier.

U MEDIGAP: | understand that if a MediGap policy or other health insurance is indicated in the item of the
HCFA 1500 form, my signature authorizes release of the information to the insurer or agency shown. | re-
quest that payment of authorized secondary insurance benefits be made on my behalf to Dr. Reiss or Dr. Pa-
tel, is possible or otherwise me.

U OTHER INSURANCE: As a courtesy, Dr. Reiss or Dr. Patel will bill all primary insurance coverage if he is
a contracted provider. If he is not a contracted provider. If he is not a contracted provider, | will pay for all ser-
vices at the same time they are rendered. | authorize payment of my medical and surgical insurance benefits
to Dr. Reiss or Dr. Patel. | understand | am financially responsible for any charges whether or not paid
by my insurance. If co— payment and/ or deductibles are designated by my insurance company or health
plan, | agree to pay them to Dr. Reiss or Dr. Patel. | authorize Dr. Reiss or Dr. Patel to release any infor-
mation required to process any and all claims for reimbursement on my behalf. A copy of this authorization
may be in place of the original.

NON-COVERED SERVICES: | understand that Dr. Reiss’s or Dr. Patel contract with health care services
plans (i.e., HMO’s, PPQO’s) relates only to items and services which are “covered” by the health care service
plans. These procedures may include, but are not limited to refractions. A refraction may be preformed to
verify whether or not my vision can be improved with a new prescription or whether surgery is indicated. A
refraction is considered routine by Medicare and most other health care service plans. Accordingly, | accept
full financial responsibility for all items or services, which are determined by the health care service
plans not to be covered.

FINANCIAL AGREEMENT: | agree that in return for the services provided to me by Dr. Reiss or Dr. Patel, |
will pay my account, including co-pay, deductible, and non-covered fees at the time service is rendered. If |
am unable to pay at the time of service, | understand a $25 billing fee will be charged. If my account is
sent to an agency for collection, | agree to pay collection expenses and reasonable attorney’s fees as estab-
lished by the court and not pay a jury in any court action. | understand and agree that if my account is delin-
quent, | may be charged interest at the legal rate. Any benefits of any type under any policy of insurance are
hereby assigned to Dr. Reiss or Dr. Patel. If co-payments and/or deductibles are designated by my insurance
company or health plan, | agree to pay them to Dr. Reiss or Dr. Patel.

However, | understand that | am primarily responsible for the payment of my bill.

HIPAA NOTICE OF PRIVACY PRACTICES: | ACKNOWLEDGE THAT | HAVE RECEIVED THE NOTICE
OF PRIVACY PRACTICES ISSUED BY DR.REISS OR DR. PATEL, EFFECTIVE APRIL 14, 2003.

X Date

Signature of Beneficiary or Authorized Party
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