Date: _

Patien* "~*~-mation

Name: Social Security No. _
Date of Birth: Age: Sex: M/F  Marital Status:S D M W Sep
Address: City: State: Zip:
Phone: { ) (] ()
Home Business Cell

Employer (Company Name}:
Address: City: State: Zip:
Names of Family Members: DOB:

DOB:

DOB:

DOB:

Insurance information:
insurance Company: Member Service Phone:

PPO POS HMO Commercial Other ID: __Group:

insurance Policy Member Responsible Party Information:

Name: ) Social Security No.
Last First Mi
Relationship to Patient:
Employer (Company Name): Phone: ()
Business Address: City: State: Zip:

Secondary Insurance Information:
Insurance Company:__ _Member Service Phone:

PPO POS HMO Commercial Other ID: Group:

Secondary Insurance Policy Memk~- Respon-i=!~ P~y I~égrmation:

Name: Social Security No.
Last First M
Relationship to Patient: _
Employer (Company Name}): Phone- { )
Business Address-  _ City: State: Zip:

| authorize the release of my medical information necessary to process this claim for payment of insurance benefits to CFMA Denton, PLLC and
to obtain the proper information for referral forms. 1also authorize the office to obtain insurance information from Medicare regarding any
claims submitted on my behalf. 1 understand | am responsible for ail charges that insurance does not pay including non covered procedures.

Patient/Responsible Party Signature: Date:







Pa, _ent _ licy

Thank you for choosing  as your priit ' care provider. We are committed to providing you
with quality and affordable health care. Because some of our patients have had questions
regarding patient and insurance responsibility for services rendered, we developed this payment
policy. Please read it, ask us any questions you may have, and sign in the space provided. A copy
will be provided to you upon request.

1. Insurance. We participate in most insurance plans,i  ding Medicare. If you are not
insured by a plan we do business with, payment in fu  ; expected at each visit. If you are
insured by a plan we do business with, but don’t havi  up-to-date insurance card,
payment in full for each visit is required until we can verify your coverage. Knowing
y  insurance benefits is your responsibility. Please  itact y¢ insurance company
with any questions you may have regarding your coverage.

2. Co-payments and deductibles. All co-payments and deductibles must be paid at the tie
of service. This arrangement is part of your contract with your insurance company.
Failure on our part to collect co-payments and deductibles from patients can be
considered fraud. Please help us in upholding the law by paying your co-payments at
each visit.

3. Non-covered services. Please be aware that some ind perhaps all — of services you
receive may be non-covered or not considered reasonable or necessary by Medicare of
other insurers. You must pay for these services in full at the time of visit.

4. Proof of insurance. All patients must complete our patient information form before
seeing the doctor. We must obtain a copy of your driver’s license and current valid
insurance to provide proof of insurance. If you fail to provide us with the correct
insurance information in a timely manner, you may be responsible for the balance of a
claim.

5. Claims submission. We will submit your claims and assist you in any way we may
reasonably can to help get your claims paid. Your in. ance company may need you to
supply certain information directly. It is your responsibility to comply with their request.
Please be aware that the balance of your claim is yc  responsibility whether or not your
il ice company | __ s your claim. Yo' inst ice benefit is a contract between you
and your insurance company; we are not party to that contract.

6. Coverage changes. If your insurance changes, please noti ~ us before your next visit so
we can make the appropriate changes to help you receive your maximum benefits. If your
insurance company does not pay your claim in 45 days, the balance will automatically be
billed to you.



7. Nonpayment. If your account is over 90 days past due, you will receive a letter stating
that you have 10 days to pay your account in full. Partial payments will not be accepted
unless otherwise negotiated. Please be aware that if a balance remains unpaid, we may
refer your account to a collection agency and you and your immediate family members
may be discharged from this practice. If his is to occur, you will be notified by regular
and certified mail that you have 30 days to find alternative medical care. During that 30-
day period our physician will only be able to treat you on an emergency basis.

8. Missed appointments. Our policy is to charge $25 for missed appointments not
cancelled within 24 hours of the appointment time. This policy applies to new and
established patients and will be charged to the patient/guarantor, not to the patient’s
insurance. All no-show fees must be paid prior to the next appointment in order to be
seen. Family Healthcare reserves the right to terminate the doctor-patient relationship of
established patients due to no-shows. New patients who no-show for their appointment
will no longer be able to schedule with our providers and will be billed the No-Show fee.
New Patients will be allowed to be seen in Family Healthcare, but only after the No-
Show fee has been paid. Please help us to serve you better by keeping your regularly
scheduled appointment.

Our practice is committed to providing the best treatment to our patients. Our prices are
representative of the usual and ¢ omary charges for our area.

