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WELCOME TO LOUDOUN EAR NOSE AND THROAT
Betsy Vasguez, M.D. Lisa Fox, M.D. Kelly Pilson, Au.D

In order to provide the best care to our patient we ask that the NEW PATIENT REGISTRATION forms te completed In thelr entirety.

Any personal information provided will be kept in the strictast confidence, HIPAA ragulations require written consent from our patients prior to
sending information to medical entlties, (i.e. Insurance comparies, Referring providers, eta.) and insurance companies require specific information
in order to process your medical ¢laim. If you are unable to provide all the Infermation, we will kindly ateept full payment and pravide you with the
necessary paperwork to submit yaur ¢laim directly to your insurance company for direct reimburaement,

Patient Mame: Date of Birth: Age: Sex:

Asg it appears on Insurance carrier records. Your chart will be filed and appointments will be entered under this name.
Street City State Zip

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

Email:

Ftimary Dr.'s Name; Did your Primary Dr. refer you?

If yes, Pritmary Dr.'s Address and phone:
How wers you referred? (Circle source) Physician  Family/Eriend Insurance List/Book Internet Search Yefiow Pages

.

‘ t in the patient chart.
(LENT does not bill to socondary insurance companles)

Fleage Circle: BCBS BCBSFEDERAL BCBSCAREFIRET CIGNA AETNA  OTHER SELF PAY

If patient is under 18,Guardian’s Name:

Palicy Holder's Name:; Policy Holder'sDOB: 554

Relationship to patient;

I airee 1o all the terms regarding insurance reimbursement, financial responsibility and HIFAA consent as written below,

Today's Dale:

Failing_to sign indicates you will pay for your vigit today and request direct reimbursement from your healith
plan. This is a refusal of assignment of benefits to the provider.

Assignment of Benefits
If my insurance should deny any and all charges then | agree to he personally and fully responsible for any and all
balances. | understand that | am financially responsible for any balances not covered by my insurance carrier.
Healthecare Carriers will anly pay for services determined to be reasonable and customary under Section 18682(a)(1) of
the Medicare Law. Private and commercial insurances can deny coverage for the folowing reasons:
LENT, O, Lisa Fox of Dr, B Vasguez ara not speclalists in the particular Insurance plan.
Patlent Is not listed as coverad member or dependent.
Patlent policy has terminated at time of service and/or patient did not present new Insurance Information.
Patient went to non-participating facility for x-rays ar sugery.
Insurance wlill only gover a limited amount toward diagnostic in offlce testing.
Medicara will not covar hearing alds, fittings, hearing ald replacements, or hearlng ald repairs, nor eertain In office dlagnostic testing.

| certrfy that the information given for payment is correct, | authorize direct payment of surgical/medical beneafits to Dr. B Vasguesz, & Dr. L. Fox,
LENT for sarvices renderae by him/her or under his/her supervision. | request payment of authorized benafits be mada on my behalf.

Consent to Use and Disclosure of Protected Health Information
(HIPAA}

Your protected health information will be used by LENT or disclosed to others for the sole purpose of medical treatment,
obtaining payment or supporting day-to-day health care operations of the practice. You should review the NOTICE OF FRIVACY
PRACTICES for a more complete description of how protected health information may be used or disclosed, You may review the
notice prior to signing this consent,
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Health Questionnaire

Patient Name:

Today's Date:  Whatisyour Height  Weight

REASON FOR VISIT: Why are you here today?

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

Family History: Does any bioﬂd ml:atwe sufter fmm the foﬂowmg“? Ploase circle 2l that apply.
oy Tomd | oseoele AOMSS o youakeany medicaon? NO
? : ' _” YES (list)
Mentat lllness Asthims Heart Disezsa  Hepatils ,
Glausomsa Anermia Stroke Cangar —
Diabetes Bloads epsfly  Hyperiension Otherspecfy l

Are you allergic to medications? NO
YES (list)

Hospital Admissions: Not inclisding pregnancies
Year iliness/Operation

Patient Medical History. Please circle ali that apply or witte NONE.

