FEERLLLAME 1A ZUULUN EAR NUWsE ANL THRUAT
Betsy Vasquez, M.D, Lisa Fox, M,D, Kelly Filson, Au.D

In order to provide the best care to our patient we ask that the NEW PATIENT REGISTRATION farms be completed in their entirety,

Any personal infarmation provided will be kept in the strictest sonfidence. HIPAA regulations require written consent from our patients prior te
sending informatfon to medigal entities, (i€, Insurance cemnanies Referring nmviders, ate ) end inguranna rompanian requiro opoaike wfesmatisn
in grder to process your medical claim, If you are unable to pravide ail the informatian, we will kindly aceept full payment and provide you with the
necessary paperwork b submit your claim directly to your insurance company for direct reimbursement,

Patient Narme; Date of Blrth: Age: Sex:

As it appaars S auanns vanbe revords, Your chart will be flled ang appomtmants will be entered under thiz name,
Street City State Zip

Home Phone: Cell Phone: Emerg name & phone #:

Email:

Primary Dr.'s Mame: Rid your Primary Dr. refer you?

If yes, Primary Dr.'s Address and phone;
How were you referred? (Circle source) Physician __Family/Friond Insuranee ListBook Intornet Search  Yellow Pages

Please have your ihsurance card and picture ID . y will be kept in the patient chart.
{LENT doas nat bill to secondary Insurance companies)

Please Circle: BCBS BCBSFEDERAL BCBSCAREFIRST CIGNA AETNA OTHER SELF PAY

If patient is under 18,Guardian's Name:

Paolicy Holder's Name: Policy Holder'sDOB: 55%:

Relationship to patient:

I aEree to all the terms regarding insurance reimburserment, financial responsibility and HIPAA consent as written below,

Today'o Data:

Failing to sign indicates you will pay for vour visit today and request direct reimbursement from your health

plan. This is a refusal of assignment of benefits to the provider.

Aooignment of Bensfits
If my insurance should deny any and all charges then | agree to be persanally and fully responsible for any and all
balances. | understand that | am financially responsible for any balances not covered by my ingurance carrier.
Healthcare Carriers will only pay for services determined to be reasonable and customary under Section 1862(a)(1) of

the Medicare Law. Private and commercial insurances can deny caverage for the following reasons:
a.  LENT, Dr. Lisa Fox or Dr. B Vasquez are not specialists In the paticyisr insuranse clan,
Patlent is not listed as coverad member or depandant,

)

c.  Patlent policy has terminated at time of servica and/or patient did not present new inaurance information.

d. Patient went ta non-participating facility for x-rays or surgery,

e.  Insurance will only cover a limited amount toward disgnostic in office testing.

Medicare will not cover hearing aids, fittings, hearing ald replacernents, or hearing ald repaira, nor certain in offlce diagnostic testing.
| certify that the information given for payment s carrect. | autharize direct payment of surgicalimedical benefits to Dr, B Vasquez, & Dr, L. Fox,
LENT for services rendered by him/her or under his/har supervision, | request payment of authorized benefite be made on i1y behalf.

Consent to Use and Disclosure of Protected Health information
HIPAA
i i istlosed to others for the sole purpose of medical treatment,
obtaining payment or supporting day-to-day health care operations of the practice. You should raview the NOTICE OF PRIVACY
PRACTICES for a more complete deseription of how protected health information may be used or disclosed. You may review the
natice prior to signing this consent,

You may request a restriction on the use or disclosure of your protected health information in writing. If LENT agrees to your
request, the restriction will be binding on the practice. Use or disclnsura of prateated infarmation in violation of an agreed upon
restriction will be a violation of the federal privacy standards.

You may revoke this consent to the use and disclosure of your protected health information. You must revoke this congent in
writing. Any use or disclosure that has already oeeurred prior to the date on which the revocation of consent is received will not be
affected. LENT reserves the right to modify the privacy practices outlined in the notice. | have reviewed this consent form and give
permigsion for LENT to use and dizclose my health information in accordance with it.
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Health Questionnaire

Patient Name;
Today's Date;
REASON FOR VISIT;

The Doctor would like you to write down
your symptoms, Please be specific.

