The Center for Neuroscience
1788 Wilmington Pike, Suite 100 Glen Mills, PA. 19342
(P) 610-744-2960
(F}610-744-2420
(E) CenterNS2205@gmall.com

Date:

Patient Name:
(Last) {First)

Date of Birth: SoclalSacurity#

Street Address; City/State: Zip

Home Phone: Cell:

Work__
Emall Address:

Race: Language: EthnicGroup:

Latino: Helght: Walght

G Y CT:

Phone: (I other then above) Relationship:

INSURANGE: Primary: Aetna, Blue Card, Blue Cross/Shield, Keystone HPE, Medlcare,
Personal Cholce, United Healtheare, eto....

QOthen: 1D#

Name of Insured (if patlent is not the subscriber):

Insured Date of Birth: Insurad Sacial Securityd#:

Relationship to Patlent: Self Spouse Parsnt Other
(nsured Address: (lf different from above):

Sacondary: Nohe or Other (Nams):

ID#: Group:
Primary Physlclan:

Address:

Phone: Fax:

Referring Physiclan:

Address:
Phone: Fax:
Pharmacy Name; Address:

Phone: Fax;




REASON FOR TODAY'S VISIT:

)

!

Current Medlcations and Dosgage (include yitamins and supplements)

| —

Medicatlon Sensltives...Allergies (type of reactlon)

Kladioal Conditions (Diaketes, Heart Disease, Asthing, ETC)

Past Surgarles: Yoars!
Have you simoked >100 clgareties In your Ufe? Yas or No
Currant amoketr? Yes of No Former Smoker? Yes or No
Do you drink Alcohol? Yes, of N
Famity Hlatory (First Degree relatives!) Relatlons: Medloal problams
Mother!
Father:
Slibtings:
Childran:

Do you hava slgnifloant ptoblems with any of the following?

_.Weakness __Anxlaty __Fatlgue __Dlarrhaa

" __Numbness __Daepression __Insomnia __Memory Loss
__Muscle Cramps  _Skin Rash ._Fover/Sweats __Heating Loss
_Headaohes __FasyBrulsing  _Woelghtloss ,_Dlzziness
_ Blood Clots __Walght Galn __Doubla Vislon __Trouble breathlng
__NeackPaln __Speaking __Chest Pain __Nausea/Vomiting
__Swallowling _.Palpltations __Back Paln __Appetite

__Abdominat . __Constipatlon




CENTER FOR NEUROSCIENCE
Financial Responsibility Form

. Co~pays areto be pald at the tlme of service, A $15.00 fee will be charged
Tor any unpaid Go~pays.

If your Insurance raquires & referral or prlor authorization aervies, and you do not have one
at the time of your appolntment, you must;

1. Reschedule your appointment,
2. Payforthe appointment/service out of poaokat,

IF YOU REGEIVE SERVICES THAT ARE NOT COVERED BY YOUR INSURANCE
AND/OR ACGORDING TO YOUR BENEFITS, YOU WILL BE HELD
BESPONSIBLE FOR ANY PAYMENTS INCURRED FOR THOSE SERVICES,
KNOWING YOUR BENEFITS ARE YOUR RESPONSIBILITY,

There Wil be 8$75.00 charge for alt no~-show and appolhtiment cancellations with {ess than
36 hours’ notios, Also, a chargs of $260.00 for all no-show and vancelled appolntments for
EEG, EMG and Neuropsychologloal testing with less than 36 hours’ notlue,

Thets Is a $25.00 charge for completing all forms (worl, disabillty, schoal, ate,...) This must
be pald in advance hefore the doctors fill them out,

Your [nstranoe pollcy Is a aontract betwesn you and your Insurance sompany. Filing
Insuranoe olalms is a service providad to you without charga, We will allow sixty (60) days
for your Insurance to process and settle your olaim, If there 1s no response from youy
Institance company after that thme, the payment will be your responsibllity,

l, (responsible party), acknowladge and undersiand the
above statements and agree to be financlally responsible for he treatment renderadg to

{patlents hams) lf it Is not covered by Insurance,

Signed: date!

