Halifax Heart Center
REGISTRATION FORM

(Please Print)
Today's Date / / MRN

Patient Information
O Mr. Q Miss . .
Patient’s Last Name First Middle O Mrs. O Ms. Marital Status (Circle One)
Single / Mar / Div / Sep /
Wwid
Language:
Race: White Black Social Security # Ethnicity: Birth Date Gender Identity: | Sex
Other I oM 4ar
Street Address City State  ZIP Code Cell Phone No. Home Phone No.
{ )
P.O. Box City State ZIP Code
Occupation Employer Employer Phone No.
{ )
Preferred
Pharmacy: Email:
Preferred Lab: Emergency Contact:
Phone #:
Referred By: Primary Care Other

Insurance/Billing (Please give your insurance card to the front desk)

‘ Responsible Party: Address (if different) l

Responsible Tel #
Relationship to Patient: .
Sex: M F ( ) -
Primary
Insurance: Responsible Party Employer: Employer Phone No.
( )
Policy ID: Group#
Subscriber's Name Subscriber's S.S. # Birth Date Ins Tel# Co-Payment
/] $
a
Patient's Relationship to Subscriber Q Self QO Spouse Q Child Other
Name of Secondary Insurance (if applicable) Subscriber's Name Group # Policy #
Patient's Relationship to Subscriber Q Self Q Spouse O Child a Other
Consent
Preferred Method of Contact: (Check all that Apply)
Mail Phone Sentara Patient Portal | consent to obtaining a history of
No Preference my medications purchased at
Consent for practice to leave messages on patient provided phone pharmacies.
numbers Yes No YES NO

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to Halifax Heart Center. | understand

that | am financially responsible for any balance. | also authorize Halifax Heart Center or insurance company to release any information required to
process my claims.

X

PATIENT/GUARDIAN SIGNATURE DATE




HALIFAX

CENTER

2232 Wilborn Avenue, South Boston, VA 24592

Telephone: (434) 572-8977  Fax: (434) 5722510

PERMISSION TO DISCUSS PERSONAL HEALTH INFORMATION (PHI)

Patient Name:

Date of Birth:

Account Number:

NAME RELATIONSHIP

Signature of Patient, Parent or Guardian:

Date:




HALIFAX

CENTER

Physicians Pavilion

2232 Wilborn Ave, Suite A
South Boston, VA 24592
(p) 434.572.8977

Consent To Treat

I, the undersigned, hereby consent to and authorize the administration and performance of all treatments, the
administration of any needed anesthetics; the performance of such procedures as may be deemed necessary or
advisable in the treatment of this patient, the use of prescribed medication; the performance of diagnostic
procedures; the taking and utilization of cultures and performance of other medically accepted laboratory test, all
of which in the judgment of the attending physician or their assigned designees, may be considered medically
necessary or advisable.

I fully understand that this consent is given in advance of any specific diagnosis or treatment. | intend this consent
to be continuing in nature even after a specific diagnosis has been made and treatment recommended. The
consent will remain in full force until revoked in writing.

I hereby authorize Halifax Heart Center to release medical information to any of my physicians or insurance
companies that may be pertinent to my case. | hereby authorize payment directly to Halifax Heart Center of
benefits otherwise payable to me. | hereby authorize release of my medical records to third party insurers or other
authorized persons to whom disclosure is necessary to establish or collect a fee for the services provided. |
understand that | am financially responsible for charges not covered by this authorization. A photocopy of this
authorization shall be considered as valid as the original. Further, | acknowledge that if | am indebted for past due
charges that | am financially responsible for those charges also.

I consent and authorize Halifax Heart Center to collect my personal medical information in order to obtain and
maintain on file the information necessary to verify and process electronic prescriptions. The received information
can include prescription insurance eligibility, prescription insurance claims history, and prescription insurance
formulary files.

I consent and authorize Halifax Heart Center to transmit prescription information to the pharmacy of my choice
through a third-party intermediary operating under a business associate agreement with the electronic
prescription software vendor.

In accordance with the provisions of Section 32.1-45.1 of the Code of Virginia, (whenever any healthcare provider,
orany person employed by or under the direction and control of a health care provider, is directly exposed to body
fluids of a patient in a manner which may, according to the current guidelines of the Centers of Disease Control,
transmit human immunodeficiency virus), the patient whose body fluids were involved in the exposure shall be
deemed to have consented to testing for infection with human immunodeficiency virus. If there is an exposure,
and the patient’s test is positive, the attending physician will notify the patient, any person exposed and the
Virginia Health Department and appropriate counseling will be offered. | certify that | have read and fully
understand the above statements and consent fully and voluntarily to its contents.

A copy of Halifax Heart Center’s Privacy and Information Practices was provided to you.

Patient’s Signature (or responsible party)

Date:

Patient Name: Patient DOB:

Revised December 2019



FINANCIAL POLICY

Halifax Heart Center
It is the policy of Halifax Heart Center to have a financial policy that clearly outlines paticnt and practice
financial responsibilitics. We arc committed to providing our patients with the best possible medical care in a
comfortable. personal and cost effective manner.

