Summit Urology

Please fill out this form completely. All information is needed for billing purposes. Thank you for your cooperation.


This office is required to keep your signature on file authorizing us to file claims to Medicare for you and to release information to that payer if they require if for proper consideration of a claim. Please read and sign the following statement:  
I request that payment of authorized Medicare benefits be made to Summit Urology for any services furnished to me by that physician. I authorize any holder of medical information about me to release any information to the Health Care Financing Administration and its agents to determine these benefits or the benefits payable for related services.
Signature:  








    Date:





If you have a supplemental/secondary insurance, we are required to keep a separate signature on file.

I request that payment of authorized MEDIGAP benefits be made either to me or on my behalf to Summit Urology for any services furnished to me by that physician/supplier. I authorize any holder of medical information about me to release any information to the above MEDIGAP carrier to determine these benefits or the benefits payable for related services.

Signature:  








    Date:









Last Name:					  First Name:						  MI: �_____





Date of Birth: 		   /		/		    Age:		   SS#: __________ - ________ - ________





Address: 					 City:				 State: _____  Zip Code: _________





E-Mail address for your Patient Portal: 					       Sex:     Male   or   Female





Home Phone: (            ) _______-________ Cell Phone: (            ) _______-________  Other: (          )______-______





**Please initial if you do NOT allow us to leave a message on your answering machine:		**





Status:		Single		Married		Divorced	Widowed





Race:				 Ethnicity (ex: Not Hispanic or Latin, Puerto Rican..etc): _______________________





Employer: _____________________________________________________________________________________





Family Doctor: 					 Pharmacy: 				 Location: ______________








Primary Insurance:				 ID #: 					 Group:________________





Subscriber Name: 							 Subscriber SS#: _____________________





Subscriber Address:_____________________________________________________________________________





Subscriber Date of Birth: 			 Subscriber Employer: ____________________________________





Please circle subscriber’s relationship to the patient: 	Self	  Spouse        Parent	Guardian








Secondary Insurance:				 ID #: 					 Group:________________





Subscriber Name: 							 Subscriber SS#: _____________________





Subscriber Address:_____________________________________________________________________________





Subscriber Date of Birth: 			 Subscriber Employer: ____________________________________





Please circle subscriber’s relationship to the patient: 	Self	  Spouse        Parent	Guardian





Do you give our office permission to discuss your medical information with anyone?      Yes    or    No





Name: 						 Relation: 			 Phone:_______-_______-_______





Name: 						 Relation: 			 Phone:_______-_______-_______





Summit Urology Payment Agreement





By my signature below, I am entering into an agreement with Summit Urology as follows.





Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay fixed allowances for certain procedures; others pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance, or other balance not paid by your insurance company.





In order to control your costs of billing, we request payment at the time of service.





If this is assigned to collection (all accounts not paid in full within 90 days from the time insurance responds will be referred to our collection agency) and/or suit, the prevailing party shall be entitled to reasonable attorney fees, cost of collections and/or collection agency fees, to which may be added pre-judgment and/or post-judgment interest at the current legal rate. One hundred and twenty (120) days after the date of service, any unpaid amounts may be assessed late payment charges of 0.5% monthly.





To the extent necessary to determine liability for payment and obtain reimbursement, I authorize the release of medical information to my primary care, referring physician, to consultants, if needed as necessary to process insurance claims, insurance applications and prescriptions. I also authorize payments of medical benefits to Summit Urology.





This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered valid as an original. I understand that I am financially responsible for all charges whether or not paid by said insurance. I hereby authorize said assignee to release all information necessary to secure payment.





***As a courtesy, Summit Urology will file claims to all insurance carriers. I understand that it is my responsibility to determine if Summit Urology is a network provider with my insurance carrier.***








Patient Name (Printed):					Signature:					       Date:	








Representative Name (Printed):				Signature:					      Date:	





Consent to Use and Disclosure of Protected Health Information





Your protected health information will be used by this practice, known as Summit Urology, or disclosed to others for the purpose of treatment, obtaining payment, or supporting the day to day health care operations of this practice.





We are providing you with a copy of our Notice of Privacy Practices. We request that you review the notice prior to signing this consent.





You may request a restriction on the use of disclosure of your protected health information. If you wish to restrict your disclosure, you should make the request in writing.





This practice may or may not agree to restrict the disclosure of your protected health information. 





If we agree to your request, the restriction will be binding. Use or disclosure of protected health information in violation of an agreed upon restriction will be a violation of federal privacy standards. You may revoke this consent to the use and disclosure of your protected health information. You must revoke this consent in writing. Any use or disclosure that has already occurred prior to the date of your revocation consent is received will not be affected.





This practice reserves the right to modify the privacy practices outlined in the notice.





I have received and read the Notice of Privacy Practices and have reviewed this consent form. I give my permission to this practice to use and disclose my health information in accordance with it.








Patient Name (Printed):					Signature:					Date:		








Representative Name (Printed):				Signature:					Date:		








