Mercy Doctors Medical Group
Patient Information Add/Change Form

SELECT PRIMARY PHYSICIAN
OAllison OBricca OHilbert OMills OYoss O Caluag

Patient Information

Date of Birth: / / (MM/DD/YY) Social Security Number - - Sex M/F
Last Name First Name Middle
Address Apt. #
City State Zip
( ) ( ) ( )
Home Phone (H) Work Phone (W) Other/Céll (O)
Best phone number for calls& messages: (H) (W) (O) (Circle)
Name you would like usto addressyou by (Subject matter never left on message)
Employer Address City State Zip

Other Information

Referred to thisoffice by:

Emer gency Contact Phone: ( )
Phar macy Phone: ( )
Other Notes

Office Policy

1. The patient must provide active proof of insuraatsign in. We will verify eligibility, deductibleco-payment, and/or co-insurance with the inswarmmpany. The patient understandg
thatthey are financially responsible for all charges, whether or not paid by theinsurance carrier. Verification of benefits is not a guarantee @atinsurance carrier will pay a claim.
Upon receiving a claim, the insurance carrier makedinal determination of coverage, based uperptan’s level of coverage and associated politiés the patient’s responsibility to
be know their coverage limits and rules of theguirance plan as well as their physician’s activéig@pation in the patient’s particular plallease be aware thasurance coverage is
between the patient and the insurance carrier. Problems relating to a patient’s coverage shduddresolved between the patient and their carrier

2. Co-payment must be paid when the patient sigriEhare is #10.00 processing charge to have the co-payment billedeigatient.

3. Co-insurance and any unmet deductible are colleattéle time of service. Actual charges may diffece the claim is processed by the insuranceecaffhe patient may receive a refung
or a balance bill.

4. If payment is fully or partially denied, the patiemderstands that they will be billed directly &mrvices rendered, and the patient agrees torsenzgly and fully responsible for paymen|
within 90 days. We will bill the patient for charges allowed, gt paid, by the patient’s insurance plan. We whithrge a fee d§30.00 for any returned checks.

5. If the patient is not covered by health insurapagment in full is expected at the time of servite can submit a claim on the patient’s behaliéf patient later wishes to submit a claim
to their insurance carrier. The patient may rezéie appropriate refund if and when the praceceives reimbursement from the insurance carrier.

6. We currently participate in a number of insuranlzsg. Participation can and does change. Wehgile companies for our patients and as a cousteshill insurance companies that we
do not have a contract with.

7. Patients are responsible for obtaining necessé#eyrads from another physician before the appoimtniene. If the patient’s insurance plan requiresaathorization or referral to see a
specialist, the patient must convey active andembrinsurance information at sign-in. If, not, freient may be responsible for the visit with specialist. The patient must alldwe (5)
business days for non-emergency referrals/autht@iza THE PATIENT SHOULD NOT MAKE AN APPOINTMENT WITH A SPECIALIST UNTIL THEY HAVE OBTAINED
A REFERRAL OR PRIOR AUTHORIZATION! Please do not arrive at another physician’s offi¢bout a referral as we cannot accommodate thegpeests without notice.

8. Repeated mailing of statements is costly. Unpaldrices are processed for collection after 90 déty®ut response on the account. The patient agrepay all costs of collection.

9. We ask for24 hours notice for cancellations or reschedules. If thiéepd fails to appear for their appointment or agsor reschedules less th&hhours prior to the scheduled time, the
patient will be subject to $25.00 cancellation fee. The patient will be deemedawehcancelled if the patient is more thee (1) hour late for their appointment.

10.Because of the volume of paperwork, our office nulmstrge a fee for record copying, form completeaomg custom letters. We requfige (5) business day’s notice for these requests.

11.Co-pays and co-payment hilling fees, cancellation fess, returned check fees, collections costs, records copying and forms completion fees are not reimbursable by insurance.

Policies are subject to change without notice.

| have received and read a copy of the Office Policies and authorize M ercy Doctors M edical Group to bill my insurance company for me. | hereby request the direct payment of
medical benefits be madeto MDM G for any servicesrendered to me. | hereby authorize therelease of any and all information acquired in the cour se of my examination and
treatment to my insurance company or itsinter mediaries.

