Attachment

FILLMORE COUNTY HOSPITAL

Fillmore County Hospital is committed to providing high quality, personalized healthcare with
compassion, dignity, and respect in a cost effective and safe manner - to achieve this we want
you to have the opportunity to focus more on receiving treament for your condition.

As paperwork is also important to your care, we feel that by spending time completing papers
prior to your visit will provide accuracy. You can complete them at your own pace in a more
private setting by doing these in your own home. This will also save you time when you
present to the admission desk at the time of your visit.

Enclosed is information required to be completed prior to your visit with us. Some information
is for Fillmore County Hospital and others may be for the specialty physician you are
scheduled to see.

Please use the check list below as a 'reminder for your upcoming visit. if you have any
questions, please call us at402-759-4924 or 1-800-277-0706.

Ifinstructions are included for your procedure, please read and follow them accordingly.
If you have any questions, please do not hesitate to call. These are yours to keep.

To avoid duplicate work on your part, please fill out the forms in their entirety

and bring them to your scheduled visit.
Patient Information Data _ Medicare Questionnaire  _ Specialty Physician Questionnaire

0 Bring insurance card(s). It is your responsibility to contact your insurance company for pre-
certification or pre-authorization prior to having procedures/tests that request them. If your pre-
certification or pre authorization is not done prior to your procedurere/test, your insurance company will
penalize you and will not pay their portion of the bill You will then be responsible for payment.

Ifyou are under the age of 19, a
parent/guardian must be present to sign
the consent the day of visit or your
Parent/ guardian may make
arrangements to have the consent
signed prior to the visit by
contacting the Admission Office.

Name

Your scheduled appointment is:

Ifno information is given in the

scheduled appointment box to the right, Day Date l'ime
someone from Fillmore County Hospital

or your specialty physician office will

be contacting you. Scheduled Physician or Procedure
Sincerely, We will contact you if this changes.

The Specialty Clinic Team

Fillmore County Hospital
FILLMORE COUNTY HOSPITAL

(49) 759-3167. 1900 F STREET. GENEVA. NE 68361. www.myfch.org
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PATIENT REGISTRATION
NEUROLOGY ASSOCIATES, P.C. DATE

Patient’s Name(Last) (First) ML)
Responsible Party if Under Age 18; | " Race Ethnicity
SSN: Sex: Male____Female Birth Date:
Marital Status: Single  Married Divorced___Widowed______sepanted____
Street/Billing Address: .
City: State: . Zip: .
Home Phone: Cell Phone: Work Phone:
——Yei__No Can confidentisl messages (L.c. sppointment reminders) be left on your teléphone answering wachine or
Occupation: el Employer’s Name;
Referring Physician; Primayy Care Physician:
What is the reason for your evaluation today?
What is your preferred pharmacy?
Preferred Spoken Language
PRIMARY CONTACT PERSON (SPOUSE, PARENT, SIGNIFICANT OTHER, ETC.)
Name: Relationship :
Address; Employer:
Home Phone: Cell Phone: Work Phone:

No 1 give thie physicians/staff of NAPC permission to discuss my medical information with thiy Individual,

ASSIGNMENT OF BENEFITS AND AUTHORIZATION TO RELEASE MEDICAL INFORMATION
I'hereby assipn all medical benefits, o include major medical benefits to which ] am entitiea, Including Medicure, privats insursnce, end any other
health plan 1o Neurology Assoclares, P.C, This assignment will remain In effect yuii} revoked by me in writing, A photocopy of this assignment is to
be considercd a5 valid as the original. Iunderstand that [ am financiaily responsible for alf charges whether or not psid by said insurance. Should je
Recessary 10 turm my account over (o 2n outside collection agency, [ will be i ali
i C. afeats TO RELEASE ALL INFORMATION, reports, and records

if necessary for the purposes of tréatment, payment and healthears operations, including a discussion ol my medical condition, to the insurance
provider, rehabilitation provider, employer, hospltals, and doctors. If ] have a liability ivjury, | undecstand that I have the option of vsing my health

Insurance, if evalable, o 1 will be expecied o pay for trestment,

] acknowledgs that 1 have been offered a copy of Neurology Associates, P.C. Notice of Privacy Practice Policy, which describes how
my health {asurance information may be used or disclosed.

Date:

Signature:

Responsible Person if Patient is a Minor: Date:
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INSURANCE INFORMATION

MEDICARE
Is Medicare Primary? Yes No Medicare#
Railroad Medicare Number
Medicare Advantage Plan (Unicare, Secure Horizons, etc.) Name
Plan Number
1) Areyoua Vetormn? __ Yes_ - No N
(]

M yes, were you referred to us by the VA?__Yes |
Ifyu,doyouhavuwﬂmnfbmlforwdav? Yes No

2) Do you have a Federa) Black Lung Card?____Yes  No

3) Do you have s Veterans FEE BASIS ID Card?____Yes  No

4) Ase you covered by a current employer's health insurance plaa through you or your spouse’s

employer? ____Yes  No
3) Are you entitled to Medicars becauss of disability or End Stage Renal Discase?__Yes  No

" MEDICAID COVERAGE
Are you covered by Medicaid? Yes No Medicaid Plan Number
Coventry Cares .. UHC Community Plan
Arbor Health Plan General Assistance
Case Worker’s Name Case Worker’s Phone
OTHER INSURANCE COVERAGE
1) Insurance Company Name: ____Primary? Yes No
Subscriber’s Name Relationship to Patient
Policy #: Group #: Employer:;
Subscriber’s SSN: Subscriber’s DOB;
2) Insurance Company Name: Secondary? Yes No
Subseriber’s Name: Relationship to Patient
Policy #: Group#: Employer:
Subscriber’s SSN: Subscriber’s DOB:
***Please provide us with your medical insurance card(s) for photocopying*++
A WORKERS COMPENSATION CLAIMS
Employer Contact Person
Employer Address Phone
Work Comp Company Adjuster
Address
Phone___ Claim Number Injury Date \ .
Have you retained an attorney regarding this accident?___ Yes__ No (If yes, Attorney Name and
Addvress)

DATE

SIGNATURE
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FINANCIAL POLICY
FOR NEUROLOGY ASSOCIATES, P.C.