Payment at the time of service is expected

Payments made to Halifax Heart Center may be made by cash, check, debit or credit card. Patients seen at the
practice are required to pay their insurance copay. Payment on account balances is always appreciated. If you
need to set up a reasonable payment plan please mention it to our front desk representatives.

Insurance Billing

Our practice participates with numerous insurance companies. For patients who are beneficiaries of one of
these insurance companies. our offices will submit a claim for services rendered. You are expected to pay the
copayment and/or the balance of any account balances at the time of visit. We expect payment in full within
60 days for services billed to insurance. [t is vour responsibility te pay any balance older than 60 days and
to follow up with your insurance company for reimbursement. If we receive a payment from your insurance
company after your balance has been paid. we will issue you a refund. It is your responsibility to contact
your insurance i a claim is denied, paid at a lower rate than you expected or if it is not paid within 60 days. If
we have made an crror. we will gladly resubmit a corrected claim. 1f a patient has insurance in which we do
not participate. our officc is happy to file the claim upon request; however, payment in full is expected at the
time of service. A charge of $35.00 is due for any checks returned from the bank.

Third Party Litication

Our office will not become involved in disputes arising from Third Party Claims (i.c., automobile accidents,
liability claims, Worker's Compensation) with the exception of Medicare or Medicaid.

Credit
¢ Paricnts who are financially able are expected to pay for medical services.
Payment plans are available for accounts based on individual needs.

Adequate information will be obtained on cach new patient so that the account can be
processed properly.

Details of when and how the fees for services are to be paid will be on an individual basis.
e ltemized bills are available per patient/guarantor request

After carrying out all our policies on granting credit, we will take the necessary steps within the
rcalm of cthical medical public relations to scck payment from those who are able to pay. We do
this i fairness to our patients who pay their accounts.




Overdue Accounts

Payment of S10.00 may be required on past due accounts prior to any non-in-house scrvices, (i.e.,
prescriptions. school or work excuses). Accounts aver 60 days past duc require at least 10% of balance to be
paid at the time of service. Accounts with balances over 90 days will be turned over to a collection agency
unless you are making timely payments on an approved payment plan. Once an account has been referred for
collection. the doctor-patient relationship for medical services can continue with timely payment for medical
SCrvices.

Credit Balances/Refunds

Patient refunds will not be processed until all active or past due accounts are paid in full. Refunds less than
$15.00 will not be retunded unless specifically requested by the patient/guarantor or insurance company.

FINANCIAL AGREEMENT

. I have read the policies above and understand them.

° agree to promptly pay all fees and charges for wreatments provided to me and/or my
family.

° All insurance payments for services rendered are assigned to this office.

s Punderstand that it is my responsibility to contact my insurance company should a claim

be denied or not paid in full.

o I promise that I will pay all charges in full within 60 days after receipt of insurance
payment.

° I understand that charges may occasionally be added or modified by my clinician.

. I understand that 1 am financially responsible for all charges, whether or not they are
covered by my insurance.

. 1 authorize this clinic w release to my insurance carrier any medical information needed
to obtain payment for services rendered.

. L understand that it 1 disagree with any charges, ] will contact this office in writing within
30 days of the billing date.

® I'my outstanding balance has to be referred to a collection agency or attorney for

collection, T agree 1o pay all reasonable collection costs including late charges, interest,
court costs and/or attorney's fees

I at any time | provide a wircless telephone number at which I may be_contacted, I consent to receive calls or
text messages. mcluding but not restricted to communications regarding billing and payment for items and
services. unless | notify the practice to the conuary i writing. In this section, calls and text messages include
but 1s not restricted to pre-recorded messages, artificial voice messages, automatic telephone dialing devices or
other computer assisted technology. or by electronic email, text messaging or by any other form of electronic
communication from the practice. affiliates. contractors, servicers, clinical providers, attorneys, or its agents
including collection agencics.

NOTICE

Do not sign this agreement before you read and agree to the conditions st forth above.  You may request a
copy of this agreement for your records.

Signature Date
Responsible Party

1012024



HALIFAX

CENTER

No Show Policy

Itis the policy of Halifax Heart Center, PC, to monitor and manage appointment no-shows
to ensure timely access to care for all patients.

Any patient who fails to arrive for a scheduled appointment or does not cancel the same
day is considered a no-show. A patient who accumulates more than three (3) no-shows
within a calendar year may be dismissed from practice.

Procedures

1. Notification of Policy
Patients are notified of the no-show policy at the time of initial registration and at
follow-up appointments. A written copy of this policy is provided to the patient upon
arrival.

2. Documentation of No-Show
If a patient fails to arrive for a scheduled appointment without notifying the practice,
the appointment status will be updated in the system as “NS” (No Show), either
automatically or manually.

3. Patient Contact and Dismissal
The practice will attempt to contact the patient after each missed appointment.
After the third missed appointment within a calendar year, the patient may be
dismissed from the practice.

4. No-Show Fee
A $25.00 no-show fee will be charged for each missed appointment. This fee is not
billable to insurance and is the sole responsibility of the patient.

Acknowledgement

| acknowledge that | have read and understand the Halifax Heart Center, PC No-Show
Policy. | agree to comply with the terms outlined above.

Signed: Date:

2232 Wilborn Avenue South Boston, VA 24592 Phone (434)572-8977 Fax (434) 572-2510
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