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	South Carolina Sleep Medicine

92 Springview Lane

Summerville, SC 29485

Tel: (843) 871-4006

Fax: (843) 871-4074

www.scsleepmedicine.com
	
	

	
	
	
	Registration Information

	
	
	
	


South Carolina Sleep Medicine

	Date:
	
	
	
	

	Patient:
	
	Social Security #:
	

	
	Last Name
	First Name
	Middle Initial
	
	

	Street Address:
	

	City:
	
	State:
	
	Zip:
	

	 FORMCHECKBOX 
 Home #:
	
	 FORMCHECKBOX 
 Work #:
	
	 FORMCHECKBOX 
 Cell #:
	
	Please check preferred contact number.

	Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
	Age:
	
	Birthdate:
	
	 FORMCHECKBOX 
 Single   FORMCHECKBOX 
 Married   FORMCHECKBOX 
 Widowed  FORMCHECKBOX 
 Separated   FORMCHECKBOX 
 Divorced

	Race:
	 FORMCHECKBOX 
 White   FORMCHECKBOX 
 Black   FORMCHECKBOX 
 Hispanic   FORMCHECKBOX 
 Other 

	Email Address:
	

	Mailing address:
	

	Patient Employer:
	

	
	Business Address:
	

	      
	Occupation:
	

	Spouse’s Name:
	
	Birthdate:
	
	Social Security #
	

	
	Employed by:
	

	
	Occupation:
	
	Business Phone #:
	

	Responsible Party:
	(if different from above)

	
	Name:
	
	Relationship to Patient
	
	Birthdate:
	

	
	Street Address:
	
	City, State, Zip Code:
	

	
	Telephone:
	
	Social Security #
	

	
	Occupation:
	
	Employed by:
	
	Business Phone #:
	

	Do you have Medical Insurance?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Is this a Workers Comp Claim?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Emergency Contact:
	
	Relationship:
	
	Phone #:
	

	Who is your Primary Care (Family) Doctor?
	

	Please name any other physician or practitioner you are seeing:
	

	How did you find out about us?
	

	INSURANCE INFORMATION:
	

	Primary Insurance:
	
	ID#
	
	Grp/ Plan #:
	

	Subscriber:
	 FORMCHECKBOX 
 Self   FORMCHECKBOX 
 Spouse  FORMCHECKBOX 
 Other
	      DOB:
	
	       Employer:
	

	Secondary Insurance:
	
	ID#
	
	Grp/ Plan #:
	

	Subscriber:
	 FORMCHECKBOX 
 Self   FORMCHECKBOX 
 Spouse  FORMCHECKBOX 
 Other
	      DOB:
	
	       Employer:
	

	** Present your insurance cards and drivers license to the front desk for photocopying.
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	South Carolina Sleep Medicine

92 Springview Lane

Summerville, SC 29485

Tel: (843) 871-4006

Fax: (843) 871-4074

www.scsleepmedicine.com
	
	

	
	
	
	Releases

	
	
	
	


ASSIGNMENT AND RELEASE
In order to ensure proper follow up and continuity of care, I agree that copies of my medical records may be released to my physician, physicians I may be referred to, and/or the provider who referred me to this practice.

I request that payment of authorized benefits be made to South Carolina Sleep Medicine, LLC and/or its doctors on my behalf; for any services provided to me. I authorize any holder of medical and other information about me to release to Medicare and its agents, any insurance company, any third party payer, state medical assistance agency, or any other government or private payer responsible for paying such benefits, any information needed to determine these benefits or benefits for related services. I agree to pay for all charges not covered by a third party payer. I authorize a copy of this authorization to be used in the place of the original. I authorize the use of this signature on all insurance submissions.

