PATIENT INFORMATION (piease print)

DOB: SSN:

Marital Status: M S W D Sep

Mame:

Sex:

Last name first name

Address:

middle initial

Street Name

Home telephone:

City State Zip Code

Cellular phone:

Patient's Employer:

Business Address:

Business Telephone:

Guarantor's Employer:

Business Address:

Business Telephone:

In case of an emergency please contact:
Name;

Relationship:

Last name first name

Address:

middle initial

Street Name
Home telephone:

City State

Alternate phone:

Zip Code

Health Insurance Information

Referring Physician / Family Doctar

Referral Number/ Phone number

Name of Insurance Co.

Policyholder:

Telephone Number
Guarantor's DOB:

ID Number:

Group Number:

Guarantor's S5SN;

Relationship:

Secondary Insurance Information

Mame of Insurance Co.

Policyholder:

Telephone Number
Guarantor's DOB:

Policy Number:

Group Number:

Guarantor's SSN

Relationship:

INSURANCE AUTHORIZATION AND MEDICAL RELEASE FORM

I HEREBY AUTHORIZE PETE TURCINOVIC, M.D., F.A.C.

5. AND/OR JAMES A. FIELD, M.D. F.A.C.5.AND/OR JASON

BALETTE, M.D. TO FURNISH OR OBTAIN MEDICAL RECORDS CONCERNING MY ILLNESS AND TREATMENT TO

INSURANCE CARRIERS OR MEDICAL FACILITIES.

I HEREBY ASSIGN TO THE PHYSICIAN ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO MY DEPENDENTS OR
MYSELF. I UNDERSTAND THAT I AM RESPONSIBLE FOR ALL CHARGES REGARDLESS OF INSURANCE COVERAGE.
CO-PAYMENT IS TO BE PAID AT THE TIME OF YOUR OFFICE VISIT; AS WELL AS ANY DEDUCTIBLES.

SIGNATURE




PETAR TURCINOVIC, M.D.,F.A.C.S., P.A.
JAMES A. FIELD, M.D.,F.A.C.S.
JASON BALETTE, M.D.

Thank you for choosing us as your health care provider. We are committed to your treatment
being successful. Please understand that payment of your bill is considered a part of your
treatment. The following is a statement of our Financial Policy that we require you read and sign
prior to any treatment.

All patients must complete our Information and Insurance form before seeing the doctor.

« FULL PAYMENT IS DUE AT TIME OF SERVICE

e WE ACCEPT Cash, Checks, Visa, or MasterCard

Regarding Insurance

We may accept assignment of insurance benefits. The balance is your responsibility whether
your insurance company pays or not. We cannot bill your insurance company unless you give us
your insurance information. Your insurance policy is a contract between you and your
insurance company. We are not a party to that contract. If your insurance company has not
paid your account in full within 45 days, the balance will automatically be transferred to
you as the guarantor. Please be aware that some, and perhaps all, of the services provided may
be non-covered services and not be considered reasonable and necessary under the Medicare
Program and/or other medical insurance, see attached ABN. Regarding Insurance Plans where we
are a participating provider, all co-pays and deductibles are due prior to treatment. In the event
that your insurance coverage changes to a plan where we are not participating providers, refer to
above paragraph.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we charge what is
usual and customary for our area. You are responsible for payment regardless of any insurance
company’s arbitrary determination of usual and customary rates.

Adult Patienis
Adult patients are responsible for full payment at time of service.

Minor Patients
The adult accompanying a minor and the parents (or guardians of the minor) are responsible for
full payment.

Surgery
Deductible, co-insurance and co-payments are due prior to surgery date, unless other
arrangements have been made.

X
Date




MEDICAL HISTORY DATE

NAME Age Birthdate
REASON FOR

VESIT:

Allergies to Medications, X-Ray Dyes, or Other Substances NO YES

(If wes, please list name of medicine and tvpe of reaction)

Past Medical History and Review of Systems
Flease check off if you have had any problems with or are presently experiencing any of the following:

__High Blood Pressure __ Bronchitis _ Ulcers

__Diabetes ___ Pneumonia ___Change in bowel habits
__ Cancer __ Persistent cough ___ Unexplained weight gain/loss
__ Heart Disease __TB. __ Hemorrhoids

_ Chest painftightness ~ _ Hay fever ___ Gallbladder disease

___ Shortness of breath ___Abdominal discomfort __ Colitis

__ Swollen ankles __Indigestion __Hepatitis or jaundice
___ Palpitations _ Nausea ___ Thyroid disease

_ Lightheadedness __Vomiting __Head or neck radiation
___ Frequent urination _ Constipation ___ Headache

__ Rheumatic fever __ Diarrhea __Kidney disease/stones
_ Asthma ___Blood in stool __ Difficulty urinating

__ Blood disorders _ Anxiety __ Depression
___Anemia _ Aleohol abuse _ Drug Abuse

__ Gout _ Other

Gynecologie and Obstetrie History

Age at onset of periods Frequency Length of period
Pregnancies Births Miscarriages
Prolonged or abnormal bleeding WO YES (Please desc.)

Leakage of urine _ MNO _ YES(Please desc.)

Pelvic pain _ NO _ YES(Please desc.)







