REGISTRATION

RICK SIEGEL, D.P.M., P.C.

(PLEASE PRINT)

43750 Woodward Ave., Ste. 102
Bloomfield Hills, MI 48302
Telephone: (248) 738-5550

Date

_

HomePhone

___

Cell Phone

_

Email

___

Patient

_
Middle Initial

First Name

Last Name

Street Address

_

City
Sex

State

0 M 0 F Age

Zip.

_

0 Single 0 Married 0 Widowed 0 Separated 0 Divorced

Birth Date

Social Security #

Spouses Social Security

_

Patient Employed By

_

BusinessAddress

---

Occupation

Business Phone

Spouse (or responsible party) Name

_

Birth Date

_

Business Address

___

Occupation
Who is responsible for this account?
Do you have Medical Insurance?

In case of emergency,

0 No 0 Yes

who should

Business Phone

_

Relationship to patient

_

~ IFYES, PLEASE PROVIDEYOUR INSURANCECARD AND LICENSE

be notified?

Phone

_

How did you learn of our practice?
ASSIGNMENT AND RELEASE
I,fueu~e~~ned,have~~ffin~~veffigew~,

~-~--~------

___

Name 01Insurance Company

and assign directly to RICK SIEGEL, D.P.M., P.C. all medical benefits, if any, otherwise payable to me for service rendered. I understand that I am
financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure
the payments of benefits. I authorize the use of this signature submissions.

Signature of Insured/Guardian

Date

MEDICARE AUTHORIZATION
I request that payment of authorized Medicare benefits be made either to me or on my behalf to RICK SIEGEL, D.P.M., P.C.for any services furnished
me by that physician. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents
any information needed to determine these benefits or the benefits payable for related services. I understand my signature requests that payment be
made and authorizes release of medical information necessary to pay the claim. If "other health insurance" is indicated in item 9 of the HCFA-1500
form or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer
or agency shown. In Medicare assigned cases, the physician the deductible, coinsurance, and noncovered services. Coinsurance and the deductible
are based upon the determination of the Medicare carrier.
Signature of Insured/Guardian

Date

RICK SIEGEL, D.P.M., P.C.

Medicine & Surgery of the Foot & Ankle

43750 WoodwardAve., #102
Bloomfield Hills, MI 48302
Telephone: (248) 738-5550

BILLING POLICY

ALL Office Visit Co--pays, Deductibles and Co-insurance are due at the time of
service.
We will attempt to estimate your out of pocket expenses prior to your visit.
ALL Outstanding balances must be paid prior to your next visit.

ALL Balances must be paid in full within 30 days of the original billing statement. There
will be a $10.00 rebilling charge each time an additional statement is issued for the
original charges.

PATIENT FINANCIAL RESPONSIBILITY
You are responsible for payment of any co-payment at the time of service and on the receipt of a bill for
any deductible Icoinsurance as determined by you contract with you insurance carrier. Many insurance
companies have additional stipulations that may affect your coverage. You are responsible for any amount
not covered by your insurer. If your insurance carrier denies any part of your claim, you will be
responsible for your account balance in full.
I have read the above policy regarding my financial responsibility to RICK SIEGEL, D.P.M., P.C. for
providing services to the above names patient or me. I certify that the information provided is, to the best
of my knowledge, true and accurate. I authorize my insurer to pay any benefits directly to RICK SIEGEL,
D.P.M., P.C.. I agree to pay RICK SIEGEL, D.P.M., P.C. the full and entire amount of all bills incurred by
me or the above named patient, if applicable, any amount due after payment has been made by my
insurance carrier, including any and all fees associated for collection services needed as the result of nonpayment.

Signature

_
(relationship to patient: self-guardian - other

Patient Name (printed):

Date:

_J

_