What is your Height____ Weight

Plaage circle =il that apply.

Family History: Does any blood relative suffer from the following?

Epilepsy Thyroid Csleoporesis  High Cholestern)

Migraine Hayfever Arthritis Alcoholizm

Mentel liness  Asthrmz Heart Disesse  Hepatitis PRESEMT MED CATIONS:
Glausoma Anemia Stroke Cancer

Diabetes Bleeds sazily Hypertension  Oihsr spacify;

DRUG ALLERGIES:

Hespital Admissions: Net including pregnancies

Year

Iliness/Opearation

Patient Medical History. Please circle all that apply or write NONE.

Dacrag=ad hearlng
Ringing in =ars

Freauent ear infectons

Dizzy/ainting apalls Pargistant Nausea/vVemiting fethtisRheumstism Smoking _ cigsfday | xys Year Quit _
Failing vision/oye pain Chrenic Abdeming Pain Reetreant Back Pain Crecupaiion; —— o
Paiblefblurmed vision Jandiens-ematits RashosHves e
Recurrant nase bleeds Divartlsuiesta/CrohmeaCalilis PapriaciciEozama . i am
Sinus trouble Hemorthoids/Hemia Slaeping or Concentration Diffisyty
Frequent sore throats Linfnatien/Cveractive Bladder Deprassion
Prolenged hoarsenass egreasePainfyl in feroefAow Nerausness
MayfevariSoasonal sllergios Blood in Urine Metnary Loss
Enaurmania/Flaeursy Kidney Stones Mantal llinazs
Branehitis/Chronic cough Frequent Urne nfectons Rheumatiarseariat Fever
Asthmaheezlng Sexually Transmitled Diteases Tubmmsyfasis
Shortnesz ef braath Imeguiar Waight Galn/Lass Hepes

with exertion |2ying flat AnemlaBrulse Snstly Ardmfany
Hlgh Blood Prassura mancer Progressive or recent hair joss
Haart Murmur Chrenic Fatigus Sireat Drugs
Irregular PulsefPalpliations Diabetas Acupuncture/Tatoos

SeiturelStoke Other I

Thyrold Diseasn

L rag of mppatits
Difficuty swallowing
Hasrthum/Feptiz Ulser

Spinal Problems specify,

Do you have any skin concerns?

Acne Unwanted Halr
Rosacea SunfAge Spots
Meiasma PHARMACY Name:

Are you interested in learning more about

ant d t:'t’?

Trimors
Adcohol QZ. P waek

Coffes/Tes Cups per day

Fraglient Mondachos

humbressiTingling

PHARMACY Phone;




Financial Agreement

Although we participate with many insurance carriers, there are times when patients
are responsible for deductibles and coinsurance. We collect all these fees which are
the patient responsibility at the time of the office visit. We will contact your insurance
company to varify the: aimounl you will owe based on the “allowed amount.” We do
not bill for copays, deductibles, or coinsurances.

For patients with specific out of network health plans, Medicare, or are
uninsured, payment ic roquired at the tfime of the viat

Your signature below indicates:

1. Twill poy my finansial shligalivi as Galoulaled daccuiding w the anowea
amount at the time of the medical office visit, or prior to any surgery. This
office does not submit to secondary plans,

2. or, | am a self pay patient and will pay the fee for service at the time of the
medical office visit,

3. Loudoun ENT Specialists will submit my claim on my behalf and as required
by a participating provider, when applicable.

4. Loudoun ENT Specialists will provide a receipt of payment if required for
direct reimbursement. If for reasons beyond Loudoun ENT Specialist's
oontrol, my inpurames peimpuric, (o pmuvider, | wlll be refunded
appropriately,

5. Medicare patients will be charged the amount of the Medicare fee schedule of
2007. Qur status with Medicare is: We are not accepting assignment and
have opted out of the plan. Please submit all paperwork received from
Loudoun ENT Specialist to your secondary insurance.

a. Claims submitted to Medicare will result in immediate denial with no
recoup of payment.

b. A denial from Medicare is not due to our status with Medicare. Denials
are a result of annual deductibles, missing or incomplete patient or
secondary insurance information, or a claim sent to Medicare.