Signed:______________________________________________________________ Date:_____________________



Patient or person authorized to consent for patient

[image: image3.jpg]
Disclosures to Family and Friends

I, ____________________________________________ authorize South Carolina Sleep Medicine, LLC to disclose/discuss my private information relating to my health or for payment of my healthcare services to those listed below, if needed. I understand that only information relevant to my current treatment will be disclosed. I have agreed that South Carolina Sleep Medicine, LLC may disclose health care information to:
(Initial all that apply):

In person with 

By phone

____________

_________    
Spouse:______________________________________________________

____________

_________
Parent(s):_____________________________________________________

____________

_________
Sibling(s):_____________________________________________________
____________

_________
Children: _____________________________________________________

____________

_________
Other/Relationship: _____________________________________________

____________

_________
Other/Relationship: _____________________________________________


Acknowledgement of Receipt of Notice of Privacy Practices and Office Policies

I hereby acknowledge that I received a copy of the Privacy Practices and Office policies.

Signed:____________________________________________________________ Date:_______________________

If not signed by patient, please indicate relationship to patient (e.g., spouse):_________________________________
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	South Carolina Sleep Medicine

92 Springview Lane

Summerville, SC 29485

Tel: (843) 871-4006

Fax: (843) 871-4074

www.scsleepmedicine.com
	
	

	
	
	
	                   Billing policy

	
	
	
	


· I understand that it is my responsibility to provide the office of South Carolina Sleep Medicine with current, accurate billing information at the time of check in and to notify South Carolina Sleep Medicine of any changes in this information. A valid insurance card must be presented at the time of service. 

· I understand that if South Carolina Sleep Medicine does not participate with my insurance, I will be expected to pay my bill in full and South Carolina Sleep Medicine may provide assistance in filing the charges to my insurance company.

· I understand that if I don’t have insurance or have a large deductible, I should notify the staff right away. South Carolina Sleep Medicine will work with you to arrange a payment schedule if you inform us before services are rendered. 

· I understand that it is my responsibility to know my specialist co-pay (which can be different than my Primary Care co-payment) and to pay it prior to services being rendered. I understand that this is a contractual agreement that I have with my health plan and that South Carolina Sleep Medicine also has a contractual agreement with my health plan to collect co-pays at the time of service, and they are required to report to the carrier any enrollees failing to pay the co-pay. South Carolina Sleep Medicine accepts cash, personal checks, Visa, MasterCard or money orders. We do not accept Discover or American Express.

· I understand that if I present an insufficient funds check (NSF check) for payment on my account that I will be charged a $40 NSF fee. I further understand that to rectify my account, I will be required to pay with cash, a money order, cashier’s check, or credit card.

· I understand that there is a charge for completion of forms that must be paid when the form is brought in for completion.

· I understand that I will be billed for any amounts due by me (co-payments/coinsurance amounts/ deductibles) and that I have a financial responsibility to pay these amounts. I understand that I will be provided with two (2) statements for any balance due after insurance payment. I further understand that if I have not made payment prior to the second statement being mailed, that my account may be sent to an outside collection service. I also understand that I will be responsible for any collection, interest or legal expenses associated with the collection efforts. 

· I understand that it is solely my responsibility to get an authorization and/or referral prior to my appointment if required by my insurance and to know the limitations and guidelines of my insurance policy. For insurance plans that require referrals or authorization, if we do not have a valid referral on file for your scheduled appointment, your appointment will be rescheduled. I further understand that prior authorization or referral is not a guarantee of payment, and that I am responsible for any bills not paid by my insurance carrier. 

· South Carolina Sleep Medicine will make reasonable effort to collect from my insurance company. However, if my insurance company has not paid after 60 days, I understand the bill will become my responsibility.

· South Carolina Sleep Medicine reserves the right to charge a fee for not canceling an appointment at least 24 hours in advance. I understand this fee is $25 for office visits and $100 for sleep studies.

· I understand that if a test is incomplete, it may not be covered by my insurance company and will become my financial responsibility up to $3000.00

My signature below confirms that I have read these billing policies and my financial obligation as pertains to South Carolina Sleep Medicine.

                                                                                                                       
________________________________                                                                       

Legal Signature/ Relationship to Patient


Date
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