Q@ OF FRANKLIN, P.A.

Frederick A. Berger, M.D., FABAP 278 Riverview Street
5. Dovglas Esge, M.D.. FAAP Franklin, NC 28734
Shana F. Egge, M.D., FAAP Telephone: (828) 369-4444
PARENT GUARDIAN INFORMATION Fax: {828) 369-4241
FATHERS NAME/GUARDIAN: HOME # ¢ ) &
STREET ADDRESS: -  WORK # :f ) :
CITY: CELL#: ( ’ ~
STATE: ZiP: EMA ADDRESS: _
S5 - - BIRTHDATE: - EMPLOYER:
MOTHERS NAME/GUARDIAN: HOME #: y
STREET ADDRESS: s 3 WORK # J .
CITY: . CELL#: () 3
STATE: i GBS EMAIL ADDRESS:
SS#: - - BIRTHDATE: EMPLOYER:
INSURANCE INFORMATION
{Check one below)
- WO MEDICALD GA MEDICAID NO HEALTH CHOICE OTHER Please list name below)
INSURANCE CO. - D GROUP i: L
INSURED 'S MAME: L DR EMPLOYER: _
MEDICAID: _ SECONDARY (NS, o 8-

¥YOU WILL BE ASKED TG SHOW PROOGF OF INSURANCE CARD AT EVERY VISIT,

PATIENT INFORMATION
o PATIENTS NAME: DATE OF BIRTH: -
NICKNAME: SS#: - - __AGE: SEX:
o PATIENTS NAME: _ - s DATE OF BIRTH:
NICKNAME: B SSi: " 5 AGE: SEX:
s PATIENTS NAME: : DATE OF BIRTH:
NICKNAME: SSH: : . _AGE: SEX:

Developing healthy lifestyles through preventive pediatrics
Certifled by Amerlcan Board of Pediatrics
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??pw;fmc ASSOCy4 e

Frederick A, Berger, M.D., FAAP 278 Riverview Street
. Douglas Egge, M.D., FAAP Franklin, NC 28734
Shana F. Egge, M.D., FAAP Telephone: (328) 369-4444

Fax: (828) 369-4241
MEDICAL HISTORY

s your child allergic to any medications? Yes _ No fyves, please list the medications: L
s yaur child presently ander the care of anather phivsician for any illness? Yes  No If ves, please provide the physician's
HOme: e =

MISCELIANEQUS

For our information, please indicate belaw kow you feard of us;

_ Yellow Pages  Newspaper  Friend/Relmtive Emplopee (Name: 4 Oher:

ASSIGNMENT OF INSURANCE BENEFITS
! hereby authorize divect payment of surgical/medical benefits to Dr. Frederick A, Berger, Dr. Shana F, Egme or
Or. 8. Douglas Fgge for services rendered by himiher in person or under histher supervision. [ understand that | am financiaily
responsible for any balance not covered by my insurance.

AUTHORIZATION 10 RELFEASE INFORMATION
{ herely authorize Dr. Frederick A. Berger, Dr.Shana F. Egge or Dr. 8. Douglas Egee, to release any medical or incidental
information that may be necessary for either medical care or in processing applications for financial benefit.

MEDICAID
f certify that the information given by me in applving for payment is correct. { authorize release of all records on request. | request
that payment of authorized benefits be made on my behalf,

A photocopy of these assignments shall be valid as the original,
FAILED APPONTMENTS CAUSE A WASTE OF VALUABLE TIME AND DEPRIVE OTHERS OF TREATMENT. IF YOU
CANNOT KEEP AN APPOINTMENT, PLEASE CALLOUR OFFICE IN ADVANCE. FAILURE TO FOLLOW THIS POLICY
MAY RESULT IN A CHANGE OF YOUR APPQINMENT PRIVILAGES!

PATIENT: iplease priat) DATE:

PARENTAGUARDIAN [please printh:

SIGNATURE: DATE:

PAYMENT REQUIRED AT TIME OF SERVICE- UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE,

Developing heaithy lifestyles through preventive pediatrics
j Certified by American Board of Pedlatrics




Qﬁo OF FRANKLIN, P.A.

Frederick &. Berger, M.D., FRAP 278 Riverview Street

S. Douglas Egge, M.D., FAAP Franklin, NC 28734

Shana F. Egge, M.D., FARP Telephone: {828} 369-4444
PATIENT CONSENT FORM Fax: (828} 369-4241

The Department of Health and Human Services has established a "Privacy Rule” to help insure that personal
health care information is protected for privacy. The Privacy Rule was also crealed in order to provide a standard
Jor certain health care providers to obtain their patients’ consent for wses and disclosures af health informarion
ahont the paticnt to carry out treatment, payment, or health care operations.

