AMARA MED

Kristin Tarbet, MD, Merrill Syphus, MD & Gay Sleight, PA-C

PATIENT INFORMATION 


Patient Name: _____________________________________
Address: __________________________________________

City: _______________________State: _____ Zip:_________

Home Phone:(_____)__________Cell: (_____)____________

Age: ________________Date of Birth: __________________

Email: ____________________________________________

Gender:  Male   Female
            Marital Status:  M  S  W  D

Social Security Number: _____________________________

Employer: _________________________________________

Employer Address: _________________________________
Employer Phone: (_____)_____________________________

Nearest Relative: ___________________________________

Address: __________________________________________

Phone #: (_____)____________ Relation: _______________

Responsible Party or Spouse

Name: ____________________________________________

Address: __________________________________________

City: _______________________State: _____ Zip:_________

Home Phone: (_____)________________________________

Date of Birth: ______________ SS#: ___________________

Employer: _________________________________________

Employer Address: __________________________________

Employer Phone: (_____)_____________________________

Credit Policy & Financial Agreement
1. Each patient, not the insurance company, is responsible for payment for all charges to his/her account at the time services are rendered unless special arrangements are made in advance.

2. I authorize insurance benefits to be paid directly to Kristin Tarbet, MD/Merrill Syphus, MD/Gay Sleight, PA-C.  I also authorize the physician to release any information acquired in the course of my evaluation or treatment to the insurance company.

3. Payments on accounts billed are expected within 30 days. 
4. Delinquent accounts will be charged interest at 1 ½% per month.  I agree to pay collection costs and/or reasonable attorney’s fee if any delinquent balance is placed with an agency or attorney for collection or suit. 

5. I/We agree to pay all attorney’s fees, court costs, filling fee (including charges of commissions), that may be assessed by any collection agency retained to pursue this matter.  I/We further understand that this may be as much as 50% of the principal owing.  I/We further agree to pay interest at the rate of 1 ½% per month (18% per year).

________________________________   ________________
      Signature of Responsible Party                    Date

INSURANCE INFORMATION

Primary Insurance: __________________________________

Subscriber’s Name: _________________________________

DOB: _____________________________________________

Policy #: ___________________ Group #: _______________

Address: __________________________________________

City: _______________________State: _____ Zip:_________

Phone #: (_____)____________Cell #: (_____)____________

Insurance Company Phone: (_____)____________________

Secondary Insurance: _______________________________

Subscriber’s Name: _________________________________

Policy #: ___________________ Group #: _______________

Address: __________________________________________

City: _______________________State: _____ Zip:_________

Phone #: (_____)____________Cell #: (_____)____________

Insurance Company Phone: (_____)____________________

Referred By: _______________________________________

ASSIGNMENT OF BENEFITS

I hereby assign all medical and/or surgical benefits, including Medicare, private insurance and other health plans to Kristin Tarbet, MD/Merrill Syphus, MD/Gay Sleight, PA-C.  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 and records necessary to secure the payment.  To the extent necessary to determine liability for payment, and obtain reimbursement, I authorize disclosure of portions of my medical records.  A photocopy of the assignment is considered as valid as original. 
________________________________   ________________
      Signature of Responsible Party                    Date

 ________________________________   ________________

                          Witness

 
      Date