6. |understand that my credit card may be charged for remaining balances
and/or outstanding fees as specified in the office policies.

Self Pay Patients please circle the reason for self pay status:

1. l.oudoun ENT Specialists cannot verify eligibility with my health plan.
2. | am a Medicare patient.
3. Loudoun ENT Specialists does not accept nor submits to my health
plan,
4. | am uninsured.
Pﬁient signature Today's Date

X
Provider Signature

Loudoun ENT Specialists 48090 Lake Center Plaza, Ste 104, Sterling VA 20165 703-421-1700



Office Policies

Due to the changes in insurance and patient respensibilities, our office has established policies to better
inform and protect the patient and the practice. All policies must be initialed in order to complete the

reqistration process and see the practitioner. A copy may be provided at your reguest.

Initials Here

X

. Cancellation Policy

24 hours _notice is required to avoid the $75.00 missed appointment fee. We cannot offer reminder calls
due to staff limitations. In the event you miss your appointment or cancel the same day, the fee will be added to
the patient's account and collected at the time of the follow up visit or over the phone. We also reserve the right
to collect this fee using credit card information on file.

Il. Copayments, Coinsurance, Deductibles
We collect all patient financial regpongibility at the time of the visit. If we are in network with your health plan,
any fee collected will be based on the appropriate “allowed amount.” In rnost cases, avan if we are not in
network, we may still be able te submit your claim to your health plan. You will be provided a receipt if we are
not able to submit your claim and you will be reimbursed directly from your plan based on your health plan
hanefit.

. Surgery Deposits
If you and the doctor agree a surgery will be performed, a deposit will be required. This is a minimum charge of
$100 up to 50% of the allowed amount for the surgeon anly, depending on the type of surgery. Once payment
has been received by your health plan, you will be reimbursed appropriately, NOTE: $100 of the deposit will be
forfeited and is non-refundable if a patient 1) cancels a surgery for anything other than a family or medical
emergency, 2) postponas the surgary past 1 manth, 3) fails to show for a pre op visit and the surgery has to be
canceled or rescheduled,

IV. Eligibility and Benefit Verification
Patienl insurance aligibility and benelits are varified al the time of the visit. If we are unable to verify coverage,
the patient will be responsible for the cost of tha visit. A receipt will be provided for direet reimbursement from
the patient's haalth plan, or the patient may cancel or reschedule the appointment without penalty. All denied
claims for a patient’s failure to provide information to the health plan in a timely fashion or for praexisting
conditions will become patient financial responsibility. In the avent a claim is denied for these or other reasons
caused by the patient, we reserve the right to collect the cost at the next follow up visit, over the phone, or
credit card information on file,

V. In Network Provider

It is the patient's responsibility ta ensure Dr. Betsy Vasquez and Dr. Lisa Fox are in network with their health
plan. Patients must bring referrals from primary care physicians at the time of the visit if required by their health
plan. In most cases, even if we are not in network, we may still be able to submit your claim to your health plan.
Nenials hy yaur health plan far non-caverage will resitt in patients baing charged the full cost of the visit, In the
event a claim is deniad after submission to the haalth nlan, for these or other reasona caused by the patient, we
reserve the right to collect the cost at the next follow up visit, over the phone, or credit card information on file,

VI. Paperwork Fees

Qur office charges a fee for completion of health care and work related forms, preparation of latters, copying of
medical records, or replacemeant copies/faxes of referrals for CT/MRI, efe. This fee ranges from $5.00 to $25.00
plus .10 cents per copy of page. The fee will be added to the patient's account and collected at the time of
pickup, the follow up visit or aver the phaone.

Patient/Guardian Signature Print Name
My initials and signature indicate | have reviewed the above policies and agree to the terms.

X

Provider Signhature
Loudoun ENT Specialists 46090 Lake Center Plaza, Ste 104, Sterling, VA 20147 703-421-1700 ENTofLoudoun.com



