Advanced Sleep and Pu.'manary Services, INC/Chirag Pandya MD FCCP
Last updated: 8f22/24

PATIENT REGISTRATION FORM

Today's Date:

Patient:

{Last Name, First Name, Date of Birth}

PATIENT’S REFERRAL INFORMATION:

Referred you to our practice by: __ . ' L :

ASSIGNMENT AND RELEASE:

I, the undersigned, have insurance coverage with {Ins Company)
and assign directly to Advanced Sleep and Pulmonary Services, INC all medical payments and benefits
otherwise payable to me for servicas renderéd. | héreby authorize the release of all information
necessary to secure payments of benefits. | authorize the use of this S|gnature on all insurance
submissions.

MED{CARE AUTHORIZATION:

| request that payment of authorized Medicare benefits be made te Advanced Sleep and Fulmonary
Services, INC on my behalf for any services rendered by Advanced Sleep and Pulmonary Services, INC.

| authorized Advanced Sleep and. Puimanarv Services, INC, the holder of medical informatlon about me,

to release to the Health Care Financing Administration and its agents any information needed to’

determine these benefits or the benefits payable to related services,

I understand my signature requests that payments be made and authorlzed release of medical
information necessary to pay the claim. If “the other health lnsurance is mdlcated in box 9 of the .

HCFA-1500 form, or elsewhere on the approved claim forms or electromcally submitted claims, my

signature authorizes releasing the information to the insurer or agency shown. In Medicare assigned

cases, the physician agrees to accept the charge determination of the Medicare carrier as full charge,
and the patient is responsible only for the deductible, coinsurance, and noncovered services.
Coinsurance and the deductible are based upon the charge determination of the Medicare carrier.

Patients Signature Date
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Advanced Sleep and Pulmonary Services, INC/Chirag Pandya MD FCCP -

Last updated: 8/22/24

OFFICE FINANCIAL POLICY sy R

Qur goal is to provide and maintain a good physician-patient r'ela'tlonship. Letting you know in advance of our
office policies allows for a good flow of communication and enables us to achieve our goal. Please read this
carefully and if you have any questions, please do not hesitate to ask a member of our staff.

1.

Your insurance requires that we collect your co-pay as well as any outstanding balances. These rates
are based off your benefits and if you disagree, please contact your insurance to review your
benefits, E

Self-Pay accounts shall exist if a patient has no insurance coverage and/or would prefer to be self-pay. .
Our fee is $300.00 for first time consultation and $200.00 for follow up appointments- to be paid
prior to treatment,

It is your responsibility to understand your- msurance benefits as these are individual to the plan you
envoil in. It is your responsibility to know if a referral or authorization is required to see a specialist.

Any checks returned from the bank will be charged a $25 returned bank fee,
We require a separate release of authorization that will need to be signed by the patient.

If you would prefer not to be seef at the office for a follow up appointment, we can schedule a
Telehealth visit. Telehealth visits are billed for any calls to review medication changes, test results,
andfor medical issues. These will be bllled to your |nsurance and your medical beneflts lncludmg'
copays will be applied.

Patient balances are billed out immediately fnllowmg the insurance processing of your claim. Your
balance Ts due within 20 days of your recefpt of the bill. Any balances over 50 days will be turned over
to an outside collection agencv and can negative]y affect your credit ratmg

We require 24-hour notice to cancel or resr.hedule your appolntment There is a $75 charge for any
missed appointments. b .

| have read and understand this office financial policy and agree to comply and accept the responsibility for
any payment that becomes due,

Printed Name

Signature Date
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Advanced Sleep and Pulmonary Services, INC/Chirag Pandya MD FCCP
Last updated: 8/22/24

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
informaticn.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by
your signature that you have reviewed our notice hefore signing this consent. The terms of the notice
may change, If so, you will be notified at your next visit to update your signature/date,

You have the right to restrict how your protected health information is used and disclosed for treatment,
payment or healthcare operations. We are not required to agree with this restriction, but if we do, we
shall honor this agreement.

The HIPAA {Health Insurance Portability and Accountability Act of 1996) law allows for the use of
information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have the right to revcke this consent in writing, signed
by you. However, such a revocation will not be retroactive. By signing this form, | understand that:

e Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

e The practice reserves the right to change the privacy policy as allowed by law.

® The practice has the right to restrict the use of the information, but the practice does not have
to agree to those restrictions.

® The patient has the right to revoke this consent in writing at any time and all full disclosures will
then cease.

& The practice may condition receipt of treatment upon execution of this consent. May we phone,
email, or send a text to you te confirm appointments?

___YES___ NO May we leave a message on your answering machine at home or on your cell phone?
YES ___ NO May we discuss your medical condition with any member of your family?
____YES___NOIfYES, please name the members allowed:

___YES NO May we send you a text message about appointment reminders or other office related

messages

Printed Name

Signature Date
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