CARLTON CARDIOLOGY ASSOCIATES, INC.

   Gregory T. Smith, M.D.   Judith E. Orie, M.D.
Kenneth E. Bodek, M.D.    Suad A. Ismail, M.D.
NAME______________________________________________________________________________________________________


LAST





FIRST





M.I.

ADDRESS__________________________________________________________________________________________________



STREET



CITY


STATE


ZIPCODE

TELEPHONE NUMBER:  HOME(          )______________    WORK(        )_________________CELL (     )___________________
BIRTHDATE______________________________

SOCIAL SECURITY #______________________________________

MARITAL STATUS 
S______M______W______D______         MALE_______FEMALE_______

OCCUPATION_______________________________________
EMPLOYER_______________________________________

WORK

ADDRESS__________________________________________________________________________________________________

NEXT OF KIN_________________________________________________  _____________________________________________



FULL NAME





TELEPHONE #

PLEASE PROVIDE AN ALTERNATE TELEPHONE # IN THE EVENT OF AN EMERGENCY________________________

PLEASE SIGN IF YOU AGREE TO AUTHORIZE CARLTON CARDIOLOGY ASSOCIATES, INC. TO COMMUNICATE PERSONAL MEDICAL INFORMATION TO THE ABOVE-NAMED NEXT OF KIN.

SIGNATURE____________________________________________________________________DATE_____________________

************************************************************************************************************

PRIMARY CARE PHYSICIAN_________________________________________________________________________________

ADDRESS______________________________________________________TELEPHONE#(        )___________________________

INSURANCE (PLEASE PROVIDE INSURANCE CARDS TO FRONT DESK WITH COMPLETED FORM)

PRIMARY INS.______________________________________________________________________________________________

ADDRESS__________________________________________________________________________________________________

SUBSCRIBER NAME_____________________________________________   BIRTHDATE_______________________________

POLICY #_______________________________________________________GROUP#____________________________________

SECONDARY INSURANCE.__________________________________________________________________________________

ADDRESS__________________________________________________________________________________________________

SUBSCRIBER NAME_____________________________________________   BIRTHDATE_______________________________

POLICY #_______________________________________________________GROUP#____________________________________

If you are a member of an HMO and have a Primary Care Physician, you must contact them prior to this appointment to receive authorization/Referral for this office visit and/or tests.

If a co-payment is required, this is expected at the time of your visit.  Refer to your insurance card for co-payment.

ASSIGNMENT OF BENEFITS

I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO CARLTON CARDIOLOGY ASSOCIATES, INC.  I AUTHORIZE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS MY CLAIM.

SIGNATURE_________________________________________________________DATE_________________________________

YOUR SIGNATURE MUST BE PROVIDED IN THE FOLLOWING AREAS:

MEDICARE ASSIGNMENT OF BENEFITS

I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO CARLTON CARDIOLOGY ASSOCIATES, INC.  I AUTHORIZE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS MY CLAIM.

SIGNATURE__________________________________________________________DATE______________________________

ASSIGNMENT OF MEDIGAP BENEFITS

I REQUEST THAT PAYMENT OF AUTHORIZED MEDIGAP BENEFITS BE MADE EITHER TO ME OR ON MY BEHALF TO CARLTON CARDIOLOGY ASSOCIATES, INC. FOR ANY SERVICES RENDERED TO ME BY THAT PHYSICIAN/SUPPLIER.  I AUTHORIZE ANY HOLDER OF INFORMATION ABOUT ME TO RELEASE TO ________________________________ANY INFORMATION NEEDED TO DETERMINE THESE BENEFITS PAYABLE FOR RELATED SERVICES.

SIGNATURE___________________________________________________________DATE_____________________________

AUTHORIZATION FOR DISCLOSURE OF INFORMATION

I UNDERSTAND THAT MY PROTECTED HEALTH INFORMATION WILL BE USED BY CARLTON CARDIOLOGY ASSOCIATES, INC. OR DISCLOSED TO OTHERS FOR THE PURPOSES OF TREATMENT, OBTAINING PAYMENT, OR SUPPORTING THE DAY-TO-DAY HEALTH CARE OPERATIONS OF THE PRACTICE.  I UNDERSTAND THAT I MAY REQUEST A RESTRICTION ON THE USE OR DISCLOSURE OF MY PROTECTED HEALTH INFORMATION AND THAT CARLTON CARDIOLOGY ASSOCIATES MAY OR MAY NOT AGREE TO RESTRICT THE USE OR DISCLOSURE OF MY PROTECTED HEALTH INFORMATION.  IF CARLTON CARDIOLOGY ASSOCIATES AGREES WITH MY REQUEST, THE RESTRICTION WILL BE BINDING ON THE PRACTICE.  USE OR DISCLOSURE OF PROTECTED INFORMATION IN VIOLATION OF AN AGREED UPON RESTRICTION WILL BE A VIOLATION OF THE FEDERAL PRIVACY STANDARDS.

I UNDERSTAND THAT I MAY REVOKE THIS CONSENT TO THE USE AND DISCLOSURE OF MY PROTECTED HEALTH INFORMATION, AND THAT I MUST REVOKE THIS CONSENT IN WRITING.  ANY USE OR DISCLOSURE THAT HAS ALREADY OCCURRED PRIOR TO THE DATE ON WHICH MY REVOCATION OF CONSENT IS RECEIVED WILL NOT BE AFFECTED.  

SIGNATURE______________________________________________________________DATE____________________________

PLEASE SIGN IF YOU AGREE TO AUTHORIZE CARLTON CARDIOLOGY ASSOCIATES, INC. TO COMMUNICATE PERSONAL MEDICAL INFORMATION TO YOU VIA E-MAIL.

SIGNATURE_______________________________________________________________DATE___________________________

E-MAIL ADDRESS___________________________________________________________

PLEASE SIGN IF YOU AGREE TO AUTHORIZE CARLTON CARDIOLOGY ASSOCIATES, INC. TO COMMUNICATE PERSONAL MEDICAL INFORMATION TO YOU VIA YOUR ANSWERING MACHINE.

SIGNATURE______________________________________________________________DATE____________________________

