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Patient Information Form (Please print clearly/ALL sections must completed)
[bookmark: _Hlk59701622]First Name: ___________________________________________   Middle Initial: ______________   Last Name: ___________________________________________	
[bookmark: _Hlk60227315]DOB: _______________________                  SSN: ____________-_________-____________   (If over 18)           Marital Status: ___________________________  
[bookmark: _Hlk73021333]Phone    (Cell): __________________________        (Work): ______________________________                (Home): ________________________________________    
Preferred method of contact: (please circle one)     Home  /  Cell      (Ok to leave voicemail?  Yes     /  No)           Male/Female (please circle)
Mailing address:  _________________________________________________________________    City: _________________________________________________ 
State: _______________ Zip Code: ______________________ Email address: _______________________________________________________________________
Primary Care Physician: ___________________________________________________________      Phone: _______________________________________________
[bookmark: _Hlk67997389]Parent or guardian Information (If patient is under 18).  Please check which parent/ guardian is guarantor if more than 1 listed.
[bookmark: _Hlk70418823]   Name: ___________________________________________ DOB: ___________________ Phone: _________________________ SSN: ________-______-_________
   Name: ___________________________________________ DOB: ___________________ Phone: _________________________ SSN: ________-______-_________
Insurance Information: 
1 .  Name of primary insurance company: ____________________________________________________________________________________________________
Policy # ________________________________________________________	Group# _________________________________________________________________
Policyholder’s Name: _____________________________________________________________________________ DOB: ___________________________________
Relationship to patient: _____________________________________    SSN: ___________-_______-___________   Copay: (If not listed on card) ________________
2 .  Name of secondary insurance company: __________________________________________________________________________________________________
Policy # ________________________________________________________	Group# _________________________________________________________________
Policyholder’s Name: _______________________________________________________________________________ DOB: _________________________________
Relation to patient: _________________________________  SSN: _______-_______-_________________   Copay (If not listed on card): _______________________
Emergency Contact Information:
[bookmark: _Hlk60228097]Name: ____________________________________________________________ Relation: ________________________ Phone: ______________________________
The following person/s listed below are authorized to access my medical information: 
Name: ____________________________________________________________ Relation: ________________________ Phone: ______________________________
Name: ____________________________________________________________ Relation: ________________________ Phone: ______________________________
HOW DID YOU HEAR ABOUT OUR PRACTICE: ____________________________________________________
FINANCIAL POLICIES
It is the policy of Mid-Atlantic Skin to provide all patients with a copy of the Practice’s financial policy that clearly outlines patients and practice financial responsibilities. This financial policy has been established with these objectives in mind and to avoid any misunderstanding or disagreement concerning payment for services.
INSURANCE. We participate in most insurance plans, including Medicare. If the patient is not insured by a plan we are contracted with or have out of network benefits, payment in full is required at each visit (this excludes any patient enrolled in a community plan MCO)
Some insurance companies will require referrals and/or prior authorization. We will gladly assist you in meeting these requirements when requested, however, the responsibility is the patients to ensure that any such requirements are complete prior to treatment. If it is required, and not completed, you may need to reschedule the appointment.
Patients are required to pay their portion of the visit within 90 days once the insurance company has paid their portion. After 90 days and once your insurance pays their portion, if you have a remaining patient balance, 5% interest will be charged.
CO-PAYMENTS AND BALANCES. All co-payments and outstanding balances must be paid at the time of service.
NONCOVERED SERVICES. Please understand that some, and perhaps all, of the services received may not be covered by insurance and not considered reasonable or necessary. Cosmetic procedures are NOT covered by insurance.
UPDATES. Our staff will ask you for identification to verify your billing information at each visit. Current information is essential for the practice to contact the patient regarding treatment and obtaining timely payment from the insurance company.
CLAIMS SUBMISSION. The practice will submit a patient’s claim and assist in any way we reasonably can to help get claims paid. The insurance company may need additional information directly from the patient to process/pay a claim. It is the patient’s responsibility to respond in a timely manner to the insurance company. After a claim is processed by the insurance company any unpaid amounts of the claim are the responsibility of the patient.
COVERAGE CHANGES. If the patient’s insurance changes, it is the responsibility of the patient to update the information with the practice to help the patient receive maximum insurance benefits.
PATIENTS 18 & UNDER. All patients under the age of 18 must be accompanied by a parent or legal guardian. If parent or legal guardian are not present the responsible party must present a minor authorization form to be scanned into the patient chart during the check in process. A guarantor must be on file for all patients under the age of 18. The guarantor is responsible for all services rendered to the patient.



NONPAYMENT.  Accounts that are 90 days past due will receive a letter from the practice stating that the responsible party has 10 days to pay the account in full. Partial payments are not accepted unless pre-arranged. Any balance that remains unpaid by the responsible party may be referred to a collection agency and the patient may be discharged from the practice. If this occurs, the patient will be notified by certified mail that you have 30 days to find alternative medical care. During the 30-day period the practice may see the patient on an emergency basis only. A $25.00 processing fee will be added to the patients account if it becomes necessary for Mid-Atlantic Surgery Institute to refer a patient’s unpaid balance to an outside collection agency.
MISSED APPOINMENTS. The practice may charge the patient a $50.00 fee for a missed appointment if the patient does not notify the practice at least 24 hours prior to scheduled appointment time.
10 MINUTE GRACE PERIOD FOR SCHEDULED APPOINTMENTS. Mid-Atlantic Skin enforces a 10-minute grace period for scheduled appointments. If a patient arrives 10 minutes after their scheduled appointment, the appointment will be canceled/rescheduled.
PAYMENT OPTIONS. Payment for services can be made with cash, check (if amount is $100 or less), credit or debit card. Financing is available through CareCredit®-a wellness and beauty card. CareCredit® financing information is available at all three of our practice locations and funds can be made available for immediate use if the patient qualifies for the financing.  CareCredit® payments are required to be made in person by cardholder with proof of identification. There is a $30.00 processing fee for any personal check returned to the practice for non-payment.
**PLEASE NOTE that Mid-Atlantic Skin Surgery Institute does not accept a check as payment for any of our cosmetic procedures or products.**
I authorize payment of medical benefits to Mid-Atlantic Skin for services rendered. I understand that a claim will be processed on my behalf, however, I am financially responsible for any charges not covered by my insurance benefits.
I have read and understand the financial policy and agree to abide by its guidelines.
I acknowledge that I may be contacted through text, email, and or phone call to confirm appointments. 

_________________________________________________________________            ______________________________________________________
                       Signature of Patient/Guarantor                                              	                                       Date

_______________________________________________         ________________________________________
                  Print Name					                       Relationship to Patient
St. Patrick's Centre 173 St. Patrick's Drive Suite 201 I Waldorf, MD 20603 I 301-396-3401
Shanti Medical Center 26840 Point Lookout Road I Leonardtown, MD 20650 I 301-475-8091
Wildewood 23415 Three Notch Road Suite 2052 I California, MD 20619 I 240-237-8268
Info@MidAtlanticSkin.com 
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