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OFFICE POLICY
Please read this information carefully and sign/date at the bottom
Patient Name: _______________________________________ DOB: ________________
REFERRAL POLICY

Patients whose insurance requires a referral or treatment plan must have a valid and current referral from their primary care doctor in order to be seen. Your appointment will be rescheduled if the proper electronic or paper referral is not present at the time of your visit. If you choose to be seen without obtaining the proper referral, you must sign an insurance waiver and payment in full is expected at the time services are rendered.

CO-PAYS POLICY

Co-pays are to be paid prior to being seen by the doctor each visit.

LATE APPOINTMENT POLICY

Patients who show up more then twenty minutes late for their appointment time will be rescheduled. Patients coming in the evening for shots are required to arrive 20 minutes before closing in order to be seen.

MISSED APPOINTMENT POLICY

There is a $25.00 charge for any missed appointments that are not cancelled with at least 24 hours notice. This fee must is not billable to insurance and must be paid prior to your next visit.

By signing below, you are indicating that you have read and understand the policy as it is written above.

________________________________________


____________________

Signature of Patient/Parent/Guardian





Date
ASSIGNMENT OF INSURANCE BENEFITS
I hereby authorize direct payment of surgical / medical benefits to DR. RAYMOND NWADIUKO, for services rendered by him in person or under his supervision. I understand that I am financially responsible for any balance not covered by my insurance company.

AUTHORIZE TO RELEASE INFORMATION

I hereby release DR. RAYMOND NWADIUKO, to release any medical or incidental information that may be necessary for either medical care or in processing applications for financial benefits.
MEDICARE / MEDICAID PATIENTS

I certify that the information given by me in applying for payment is correct. I authorize release of all records on request. I request that payment of authorized benefits be made on my behalf.

A photocopy of these assignments shall be valid as the original.

________________________________________


______________________________

Patient (Please Print)







Parent / Guardian (Please Print)


________________________________________


____________________

Signature of Patient/Parent/Guardian





Date






