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Pioneer Valley Cardiology, PC
General Consent and Authorization Form


PATIENT REGISTRATION

Patient Name____________________________________________________________________
S.S. No.: ______________________________
Street Address: __________________________________________________________________
Date of Birth: __________________________

City: ___________________________________________
State: __________ Zip: ____________

Marital Status:    S     M     W   Sep    D 
Tel. No. (Home): (         )   



Tel. No. (Cellular): (         )   


 
        
         Sex:   M     F                 
Referred by: _____________________________________________
Primary Care Physician: ___________________________________________

Address: _______________________________________________
Address: ________________________________________________________
_______________________________________________________________________________________________________________________
Spouse’s Name: __________________________________________________________________________________________________________
Spouse’s employer/address: _________________________________________________________________________________________________

EMERGENCY CONTACT: __________________________________ Tel. No.: ____________________Relationship: _______________________

PATIENT EMPLOYER INFORMATION

Are you presently working?
        FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      FORMCHECKBOX 
 Disabled    FORMCHECKBOX 
 Retired on ___________     Business Phone: _________________________
Name and address of Employer: _____________________________________________________________________________________________

INSURANCE INFORMATION – Bring Cards to be copied

Medicare No.: __________________________________________  Medex No.: _____________________ BC/BS No.: _______________________

Mass Health No.: _______________________________ HMO/Private Ins. No.: _______________________ Group No.: ______________________

Other Ins. Co.: ______________________________________________ I.D. No.: ______________________ Group No.: _____________________

Is subscriber the patient?       FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No         If no, fill in the following:

Subscriber’s Date of Birth: _______________________ Subscriber’s Name: _________________________________________________________
Subscriber’s S.S. No.: ____________________________________ Is subscriber presently working?   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No         FORMCHECKBOX 
 Retired on ________         

CONSENT FOR TREATMENT
I hereby consent to the administration of treatment deemed necessary by my physician(s) and other physicians who may attend me, their associates and assistants, healthcare  professionals responsible for my care, Pioneer Valley Cardiology, P.C., and any of its affiliates to provide medical care, tests, procedures, drugs or drug products, services, and supplies considered advisable by Pioneer Valley Cardiology, P.C.

I am aware that the practice of medicine and surgery is not an exact science and I acknowledge that no guarantees have been made to me as a result of medical treatments, diagnostic procedures, or examinations, while in PVC. I am aware that, except in limited situations (such as in a medical emergency), I am required to sign separate consent forms should I need to undergo surgery.
X____________________________________________ Date____________________

Signature of patient or responsible party
PATIENT FINANCIAL RESPONSIBILITY AGREEMENT

In order to continue providing our patients with quality medical care, we must receive the contracted payment for our services. Ensuring that we are appropriately and promptly paid is our PATIENT’S RESPONSIBILITY. As a patient of Pioneer Valley Cardiology, PC, you are hereby agreeing:

To pay all non-insured charges, including your co-pay, co-insurance, insurance deductible, out-of-network charge differential, and all other non-covered charges at the time of services or when otherwise advised. If this is not possible, you agree to contact our business office BEFORE services are rendered.

To provide us with a copy of your most recent insurance card or other proof of insurance at the time of EACH visit. If you do not provide us with valid insurance information at the time of EACH service, you agree to personally pay all unpaid charges.

To obtain any authorization required by your insurance plan for our services from your health insurance provider prior to each appointment. If you do not receive the required authorization, your insurer may not pay us for our services. In these cases you agree to personally pay any resulting unpaid charges. Our office will do everything possible to make sure that appropriate authorizations are obtained.

To monitor your insurance company’s payment of your account and, if unpaid within 60 days from the date of service, to contact them regarding non-payment, and to cooperate with Pioneer Valley Cardiology to resolve the unpaid status of your account.
Further, you agree that Pioneer Valley Cardiology has the right to be paid for their services and you acknowledge:

That unpaid bills older than 90 days from date of service may be turned to a debt collection agency or attorney for collection.

That you may be held responsible for any resulting collection fees, including reasonable attorney fees, and/or bank fees incurred as a result of a returned check.

I have read, understand, and agree to the above provisions:

X____________________________________________ Date____________________

Signature of patient or responsible party

ASSIGNMENT OF BENEFITS
I authorize use of the information on this form for all insurance claim submissions. I hereby authorize the release of any pertinent information to any doctor, insurance company, adjuster, or attorney involved in this claim. I permit a copy of this authorization to be used in place of the original.
I understand that I am responsible for my bill and I hereby assign to Pioneer Valley Cardiology, PC any insurance or other third party benefits available for health care services provided to me. If these benefits are not assigned to Pioneer Valley Cardiology, I agree to forward to Pioneer Valley Cardiology all health insurance and other third party payment that I receive for services rendered to me immediately upon receipt. 
I have read, understand, and agree to the above provisions:

X____________________________________________ Date____________________

Signature of patient or responsible party
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