PATIENT REGISTRATION FORM
WHICH DOCTOR ARE YOU SEEING?
Dr. Humphrey____ Dr. Brothers Dr. Bevins

If you are a new patient, who REFERRED you to us?
SECTION 1: Patient Information

Name:

Address: City/St/Zip

Home Phone: Work Phone:

Cell Phone: Date of Birth:

Social Security #: Employer:

Spouse’s Name: DOB:
Spouse’s work #: Cell:
Pharmacy Name & Phone #:

SECTION II: Insurance Information
Primary insurance carrier information (if other than you):

Insured’s Name: DOB:

SS#: Employer:

Relationship to patient:

SECTION IlI: Privacy Declarations
Do we have your permission to :
Leave you a message on your voice mail at home? YES NO
Discuss your medical condition with a member or your household? YES NO

If yes, please list name:

SECTION IV: Office Policies
Basic Office Policy: Payment is due “IN FULL” at the time of service. A 1.5% interest
charge will be added to any patient balance over 60 days past due.

No Show Fee: There will be a $25 charge for any “No Show” or “cancellation of
appointment without a 24 hour notice.”
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Patients with insurance we participate with: Co-payments, deductibles, and co-
insurance amounts are due at the time of service. We will file claims to all participating
insurance companies for the remainder of the charges. Since your agreement with your
insurance carrier is a private one, it is YOUR responsibility as a health insurance
consumer to be aware of your coverage, policy restrictions, and to obtain verification that
you are seeking care with a “participating provider” with your health plan.

Patients with insurance we do not participate with or self pay patients: Payment in
full is required at the time of service. We will file claims to your insurance company so
that you will get the reimbursement (if any).

Non-Covered Services: Any care not paid by your existing insurance company will
require “payment in full” at the time services are provided or upon notification of such
from your insurance carrier.

Assignment of Insurance Benefits:

I hereby assign all medical and/or surgical benefits to Southwest Florida Women’s
Group and/or the physicians in this group. This assignment will remain in effect until
evoked by me in writing. A photocopy of this assignment is to be considered as valid as
the original. 1 understand that | am financially responsible for all charges whether paid or
not paid by said insurance. | hereby authorize the use of this signature on all my
insurance submissions whether manual or electronic. | hereby instruct the active
insurance company that | have on file with Southwest Florida Women’s Group
(SWFWG) to pay Southwest Florida Women’s Group by check or electronic payment.
This is a direct assignment of my rights and benefits under my insurance policy.

ALTHOUGH EVERY EFFORT IS MADE TO CONTACT PATIENTS WITH
TEST RESULTS, ULTIMATELY IT IS THE PATIENT’S RESPONSIBILITY TO
FOLLOW UP REGARDING TEST RESULTS. IF YOU HAVE NOT BEEN
NOTIFIED OF YOUR TEST RESULTS AFTER THREE WEEKS, PLEASE
CONTACT THE OFFICE.

If your labs need sent to a lab other than Quest Diagnostics, it is your responsibility
to let the nurse know before the test is performed.

By signing, | attest that all information provided is true and accurate and that |

fully understand and agree to the above-mentioned policy. | have also received a
copy of Southwest Florida Women’s Group Notice of Privacy Practices.

Patient Signature:

Date:
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