As onr paticnt we want You to know that we respect the privacy of vour personal medical records and will do ail
we can fo secure and protect that privacy. We strive to always take reasonable precantions to protect your privacy.
When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in
need of your health care information and biformation about treatment, payment or health care operations, in order
to provide health care that is in yoner best interest,

We alse wani you to inow that we support your full gocess to vour personal medical records.

We may have indirect treatment relationships with vou (such ax laboratories that only interact with physicians and
not patients), and may have to disclose personal health information for purposes of treatment, pavment, or health
care operations. These entities are most aften not required fo oblain paticat consent,

You may refise 1o consent to the use or disclosure of your personal health information, but this must be in
writing. Under this law, we have the right to refise 1o treat you should you choose to refuse lo divelose your
Personal Health Information (FHI). If vou choose to give consent in this dacument, af some futtre time you may
request (o refuse all or part of vowr PHIL You may not revoke actions that have already been taken which relied on
this or a previously signed consent,

I vou have any objections to this form, please ask to speak with owr HIPA4 Compliance (Mficer.

You have the right to review our privacy notice, to reguest restrictions and revoke comsent in writing affer Jon
have reviewed our privacy rotice,

Patient Name: ) Parent/Guardian Signatire _ Duare

COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS

Tor Cur Valted Patients:

The misuse of Personal Health Information (PHI) has been identified as a national problem causing patients
inconvenience, aggravation, and money. We want you to know that all of ovr employees, managers and doctors
continually undergo training so that they may understand and comply with government rudes and regulations regarding
the Health Insurance Portability and Accountability Act (HIPAA) with particular emphasis on the “Privacy Rule.” We
sirive to achieve the very highest standards of ethics and integrity in performing services for our patients.

ft is anr policy te properly determine appropriate use of FHI in accordance with the governmental rutes, laws and
regulations, We wani tu ensure that our practice never contributes in any way to the growing problem of improper
disclosure of PHI A pari of this plan, we have implemented a Compliance Program that we believe will help us
prevent any inappropriale use of PHI.

We also know that we are not perfect! Becanse of this fact, our pelicy is to listen te our emplayees and our patients
without any thought of penalization if they feel that an event in any way compromies our policy of integrity.  More so,
we welcome your input regarding any service problem so that we may remedy the situation promptly.

Thank you for being one of our highly valued patients.

Developing healthy lifestyles through preventive pediatrics
Certified by American Boord of Pediatrics
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Q@D OF FRANKLIN, P.A.

Frederick 8. Berger, M.D., FAAP 278 Riverview Street

5. Douglas Egge, M.D., FAAP Franklin, NC 28734
Shana F, Egge, M.D., FAAP Telephane: [228) 369-4444
FINANCIAL AND OFFICE POLICY Fax: (828) 369-4241

Thank you for choosing Pediatric Associates of Franklin.P.A. As youwr health care provider, we
are commilted to providing the highest quality care for your children. While we are doing
everything possible 1o hold down the cost of medical care, you can help a great deal by
efiminating the need for ws to bilf you

The following is a summary of ow payment policy:
¥ FULL PAYMENT IS EXPECTED AT THE TIME OF SERVICE #*
FEWE ACCEPT CASH, CHECK, VIS4 AND MASTERCARD **

Payment s required of the time services are rendered fincluding co-payments) uniess other
arvangements have been made in advance. We file all insurances; any payment received by
mswrance conpany will be refunded within one week of receiving EQB. If vour insurance
company has not paid your account in full within 60 days, the halance will automatically be
transferred i your pevsonal account.

Parients with an outstanding balance of 120 duys overdue must make arrangements for payment
prior to scheduling appointtients.  Since we realize people may have financial difficulties at
times, we ave willing to make arvangements for monthly payments,

The adult accompanying a minor (or guardians of the minor) are responsible Jfor fildl pavment o
the tinee of service.

Thank you for understanding our financial policy.  Please Tet us know if you have any guestions
OF CONCErns.

{ have read the financial policy, and I understand and agree to this financial poficy.

T : | DATE:
Signature of responsibie party

Developing healthy lifestyles through preventive pediatrics
i Certifled by American Board of Pediatries
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