South Jersey Fertility Center
an Axia Women’s Health Care Center

Patient Demographic Form

Please complete this form in order to ensure proper billing of your services.

Patient Information 4 » L : 7 R
Last Name: First Name: Today's Date:
Other Name: Date of Birth: Soc. Sec. No:

Address (street):

City, State, Zip:

Home Phone:

Cell Phone: Work Phone:

PCP;

Ref. Physician (if different):

Address (street):

Address (street):

City, State, Zip:

City, State, Zip:

Telephone #: Telephone #:

Sex: [1 Male [ Female Marital Status: [] Single [] Married [] Widowed [ Separated [ Divorced [ Partner
Employment Information

Employer:

Employer Address (street):

City, State, Zip:

Emp. Status: [ Full Time ] Part Time [0 Not Employed I Self-Employed [ Active Military

Student Status: [ Full Time Student [JPart Time Student

Insurance Information

PRIMARY CARRIER NAME: Telephone #:
Address: City, State, Zip:

ID/Cert #: Group/Plan #: Effective Date:
SECONDARY CARRIER NAME: Telephone #:
Address: City, State, Zip:

1D /Cert #: Group/Plan #: Effective Date:
Parent / Guardian Infotmation

Contact: Relationship to You

Home Phone: Alt. Phone:

Contact: Relationship to You

Home Phone: Alt. Phone:

Electronic Communications

Portal: We offer secure electronic communications between you and our office via our Patient Portal. Secure

messages and information can only be read by someone who knows the right password to log in to the Portal site. The
communications are automatically encrypted and for those who want to participate, this secure communication can be
a valuable tool to provide administrative and clinical information.

[ Yes, I want to participate, please use the email provided on my HIPAA form.

[ No, I do not wish to participate.

SIGNATURE OF PATIENT OR REPRESENTATIVE DATE

Revised April 11,2017




Automated Calls: As an added convenience, we offer automated appointment reminders via a text message or an
automated call for those who want to participate. The reminders are sent from a computer and cannot be used as a
way for you to communicate back to us. If you should need to reach us, please call our main number. If at any time
you should change your mind, please let us know what other method you would prefer for appointment reminders.

I understand under the telephone consumer protection act, that in order for you to contact me by automated means
for services relating to my medical care, including appointment reminders, monies I may owe, etc., I agree that Axia
Women’s Health and/or your agents may contact me by my cell phone, which may result in charges to me. You may
also contact me by text messages, or emails providing that I have consented above. Methods of contact may include
using prerecorded/artificial voice messages and/or use of an automated dialing device, as applicable.

[J Yes, I agree to participate in automated dialing, my cell number is provided below.
Cell Phone Numbet:

] No, I do not wish to participate.

SIGNATURE OF PATIENT OR REPRESENTATIVE DaTE
Additional Information
Race:  Which category best describes your racial background?
[J American Indian or Alaska Native [] Native Hawaiian or Other Pacific Islander
[ Asian [ White
[ Black or African American = Untreported/Refused to Report
Ethnicity: How would you describe you ethnicity, such as your family background or ancestry?
) Hispanic or Latino [J Not Hispanic or Latino [ Unreported/Refused to Report
Preferred Language: What language do you usually speak at home?
L] English L] Spanish L1 Other
How did you hear about our practice? [ Health Plan [ Internet [ Our Web Site 0 ER/ Hospital
L1 Newspaper/Magazine L] Patient L] Other
Phatmacy Information : : =
Pharmacy Name: 0 Local [0 Mail away
Address: City, State, Zip:
Phone: Fax:
Pharmacy Name: [ Local [ Mail away
Address: City, State, Zip:
Phone: Fax:
SIGNATURE OF PATIENT OR REPRESENTATIVE Date

Revised April 11,2017




South Jersey Fertility Center
an Axia Women’s Health Care Center

HIPAA
Acknowledgements and Authorizations

I. HIPAA Notice of Privacy Practices
Patient Acknowledgement

We are required by law to maintain the privacy of protected health information, and provide individuals with this Notice of our
legal duties and privacy practices with respect to protected health information. If you have any questions, please speak with our
HIPAA Compliance Officer in person or by phone at our main phone number.