The follewing describes the financial policy of our office. Pleasc read this policy carcfully. I you heve any questions
regarding this, pleasc ask the receprionia or contact our office.

1) MEDICARE — We participars with Medicare and will ile your claim and any supplement/secondary Insurance for
you. Youwill seceive a balancs du bill after all insurance has procassed your elaim. You are cesponsible far any

balanse your insurance does not cover,

2) INSURANCE COMPANIES WE PARTICIPATE WITH - We panticipate with Medicare, Humans Medicars
(but not HMO Fiumana Medicare), Blne Cross/Blue Shisld of Nebrasks, Private HeaJthCare Systems. Midlands
Cholce, Coventry, One Feslth Plan, Choicecars, United Healthoare. and Maithandlers (Coventry/First Heelth oniy).
We will collect any copsy that is due.at the time of servios, and will file your claim for you, You will be billod for any
balance due (including deductible, 0opayt/coinsurance) once insurance has processed your elaim,

3) INSURANCE COMPANIES WE DO NOT PARTICIPATE WITH - We will fle yous claim for you_You ae
responsible for any balance they do not cover including dedustible, copays and coinsurencs. If after ressonable
amount of time your insurance has not paid your cleim, we will look 16 you for payment in full.

4) MEDICAID — We ars Nebraska Medicaid providers inclnding the managed care plans; Covenuy Carsy, Arbor
Health Plan and United HealthCare Community Plan. We will file Your claim for you. You must preseat a copy of
your current Nebrasks Medicald card as well as any managed care Moditaid card, nd any copsy st the time of serviee.
If you have private health insurance or Medicare in addition to Medicaid, you will need provide us with that
fnformation giso. We aré NOT providers for any out of state Medicaid Plans. [f you have an ut of state Medijcaid

plan, you will need to comtacr our ofSice before your appol

$5) WORKERS COMPENSATION - We will file your claim w your employer/ workers compensation insurance
carier. You will need to provide us with this information At the time of service, In the event that workers
compensation is denying your clatms, we will file your claim with your health insurance, and look to you for payment
of any balance. You will need to provide us with your health insurance information at the time of service. Jf you have

retxined logal reprosentation for your workers compensation case, we ask thay you provide us with their name and

dddress. Ploasc be aware that we cannut be expected 10 Wai for the conclusion of » lengthy senlement before heing

paid. We will still vequire you to give us your health insurance information vehon You have a workers compensation
, .

6) LIABILITY/MOTOR VEHICLE ACCIDENT - In the 0286 of motur vchicle acoidents or legal sases whare
anothor party is presumed lable for your expense, we look 10 you (the party recclving service) for payment and cannot

be cxpected to wait for the coaclusion of a loagthy scrtiement before belag paid.
eys or walt for settiements. You will need 1o uss your health insurancs if

account a8 above, We do wot bill attorn
available or you will be considered self-pay. If using your health insurance you will be responsible for payment of all
copays, deductible and coinsurance amounts, We will provide your antomey/liability insurance carrier with 2 copy of
your bill upon request. ' '

7) SELF PAY - If you do not have health insurance; payment in full is expected i the ime of service. You will ba
required to pay a predetermined amount prior 1o seting the doctor based on the expecled typs of sarvice, sych as
consultation end testing (EMQ and nerve conductions) 43 indicated to us by your referving physician, If services
exceed this predetermined amoant, you will be balance billed, If any collected awmount exceeds serviess rondered, this
will be prompily refunded. We do accept Visa, Mastércard and Disoover Card. (Ploase contact our billing departmeny
{or the predetermined charge amounts.) ‘

8) NONPAYMENT/TERMINATION - Non-payment on any accottnl will result in oollection action, snd/or possible
termination of the patient/physician relatlonship. Al accounts are reviewed on & monthly basis énd informatien
obrsined or action taken is noted accordingly. Termination of the patient/physician relariouship will be made in writicg
with & 30-day notice of emergency-only treatment, No appointmants will be scheduled after officlal terminegion has

been made, _
IHAVE READ, UNDERSTAND AND AGREE TO THE ABOVE FINANCIAL POLICY FOR PAYMENT OF
PROPBSlS,Ié)Ll}IAL FEES. MY SIGNATURE REPRESENTS KNOWLEDGE AND UNDERSTANDING OF THE
ABOVE CY.

—Yes___No Can confidentis) messages (i.¢. appointment remindesz) be left on your telephones enswering
machine/voice mail?

Dase:

Patlent or Guarantor Signature:
Date of Birth:

Print Patient Name: —

b 'd 8064 N soje10ssy ABO|OINON W/ [10Z /7 oW



