McGuiness Dermatology

MICHAEL A.J. McGUINESS, M.D.
Payment Policy

Name ___________

1.

We will file insurance for our PPO patients. However, all co-payment and/or deductible amounts are due at the time
of the service. Any disallowed amounts are due from the patient.

2.

We do not file insurance for our indemnity patients. Payment in full is expected at the time of visit and a receipt will
be given for you to file with your insurance carrier.

3.

There will be a twenty-five dollar ($25) fee assessed for any returned check. This fee is assessed regardless of
whether the check is redeposited, because the bank has already charged us a fee for the returned item. You will
subsequently receive a bill for this amount.

4.

If your account has a credit balance of more than $10.00, a refund will be mailed to you within thirty (30) days.

5.

Your insurance policy is a contract between you and your insurance company. It is important that you understand
what physician services are and are not covered before seeing your doctor. We cannot guarantee payment of your
claims by your insurance company. Reduction or rejection of your claim by your insurance company does not relieve
the financial obligation you have incurred.

6.

Cosmetic appointments have extended time allowed for the patient and if you miss your appointment time without
twenty-four hour notice of cancellation. It will result in a missed appointment charge of $50.00 for a consult and
$100.00 for any type of cosmetic procedure.
Referral Authorization

Referrals must be obtained prior to the visit. If a referral is not received at the time of the visit, the patient is responsible for
payment when services are rendered.

Authorization
I authorize release of medical records to determine liability for payments or treatment, and to obtain reimbursement.
I assign all medical benefits for office visits to Dr. McGuiness, Dr. Brown, Dr. Rubianes, Dr. Kesani and Dr. Hodges. This
assignment will remain in effect until revoked by me in writing. A photocopy of this instrument will have the same
validity as the original.

Signature__________________________ Date____________
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McGuiness Dermatology

Name ___________

HIPAA FORM

I, _____________, give the office of Dr. McGuiness, Dr. Brown, Dr. Rubianes, Dr. Kesani, Dr.
Hodges permission to speak with the following family members, spouse, roommates, etc., regarding billing issues, lab
results, or any information pertaining to my treatment and care.
Family members, spouse, roommates, etc.:

Please list the numbers you would like us to call YOU:
Work#__________

Can we leave a message?

y

N

Home#___________

Can we leave a message?

y

N

Cell#___________

Can we leave a message?

y

N

Name ___________ D08 _____

Please provide for reminder and announcements:
EMAIL:______________ CELL#: __________

PHARMACY NAME: __________ (PRESCRIPTIONS ARE ELECTRONICALLY SENT IN)

(WE MUST HAVE CITY)
ADDRESS:
PHONE# _______________
CROSS STREETS: ______________________________

HISTORY AND INTAKE FORM
Past Medical History: (circle all that apply)
Depression
Anxiety
Diabetes
Arthritis
End Stage Renal Disease
Asthma
GERO
Atrial fibrillation
Hearing Loss
BPH (prostate hypertrophy)
Hepatitis
Bone Marrow
Hypertension
Transplantation
(high blood pressure)
Breast Cancer
HIV/AIDS
Colon Cancer
Hypercholesterolemia
Coronary Artery
(high cholesterol)
Disease
Other ___________________________
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Hyperthyroidism
Hypothyroidism
Leukemia
Lung Cancer
Lymphoma
Pacemaker
Prostate Cancer
Radiation
Treatment
Seizures
Stroke
NONE

