NEUROPSYCHOLOGICAL SERVICES OF TIDEWATER       Date: _______________

PATIENT REGISTRATION 
	PLEASE  PRINT  AND  COMPLETE  ALL  ENTRIES

	PATIENT NAME (LAST -- FIRST -- MIDDLE INITIAL)


	ADDRESS



	CITY, STATE


	ZIP
	HOME PHONE
	CELL PHONE 

	DATE OF BIRTH
 
	AGE
	PATIENT SSN


	SEX

( Male      ( Female
	EMAIL ADDRESS


	

	PATIENT EMPLOYER NAME


	PATIENT EMPLOYER ADDRESS (STREET ADDRESS - CITY - STATE - ZIP)


	EMPLOYER PHONE



	INSURED/RESPONSIBLE PARTY INFORMATION
	RELATION TO PATIENT:   (spouse   (parent   (guardian

	NAME (FIRST -- LAST -- MIDDLE INITIAL)

	ADDRESS   (if different from patient)



	HOME PHONE
	WORK PHONE
	SSN


	BIRTH DATE
	EMPLOYER

	INSURANCE INFORMATION

	PRIMARY INSURANCE  NAME


	ADDRESS (STREET  -  CITY  -  STATE  -  ZIP)
	PHONE

	GROUP NUMBER

    
	ID NUMBER
	EMPLOYER
	EMPLOYER PHONE

	SECONDARY INSURANCE  NAME


	ADDRESS (STREET  -  CITY  -  STATE  -  ZIP)
	PHONE

	GROUP NUMBER


	ID NUMBER
	EMPLOYER
	EMPLOYER PHONE

	PRIMARY DOCTOR/FAMILY DOCTOR

SEND MY REPORT TO THIS PROVIDER—CHECK HERE (
	REFERRING DOCTOR
SEND MY REPORT TO THIS PROVIDER—CHECK HERE (

	IN CASE OF EMERGENCY CONTACT


	RELATIONSHIP
	PHONE NUMBER

	

	
	

	Authorization to release health information to: [in addition to those listed above]

	Physician Name(s)


	ADDRESS



	CITY, STATE


	ZIP
	HOME PHONE
	DAYTIME PHONE

	DATES OF SERVICE

FROM: 


TO:
	AUTHORIZATION EXPIRES: 

( NEVER    OR      ( on this date: _________________ 

	Release the following information:

	( Neuropsychological testing
	( Psychotherapy 

synopsis
	( Other: ___________
	
	

	
	
	
	
	

	RELEASE OF INFORMATION

	I understand that:

	  ●
	once “this facility” discloses my health information by my request, it cannot guarantee that Recipient will not re-disclose my health information to a third party and the third party may not be required to abide by this Authorization governing the use and disclosure of my health information.

	  ●
	I may make a request in writing at any time to inspect and/or obtain a copy of my health information maintained at this facility.

	  ●
	my records are protected and cannot be disclosed without written permission

	  ●
	this Authorization will remain in effect for one year unless a change is requested in writing.

	SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE

 
	DATE
	EMAIL

	IF SIGNED BY LEGAL REPRESENTATIVE, RELATIONSHIP TO PATIENT


	SIGNATURE OF WITNESS (Optional):


  PATIENT NAME:__________________________________

DATE OF BIRTH:__________________________________

AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION TO FAMILY/FRIENDS
I,_______________________________, request and authorize the release of my health care information to the following person or persons: 
Name:___________________________________Relationship:________________________________________

Address:____________________________________________________________________________________

Phone: _____________________________________________________________________________________

Name:___________________________________Relationship:________________________________________

Address:____________________________________________________________________________________

Phone: _____________________________________________________________________________________

Name:___________________________________Relationship:________________________________________

Address:____________________________________________________________________________________

Phone: _____________________________________________________________________________________

This request and authorization applies to: (circle one below)

· All health care information 
· Health care information related to the following treatment, condition, or dates: 
__________________________________________________________________________________

· Other:

__________________________________________________________________________________

I hereby authorize the release of my health care information to the person(s) above.

Printed Name:____________________________________Date:_________________________________

Signature:_______________________________________

Signature of Guardian:_____________________________
Neuropsychological Services of Tidewater, LLC

2005 Pleasure House Road

Virginia Beach, Virginia 23455

Office (757) 301-2248
     Fax (757) 689-8378

OFFICE BILLING POLICY 

You are responsible for all charges incurred by you for professional services rendered, whether or not the services are covered by your insurance. We will bill your insurance carrier at no additional charges for services rendered at this facility. We must emphasize that we will not accept responsibility for collecting or negotiating insurance claims. You are responsible for payment within a reasonable time, regardless of the status of your insurance claim. If your insurance company has placed your claim coverage in a “pending” status that results in a delay of payment or when treatment will be for an extended period of time, you are expected to establish a payment plan. Computer records of filling are accepted as proof of billing.

All quoted benefits (i.e. copay, coinsurance, deductible information) are an estimation based on information provided from your insurance company & are not a guarantee of payment or costs incurred. Benefits are subject to all contract limitations & the member eligibility status on the date of service. You may be billed for additional payment due once your claim has been processed. Contact your insurance company directly for further information of benefits. 

A broken appointment charge will be billed for time reserved if an appointment is missed or cancelled without 24 hours notice. A voicemail service is available for after hours phone calls. Insurance companies do not cover broken appointments and will not be billed. This will be your responsibility. All one hour appointments (i.e. intakes, therapy sessions, feedback of results) will be charged a fee of $50.00 for a broken appointment. Any broken appointments involving >one hour services (i.e. neuropsychological testing appointments) will be charged a fee of $100.00 for no show or less than 24 hours cancellation notice.