Signature below is only acknowledgement that you have been given the option of receiving a copy or been afforded an
opportunity to review our Notice of our Privacy Practices:

Print Name: Date of Birth:

Signature: Date:

II. Authorization for use or Disclosure of Health Information_
Patient Contact Information v g
Home #: Cell #: Work #: Ext:

I authorize Brief messages with medical information to be left on voicemail at (check all that apply): 0O Home O Cell O Work

I authorize Extended messages with medical information to be left on voicemail at (check all that apply): 0 Home [ Cell 00 Work

I authorize secure electronic communications be sent to my email address at:
Restrictions/Instructions:

Release of Medical Histoty and Treatment Information

I authorize the following individual(s) to receive information pertaining to any medical history and treatment received:

Name: Relationship: DOB: Ph #:
Name: Relationship: DOB: Ph #:
Restrictions:

Release of Billing Information

I authorize the following individual(s) to receive information pertaining to any billing issue and to act on my behalf:
Name: Relationship: DOB: Ph #:
Name: Relationship: DOB: Ph #:

Restrictions:

Patient Acknowledgement

In accordance with the Privacy Rule of the Health Insurance Portability and Accountability Act (HIPAA) of 1996, I understand
that:
1. T may revoke this authorization at any time, except to the extent where action has already been taken in accordance to the
original authorization for disclosure. My revocation must be in writing, signed by me or on my behalf, and delivered to our
office address. My revocation will be effective once received by the practice, an Axia Women’s Health Care Center.

2. A copy of this authorization may be used with the same effectiveness as the original.

This authorization replaces any prior written authorization I have made regarding the use, release, and disclosure of my medical

information.
Print Name: Date:
Signature: Relationship:
Additional Authotizations e , : : e
Emergency Contact: Relationship: Phone:

I request a female chaperone to be present during my examination? [ Yes (ONo 0 Other

Revised: April 11, 2017
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South Jersey Fertility Center
an Axia Women’s Health Care Center

Patient’s Name: DOB:

Authorization for Treatment & Payment of Medical Benefits

Patient Financial Responsibility Form
Thank you for choosing our practice, an Axia Women’s Health Care Center, as your healthcare provider. We appreciate
the confidence you have shown by your choice and are committed to providing you with the highest quality healthcare.
We ask that you read and sign this form to acknowledge your undetstanding of our authotization for treatment, payment,
and patient financial policies. If you would like to receive a more detailed explanation of our financial policies, please
request a copy.
Authorization for Treatment & Payment of Medical Benefits '_ .
I give permission to the practice, an Axia Women’s Health Care Center to provlde medlcal services for d1agnos1s and
treatment. I authorize the release of medical information necessaty to process any claims for services rendered and for
payment from my insurance company to be made directly to the practice, an Axia Women’s Health Cate Center.

' Use of Photography

I agree that any photo identification taken at the time of my appointment will be considered a part of my med1cal record
and will be used solely for the purpose of identification.

e-Prescription Consent for Medication Histoty ; 7
With your consent, we may request and use your presctiption medication history information using our e-prescription
feature. This is for only informational purposes so that an up-to-date record of your medication is available for your

treatment and safety. \
[1 Yes, I give consent to obtain my medication history using the e-Prescribing feature.

] No, I do not give consent to obtain my medication history using the e—Prescribing feature. I undetstand that my

Patient Financial Responsibilities

= I (ot patient’s guardian, if a minor) understand that I am ultlmately responsible for the payment of my treatment
and care.

*  You will assist me by billing yout contracted insuters. However, I understand that I am required to provide you
with the most correct and updated information about my insurance, and I will be responsible for any charges
incutred if the information provided is not correct or updated.

» T understand that I am responsible for the payment of copays, coinsurance, deductibles, and all other procedures or
treatment not covered by my insurance plan. I understand that payment is due at the time of service, payable by
cash, check, and most major credit cards.

= T understand that I may incut, and am responsible for, the payment of additional charges. These charges may
include (but are not limited to):
+ Charge for returned checks.
+ Charge for the copying and distribution of patient medical recotds.
"+ Charge for forms completion.
¢+ Charge for mlssed appomtments

| Patient Authorizations

» By my signature below I hereby authorize the pract1ce an Ax_ta Women s Health Care Center to release med1ca1
and other information to the necessary insurance companies and third party payets required for payment of
rendered health setvices.

» By my signature below, I hereby authorize assignment of financial benefits directly to the practice, an Axia
Women’s Health Cate Center. I understand that I am financially responsible for chatrges not covered or denied in
full or in part by my insurance plan(s).

I have read, understand, and agree to the provisions of this Authorization for Treatment & Payment of Medical
Benefits and Patient Financial Responsibility Form:

Signature of Patient or Guatdian Date