Thank you for understanding our payment policy. Please let us know if you have questions or
concerns.

I have read and understand the payment policy and agree to abide by its guidelines:

Signature of patient or responsible party Date









Telemedicine Informed
C 0 n S e nt Physicians Caring for Texans

Telemedicine services involve the use of secure interactive videoconferencing
equipment and devices that enable health care providers to deliver health care
services to patients wt 1 located at different sites.

1. | understand that the same standard of care applies to a telemedicine visit as applies to an in-person
visit.

2. } understand that | will not be physically in the same room as my health care provider. | will be notified of
and my consent obtained for anyone other than my healthcare provider present in the room.

3. I understand that there are potential risks to using technology, including service interruptions,
interception, and technical difficulties.

a. Ifitis determined that the videoconferencing equipment and/or connection is not adequate, |
understand that my health care provider or | may discontinue the telemedicine visit and make other
arrangements to continue the visit.

4. | understand that | have the right to refuse to participate or decide to stop participating in a telemedicine
visit, and that my refusal will be documented in my medical record. | also understand that my refusal will
not affect my right to future care or treatment.

a. | may revoke my right at any time by contacting Veritas Family Medicine at 940-383-3444.

5. I understand that the laws that protect privacy and the confidentiality of health care information apply to
telemedicine services.

6. | understand that my health care information may be shared with other individuals for scheduling and
billing purposes.

a. lunderstand that my insurance carrier will have access to my medical records for quality
review/audit.

b. |understand that | will be responsible for any out-of-pocket costs such as copayments or
coinsurances that apply to my telemedicine visit.

c. lunderstand that health plan payment policies for telemedicine visits may be different from policies
for in-person visits.

7. lunderstand that this document will become a part of my medical record.

By signing this form, | attest that | (1) have personally read this form (or had it explained to me) and fully
understand and agree to its contents; (2) have had my questions answered to my satisfaction, and the
risks, benefits, and alternatives to telemedicine visits shared with me in a language | understand; and (3) am
located in the state of Texas and will be in Texas during my telemedicine visit(s).

Patient/Parenvuaraian rrintea Nname Patient/Parent/Guardian Signature

Witness Signature Date

201¢  xas Medical Association. All rights reserved.

The Te  Medical A« Ion acknowledges the Te . Medical Assoc onS ial Funds Foundation ICIANS
for its support of this document through funds awarded by The Physicians Foundation. DATION

NOTICE: This information is provided as a commentary on legal issues and is not intended to provide advice on any specific legal matter. This information should NOT be considered
legal advice and receipt of it does not create an attorney-client relationship. This is not a substitute for the advice of an attorney. The Office of the General Counsel of the Texas
Medical Association provides this information with the express understanding that (1) no attorney-client relationship exists, {(2) neither TMA nor its attorneys are engaged in providing
legal advice, and (3) the information is of a general character. Aithough TMA has attempted to present materials that are accurate and useful, some material may be outdated and
TMA shall not be liable to anyone for any inaccuracy, error or omission, regardless of cause, or for any damages resulting therefrom. Any legal forms are only provided for the use of
physirians in consultation with their attorneys. You should not rely on this information when dealing with personal legal matters; rather legal advice from retained legal counsel should
be so
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Telemedicine Informed
C UnS \,nt _Physmans Caring forTeﬂ

NOTICE CONCERNING COMPIAINTS
Complaints about physicians, as well as other licensees and
registrants of the Texas Medical Board, including physician
assistants, acupuncturists, and surgical assistants may be
reported for investigation at the following address:

Texas Medical Board
Attention: Investigations
1801 Congress Avenue, Suite 9.200 (physical address)
P.O. Box 2018 (mailing address)
Austin, Texas 78768-2018

Assistance in filing a complaint is available by calling the following
telephone number:

1-800-201-9353
For more information, please visit our website at

www.tmb.state.tx.us.

© 2019 Texas Medical Association. All rights reserved.
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NOTICE: This information is provided as a commentary on legal issues and is not intended to provide advice on any specific legal matter. This information should NOT be considered
legal advice and receipt of it does not create an attorney-client relationship. This is not a substitute for the advice of an attorney. The Office of the General Counsel of the Texas
Medical Association provides this information with the express understanding that (1) no attorney-client relationship exists, {2) neither TMA nor its attorneys are engaged in providing

legal advice, and (3} the information is of a general character. Although TMA has attempted to present materials that are accurate and usef! =~m~ material may be outdated and
TMA shall not be liable to anyone for any inaccuracy, error or omission, regardless of cause, or for any damages resuiting therefrom. Any le \s are only provided for the use of
physicians in consultation with their attorneys. You should not rely on this information when dealing with personal legal matters; rather legal auvis from retained legal counsel should
be sought.
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