The undersigned agrees and understands that payment in full is due at the time the services are rendered. Should the undersigned default under these terms, and this account is referred to an attorney for collection, then the undersigned promises and agrees to pay all collection costs including attorney fees of 33.3% of the principal amount due and owing when turned over for collection and does further agree to pay interest on the unpaid balance at the rate of 1 ½ % per month (18% per annum) from the date that said monies became due and payable.   Each guarantor waives presentation of payment, notice of non-payment, protest and notice of protest and agrees to all extensions, renewals, or release, discharge or exchange of any other party or collateral without notice. This note shall take effect as a sealed instrument and be enforced with the laws of Virginia. This agreement shall be binding upon and insure to the benefit of the parties, their successors, heirs, assigns, and personal representatives.

I authorize any physician, medical practice, hospital, clinic, or other medical or medically related facility, insurance or reinsuring company, the Medical Information Bureau, Inc., consumer reporting agency, or employer having information available as to diagnosis, treatment, prognosis, and benefit coverage with respect to any physical or mental condition and/or treatment of me, my minor child, or anyone for whom I am signing as their legal representative, to release any and all information required to properly process claims arising from treatment and care provided at this office. A copy of this document shall serve with the same force as the original. This release includes information concerning alcohol/drug abuse as well as information concerning Hepatitis A,B, or C and HIV status that may be included in my medical records.

PATIENT NAME:____________________________________________________________________________________

PATIENT/GUARDIAN SIGNATURE:____________________________________________________________________

SSN:______________________________________ DOB:___________________________ Age:_____________________

Neuropsychological Services of Tidewater, LLC

2005 Pleasure House Road

Virginia Beach, Virginia 23455

Office (757) 301-2248
     Fax (757) 689-8378

PRIVACY ACKNOWLEDGEMENT

This notice describes how Protected Health Information (PHI) about patients and their family members may be used or disclosed and how you can access this information. Neuropsychological Services of Tidewater, LLC is providing this information to comply with the Health Insurance Portability and Accountability Act (HIPAA), 45 CTR parts 160 and 164 (Privacy Regulations). Please review this notice carefully. Check the appropriate box and sign this form to give us permission to file claims with your insurance company and confirm that you have read the Notice of Privacy Practices.

I have been offered a copy of the privacy practices that will apply to services provided at Neuropsychological Services of Tidewater, LLC.  I consent to these policies as a condition of receiving services.

Signature:___________________________________________

Print Name:__________________________________________

Date:________________________________________________

I DO____________ I DO NOT____________ give consent for claims to be submitted for third party reimbursement (your insurance company). If I check “do not”, it is because I will pay for services at Neuropsychological Services of Tidewater, LLC.

Patient/Guardian Signature:__________________________________________

This notice takes effect on_____________ and remains in effect until we replace it.

CREDIT CARD ON FILE

NEUROPSYCHOLOGICAL EVALUATION

At Neuropsychological Services of Tidewater (NSOT), we offer to keep your credit or debit card on file as a convenient method of payment for the portion of services that your insurance does not cover for which you are liable. If you chose not to do this, an outstanding balance interest charge of 1% will accrue each month that the bill remains unpaid. 

Your credit card information is kept confidential and secure on file. Your credit card information will be shredded once full payment has been received for services rendered unless there are recurring services (e.g. psychotherapy) for which you are requesting credit card payment. Payments to your card are processed only after the claim has been filed and processed by your insurer, and the insurance portion of the claim has been paid and posted to the account. You will receive a statement for the remaining balance and will have 7 days to pay with a different form of payment. If not paid after the 7 days, we will charge the credit card on file and will email or mail you a copy of the receipt after your payment is processed. 

_____________________________________________________________________________

I authorize Neuropsychological Services of Tidewater to charge the portion of my bill that is my financial responsibility to the following credit or debit card:

□ American Express         □ Visa
 □ Mastercard
     □ Discover         □ Other _____________

Card number:___________________________________

Expiration Date: _____ / _____ / _____

3-digit Security Code: _____________

Cardholder Name: ___________________________________________

Cardholder Signature: _________________________________________

Billing Address:______________________________________________

City: ____________________________
State: __________
Zip Code: _______________

I, the undersigned, authorize and request NSOT to charge my credit card indicated above for balances due for services rendered that my insurance company identifies as my financial responsibility. I also authorize NSOT to refund my credit card for any amounts for over-payment of services. I understand that NSOT reserves the right to bill my credit card for late cancellation or no show fees as described in the NSOT billing policy. The authorization will remain in effect until otherwise requested by the undersigned.

Patient Name: _____________________________________
Date: __________________

Patient Signature: ___________________________________

Neuropsychological Services of Tidewater LLC
2005 Pleasure House Road

Virginia Beach, Virginia 23455

Phone: (757)301-2248 

Fax: (757)689-8378
Patient Name: 
_____________________________

Date of Birth:
_____________________________

Today’s Date:
_____________________________

CURRENT MEDICATIONS

*** Please provide a list of your current medications for us to photocopy or fill in the chart below with all of your current medications.***
	Medication name + dose
	Prescribed by:

(e.g. Dr. Smith: PCP)
	Reason you are taking
	Frequency:

Daily=D

As needed: PRN
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