ADVANCED CARE FOR WOMEN

Patient Name: Date:

First MI Last
Address: City State Zip
SSN DOB Home Phone Cell Phone

Checkone:  Minor ___ Single  Married  Divorced  Widowed _ Separated

Patient’s or Parent’s Employer Work Phone

Spouse or Parent’s Name Employer Work Phone

If patient is a student, name of school/college

Whom may we thank for referring you?

Person to contact in case of emergency? Phone
Responsible Party

Name of person responsible for this account Relationship to patient
Address Phone

Primary Insurance Information

Insurance Company Phone

Insurance Address City State Zip
Name of Insured Relationship to Patient DOB
SSN of Insured Policy # Group # Employer

Secondary Insurance Information

Insurance Company Phone

Insurance Address City State Zip
Name of Insured Relationship to Patient DOB
SSN of Insured Policy # Group # Employer

I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the purpose of evaluating
and administering claims for insurance benefits. I also hereby authorize payment of insurance benefits otherwise payable to me directly to
the doctor.

Signature of patient or parent if minor Date



Our Financial Policy

Thank you for choosing us as your health care provider. We are committed to your treatment being successful.
Please understand that payment of your bill is considered a part of your treatment. The following is a statement of
our Financial Policy which we require you read and sign prior to treatment. All patients must complete our
information and insurance forms before seeing the doctor.

WE ACCEPT CASH, CHECKS, VISA & MASTERCARD.

Insurance

In the event we are not participating with your insurance plan we require payment in full at the time service.
All copays and deductibles are due prior to treatment. In the event surgery is required we will bill your insurance on
your behalf. Deductible and coinsurance is due prior to surgery being scheduled. Be aware that some services may
not be covered services and not considered reasonable and necessary under the Medicare program and/or other
medical insurance and therefore you will be responsible for these charges.

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary
for our area. You are responsible for payment regardless of any insurance company’s arbitrary determination of
usual and customary rates.

Minor Patients
If patient is under the age of 18 a parent or legal guardian must be present to sign prior to treatment.

Signature of parent/legal guardian

Relationship to Patient

Unless cancelled at least 24 hours in advance, our policy is to charge $25.00 for established patient and $35.00 for
new patient missed appointments. Please help us to serve you better by keeping scheduled appointments.

Checks returned will be charged $25.00 service fee and only cash will be accepted thereafter.

Thank you for understanding our Financial Policy. Please let us know if you have any questions or concerns. I have
read, understand, and agree to the Financial Policy.

Signature of patient or responsible party Date