Name! Relatlonship:
Guardian/Raspaonsible Parly




Centey for Nearosclanee

INSURANCE CONSENT AND RELEASH
ASSIGNMENT AND RELEASE

1, Eha undersigned, cestify and 1 {ar my depandent) have InsUranaa covarage with tha tollowing
Insurance compantas and asslgn diractly to tha Senter of Natroaelehea all Insurance benefits, it any,
otherwisa payabla to ma for setvices and/or aterlals tenderad, | gnderstand that | am finemnclally
tespansible for oll chayes whether or hot held by Instirance, | harby authorlze tha nayrologlsts,
psychologlets, hauropsychaloglsts and thelr respactiva nesistants to ralease sll InPormation necessary to
seclte payineht of banatits, | authorlze the use of this signpture on all lnsurahea submisslons,

Insuranea 4

Instiranca 21

lnsdranee i3s

Patlaht Name:,

Rasponslble Party Nats, If othar than patlents

Responsibla Party Signatire;,

MEDICARE AUTHORIZATION

| raquest-payment of authorlzad Madizars banbflts ha mads on my hehalf to The Center fop
Neurosclanca for sarvlaes fupnished ma by Tha Dahtar Naurpsclence, | authorlze any holder of madiaal
Information about me to release to the Division of Medjcara ahd Meditald Services and 3 agents any
infarmation needed to determine thosa benafits payubls for relatad servives, | understand my slgnatire
ragjuesty thak payment be made and uythorizes reletss of medics) Information nasessary to pay the
wlaln, If “othar haalth Insueanca "is indleated In tter 9 of the DERA2E0D fokm, or slsawhera oh obhar
approved tlaln forms of alaotronieally submittad clilms, my slgnaturs authalzay pelossing of the
Infotmation to the insutey of ngency showh, In Madicare neslghed cases the physiclan or supplier
agrees to aceeplthe charge detormination of the Medleare eattler as tha fufl charge, and non-covered
serv]lces, Golnsurance and the deductibla sre based upon tha chared datermination of the Medleara
takner,

Bahaflclary Name - . Das
Benetictary Slgnnture .

gy,




Canter for Naurgsclance

HIPAA Compliance Patient Consent Form

Neuropsychology sind Psycholagy

Out notlck of Privacy Practlces pravides Information wheut how we may se of discloss pratucted health
tnfermation,

"The notlet gonbalig 8 patlent riphts section desoribing Yaur tighits under thia Jaw, You ndcartaln that by your
slenatare that yoil hava reviewed our notlen batare signing this cohsant

Tha tarms of the totlee may shangs, 1f 5o, you will ba notiifed atyour next visit tu updata your signatiwe/date,

You hava the vizht to vestrlet haw your protected health infotmation s usad and disctosed tor traatment, payment,
o healthears opatations, We ava ot required to aprae with this rastrletion, but It we to, wo shall honor'this

apreament, the HIPPA (Health [nswtanas Portahility and Ascountablilty Act of 4056) luw nllows far the usa of
Information Tor rnatmank, payiaant, or halthears operatlons,

By stzing Yhis Form, you consent to our usa wad disclosura of your protectad haalthcars Informrtion sad
potantially anonyrous Usage n b publieation, You have the right te Yayoke this contant In writing, sighed by ya.
However, stich 2 revocatioh wilt tiot ba retroeartive,

slentng this fo datstupe ¢
+ Protactad hatlth tformation may e tlsclosad or usad for trentinant; pryment, or haultheare operation,
» Tha practlce teserves the tlght o uhangn the privacy policy as aflawad by Jaw,

+ The préctice has the right £o restrict the e of the Information but tha practica doas hat have to agraa to
those rastrietions,

» Tha patlont has the right 1o ravoke this consent th writig af any time shd all full disclosures will then
GAansH,

« The prastine may condition raceipt of treatment opon eyaoition of this consent,

Plaasa olrale YES or NO

8 4 Of am ol to tonfly olbtipants YES  NO
W luave  messape ot yolr Answebng aghina st homa or o all phone? YRS  NO
May we dlsouss Vour mediral gandition with sny inetbar of youl famnliv? YES NO

1F YES, plensa noma tha mambers nliowsd

‘This consant was signed bys

(PRICT NAME PLEASE)

Slghature] butay,
Withess!, e patet,

P Y T




