Southern Westchester Medical, P.C.
Joseph Nshiewat, M.D., F.A.C.P.
Welcome to the office of Dr. Nshiewat.  Please allow receptionist to copy/record all insurance cards. Thank you 09/01/2020
	Date:


	Patient Last Name, First Name & Middle Initial
	Date of Birth
	Age
	Social Security Number



	Patient Mailing Address

                                                                Town                                                  State             Zip code:

	Patient Home Phone Number

(          )
	Patient Work Number

(         )                                       Ext.
	Patient Cell:
(         )

	Please indicate preferred contact number: 

   FORMCHECKBOX 
 Home          FORMCHECKBOX 
 Work         FORMCHECKBOX 
 Cell                              

Patient is:        

 FORMCHECKBOX 
 Employed  FORMCHECKBOX 
 Retired         

Occupation:                                                                                                                        



	Patient Sex:                          

 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
	Patient email:

	  Race:         
                    FORMCHECKBOX 
 American Indian or Alaska Native     FORMCHECKBOX 
 Asian     FORMCHECKBOX 
 Black or African American     FORMCHECKBOX 
 Native Hawaiian or Pacific Islander          

                    FORMCHECKBOX 
 White          FORMCHECKBOX 
 Other            FORMCHECKBOX 
 Unknown           FORMCHECKBOX 
 Prefer not to answer

	Ethnicity:  

 FORMCHECKBOX 
 Hispanic or Latino    FORMCHECKBOX 
 Not Hispanic or Latino   FORMCHECKBOX 
Unknown    FORMCHECKBOX 
 Other   FORMCHECKBOX 
 Prefer not to answer

Preferred Language: 

 FORMCHECKBOX 
 English     FORMCHECKBOX 
 Spanish   FORMCHECKBOX 
 Other  



	Patient is: 

 FORMCHECKBOX 
  Single   FORMCHECKBOX 
  Married   FORMCHECKBOX 
 Widowed   FORMCHECKBOX 
 Other 
	Spouse Name: 


	Patient Relationship to Insured:  

 FORMCHECKBOX 
  Self    FORMCHECKBOX 
  Spouse   FORMCHECKBOX 
  Child   FORMCHECKBOX 
 Other

	Name of Primary Insurance Carrier


	Member ID Number
	Group Number

	Policy Holder Name on Primary Plan


	Policy Holder Birth Date
	PCP Copay
 
	PCP Selection Required? If yes, selected?
                    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Name of Secondary Insurance Carrier


	Member ID Number
	Group Number

	Policy Holder Name on Secondary Plan


	Policy Holder Birth Date
	PCP Copay

	PCP Selection Required? If yes, selected?

                     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Previous Primary Care Physician


	 Address

	Emergency Contact


	Telephone Number

 
	Relationship



	Southern Westchester Medical, P.C. -PF-3000 (b) Notice of Privacy Practices Acknowledgement
We keep a record of the health care services provided to you. You may ask to see & copy records. You may also ask to correct records. We will not disclose your records to others unless you direct us to do so or unless the law authorizes/compels us to do so. You may see your records or get more info by contacting the administrator.  Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed, and how you can access your information. By my signature below, I acknowledge receipt of the Notice of Privacy Practices. 
Print Patient Name:_________________________________________________________________________________ MRN Number:_________________
Patient or Legally authorized individual signature _________________________________________________Date______________Time:___________

Printed Name if signed on behalf of Patient:________________________________________  Relationship to Patient___________________________

I authorize Southern Westchester Medical, P.C. to send/leave messages at my home, via writing and voice regarding my medical care.

Patient/Guardian Signature______________________________________________________________________ Date______________Time___________ 
Authorization for persons/organization(s) to whom information may be disclosed:

Print Name:______________________________________________ Tel:____________________________Relationship to Patient:____________________
Print Name:______________________________________________ Tel:____________________________Relationship to Patient:____________________


SOUTHERN WESTCHESTER MEDICAL, P.C. FINANCIAL AGREEMENT & OFFICE POLICY
· I authorize the release of information necessary to any and all entities to secure the payment of benefits submitted for services rendered by Southern Westchester Medical, P.C. on behalf of myself and/or dependents. I understand information will be provided to a contracted billing service to secure the payment of benefits. I further agree that my signature on this document authorizes all claims to be submitted for benefits for all services rendered without obtaining my signature for each claim. I assign directly to Southern Westchester Medical, P.C. payments for all services rendered. I also authorize Southern Westchester Medical, P.C. and their affiliated billing company, to file a complaint on my behalf for any dispute or appeal regarding accurate and fair reimbursement for services rendered. 

· I understand I am financially and fully responsible for all charges if my insurance carrier denies payment for any reason. I understand I am responsible for any deductibles, coinsurance or copays according to my benefit plan. I understand copays and all balances on account are due at the time of visit. I understand that a delinquent balance must be paid in full prior to any scheduled appointments, unless prior payment plans are made. I agree to provide Southern Westchester Medical, P.C. with current insurance and provide changes within 30 days from service. 
· I understand I must contact my insurance company prior to services rendered, to determine if the provider participates with my specific plan, comply with Primary Care Selection requirements, determine referral or pre-authorization needs, and understand coverage limits. I understand I am responsible for claims denied due to my failure to comply with insurance plan policy.  In the event my insurance carrier issues a payment directly to me, I agree to pay Southern Westchester Medical, P.C., the same amount plus any co-pays, deductibles or coinsurances due. I agree to send in payment along with the explanation of benefits upon receipt of payment. Credit balances will remain on file and applied to future balances unless a refund is requested in writing. 
· I understand that payment is due upon receipt of my monthly statement.  I understand that I will be legally responsible for any and all collection and attorney fees on all balances due necessary for the collection of payment, in addition to any returned check fees.
· An appointment time has been allocated to you, and not available for other patients. We require 24 hours advance notice of all cancellations. A charge of $20.00 will be incurred if not cancelled within 24 hours advance notice. Reminders calls are a courtesy, it is your responsibility to remember your appointment. 
· Telephone prescription refills must be requested Monday-Friday between 8:30 and 4:00pm. Please allow 24-48 hours for your order to be called in. Telephone refills may be delayed due to the need for the physician to review your record. It is our belief that narcotic pain relievers are in general for short term use only.  Likewise, prescriptions will not be called in after hours and on weekends. 

· The clinic staff at Southern Westchester Medical, P.C will return patient phone calls received before 4:30 pm Monday - Friday before the clinic closes that day. Calls received after this time will be returned the next business day. If you require urgent attention, proceed to the nearest hospital emergency room or call 911. 

· Consent for treatment: I authorize Southern Westchester Medical, P.C. to furnish any and all medical and/or surgical treatment of those mentioned, considered necessary & proper in the treatment of the patient identified below while a patient at Southern Westchester Medical, P.C.  This treatment may require but is not limited to, diagnostic procedures, lab testing, blood draw, CT Scans, Ultrasounds, and Urodynamics. 

My signature indicates my understanding & acceptance. This agreement has no term date and will remain in force until such time as a new agreement is signed.

___________________________________________       ___________  _________________________________

         Patient or Guarantor Signature (Must be 18 Years of Age)            Date                               Relationship to Patient
	Financial guarantor name                                                                                  



	Financial Guarantor Date of Birth                          Guarantor Social Security#                       Guarantor Tel


	Guarantor full address