Signature Date

For office use only

AMS File Number MDMG Chart Number

O Add O Change O Delete O Other Date

Revised 01/26/20114 ImuaPartners, LLC Mercy Dachedical Group



Mercy Doctors Medical Group
Patient Information Add/Change Form

Billing Address (if different from Residence)

Last Name First Name Middle
Address Apt. #

City State Zip

( ) ( ) ( )

Home Phone (H) Work Phone (W) Other/Cédl (O)

Best phone number for calls& messages: (H) (W) (O) (Circle)

Relationship (if different from Patient)

Revised 01/26/20114

(Subject matter never left on message)

ImuaPartners, LLC Mercy Dachedical Group
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MERCY DOCTORSMEDICAL GROUP
Office Palicies

The patient must provide active proof of insuraatsign in. We will verify eligibility, deductibleco-payment,
and/or co-insurance with the insurance companye pgdtient understands thiagy are financially responsible for all
charges, whether or not paid by theinsurance carrier. Verification of benefits is not a guarantee thiatnsurance
carrier will pay a claim. Upon receiving a claithetinsurance carrier makes the final determinaifacoverage,
based upon the plan’s level of coverage and adsedagmlicies. It is the patient’s responsibilitykiaow their
coverage limits and rules of their insurance plamaell as their physician’s active participatiortie patient’s
particular planPlease be aware thabsurance coverage is between the patient and the insurance carrier.
Problems relating to a patient’s coverage shoulddsolved between the patient and their carrier

Co-payment must be paid when the patient sigrBhiare is &10.00 processing charge to have the co-payment
billed to the patient.

Co-insurance and any unmet deductible are colletéue time of service. Actual charges may diffiece the claim
is processed by the insurance carrier. The patientreceive a refund or a balance bill.

If payment is fully or partially denied, the patiemderstands that they will be billed directly garvices rendered,
and the patient agrees to be personally and fefipansible for payment withB0 days. We will bill the patient for
charges allowed, but not paid, by the patient’siiasce plan. We will charge a fee$30.00 for any returned checks.

If the patient is not covered by health insurapegment in full is expected at the time of servitée can submit a
claim on the patient’s behalf if the patient latéshes to submit a claim to their insurance carrigne patient may
receive the appropriate refund if and when thetfmaceceives reimbursement from the insuranceerarr

We currently participate in a number of insuranieag. Participation can and does change. Weheilé companies
for our patients and as a courtesy, we bill insceacompanies that we do not have a contract with.

Patients are responsible for obtaining necesséeyraés from another physician before the appoimintiene. If the
patient’s insurance plan requires an authorizatioreferral to see a specialist, the patient masvey active and
correct insurance information at sign-in. If, ribe patient may be responsible for the visit Wi specialist. The
patient must allowive (5) business days for non-emergency referrals/augwizs. THE PATIENT SHOULD

NOT MAKE AN APPOINTMENT WITH A SPECIALIST UNTIL THEY HAVE OBTAINED A REFERRAL
OR PRIOR AUTHORIZATION! Please do not arrive at another physician’s offitbout a referral as we cannot
accommodate these requests without notice.

Repeated mailing of statements is costly. Unpaldrxtes are processed for collection after 90 déty®ut response
on the account. The patient agrees to pay alsaistollection.

We ask for24 hour s notice for cancellations or reschedules. If thigepé fails to appear for their appointment or
cancels or reschedules less tRdrmours prior to the scheduled time, the patient will bejsct to &25.00
cancellation fee. The patient will be deemed teehzancelled if the patient is more thare (1) hour late for their
appointment.

Because of the volume of paperwork, our office nubsirge a fee for record copying (including billirgords), form
completion, and custom letters. We reqtive (5) business day’s notice for these requests.

Co-pays and co-payment billing fees, cancellation fees, returned check fees, collections costs, records copying and
forms completion fees are not reimbursable by insurance.

Policies are subject to change without notice.

Revised 01/26/20114 ImuaPartners, LLC Mercy Dachedical Group