Ciecremsed Hearing . Loss of appetits Tremors non : R
Ringing in ears Dithiculty swallowlng Frequent Headaches " '
Frequent ear Infections Heariburn/Paptic Ulcer Numbness/Tingling
Dizzy/fainting spalis Peraistent NaussaVomiting - Arthritis/Rheumatism
Failing vision/aye paln Chronic Abdominal Pain Recurrenf, Back Pain
Double/blurrad vision Jaudlea/Hepatltls RAzhes/Hives .
Regurrent hose hlacds Diverticulosis/Crohns/Colitie Paoriasls/Rezama .
Sinus trouble - Hemetrhoids/Harnfa Bleaplng or Concentration Difficulty
Frequent sore toroals Unrination/Overactive Bladder  Depression B
Prolonged hoarseness Denrea.fsefFa‘lnfuI in foree/flow Ner\musrjass Have you taken any over the couter,
Hayfever/Seascnal alisegles - -Bioodinldrine - © Memaory Loss .
i : or prescription allergy or reflux

Phaumaonia/Pleurisy Hidney Stones Menta! liness medications? NO
Bronchitis/Ghronic cough Freguent Ltine Infections ,  Rheumetic/Scariet Fever YES (list)
Asihma/Wheezing Sexually Transmitied Piseasss Tuperculosls
Shortness of hrasth irregular Weight Gain/Loss Herpes

with exertion laying flal  Anemia/Brulse Easily Al
High Blood Pressure © Cancer Progressive or recent hair loss
Foart Murmur Chranle Ratigue Strest Drugs
Irreqular Pulse/Palpitations Diabetes Acupuncture/Tatoos
Thyrgic Disease . Selzure/Siroke Dther T

Spinal Frablems spocify:
Alechal nz, perweak Sthaking . cige/day xye Year Quit

Coffee/Tea _ oups perday Ocrupation_
PHARMACY Name:
PHARMACY Phone:
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Office Policies

Due to the changes in insurance and patient responsibilities, our office has established policies to better
inform and protect the patient and the practice. All policies must be initialed in order 1o complete the
registration process and see the pragtitioner. A copy may be provided at your request.

Initials Here

I. Cancellation Policy

24 hours notice is required to avoid the $75.00 missed appointment fee. We cannot offer reminder calls
due to staff imitations. 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 of 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 responsibility at the time of the visit. If we ara in network with your health plan,
any fee collected will be based on the apprapriate “aliowed amount.” In most cases, even if we are not in
network, we may still be able to 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
beneafit.

lll. 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 allowad amount for the surgeon only, depending on the type of surgery. Once payment
has been received by your health plan, you will be raimbursed appropriately. NOTE: $100 of the deposit will be
forfeitad and is non-refundable if a patient 1) cancels a surgery for anything other than a family or rmedical
amergency, 2) postpones the surgery past 1 month, 3) fails to show for a pre op visit and the surgery has to be
canceled or rescheduled.

IV, Eligibility and Benefit Verification
Patient Insurance eligibility and benefits are verified at the time of the visit. If we are unable to verify coverage,
the patient will be responsible for the cost of the visit. A receipt will be provided for direct reimburserment from
the patient's health plan, or the patient may cancel or reschedula the appointment without penaity. All denied
claims for a patient's failure to provide information to the health plan in a timely fashion or for preexisting
conditions will become patient financial responsibility. In the event 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 to ensure Dr, Betsy Vasquez and Dr. Lisa Fox are in network with their heaith
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.
Denials by your health plan for non-coverage will result in patients being charged the full cost of the visit. In the
event a claim is denied after submission to the health plan, 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 infermation on file,

VI. Paperwork Fees

Our office charges a fee for completion of health care and work reiated forms, preparation of letters, copying of
medical records, or replacement copies/faxes of refarrals for CT/MRI, etc. 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 over the phone,

X

Patient/Guardian Signature Print Name
My initials 2nd signature indicate | have raviewed the above policies and agree to the terms.

A

Provider Signaturs

Loudoun ENT Specialists 46090 Lake Center Plaza, Ste 104, Sterling, VA 20147 703-421-1700 ENTofl.oudoun.com
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Financial Agreament

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 verify the amount 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 is required at the time of the visit.

Your signature below indicates:

1. | will pay my financial obligation as calculated according to the allowed
amount at the time of the medica! 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
control, my insurance reimburses the provider, | will be refunded
appropnately.

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

a. Claims submitted to Medicare will regult 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. Loudoun 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 healih
plan,
4, | am uninsured.
Patient signature Today's Date

X
Pravider Signature

Loudoun ENT Specialists 46090 Lake Genter Plaza, Ste 104, Sterling VA 20185 703-421-1700
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