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REGISTRATION FORM

	BLACK INK ONLY:

	                                                                              Primary Care Physician:

Date:                                                                                  Phone Number:                                                                            


	

	PATIENT INFORMATION

	Last Name:
	First:
	MI:
	( Mr.

( Mrs.
	( Ms.

( Dr.
	Marital Status (circle one)

	
	               ( Miss
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Legal Name:
	Former Name:
	Social Security No.:
	Birth Date:
	Age:
	Sex:

	
	
	
	
	      /      /
	
	( M
	( F

	Street Address:
	City:
	State:                ZIP Code:

	
	
	

	Telephone: Home
	Work
	Mobile
	E-Mail:

	(       )
	(        )
	(        )
	

	Occupation:
	Employer:
	Employer Phone No.:

	
	
	(          )

	Referred by:  (please check one box)
	( Dr.
	
	( Insurance Plan
	( Hospital

	( Family
	( Friend
	( Internet site:___________________      
	( Our Website
	( Other

	Other family members/friends seen here:
	

	

	INSURANCE INFORMATION



	(Please give your insurance card to the receptionist.)

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	    /         /
	
	(          )

	Is this person a patient here?
	( Yes
	( No
	
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	
	
	
	(          )

	Is this patient covered by insurance?
	( Yes
	( No
	

	Please indicate primary insurance:


	Address of Insurance Company:
	Insurance Company Telephone Number:

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	
	
	      /       /
	
	
	$

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	(
Other
	

	

	                                                                 IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize The Breslow Center For Plastic Surgery or my insurance company to release any information required to process my claims.

	
	
	
	

	
	Patient/Guardian signature
	
	Date


CONSENT TO TREATMENT AND RESPONSIBILITY AGREEMENT

Please read each section carefully. You may request a copy of this form for your own records.

Patient name: ________________________________

I, the undersigned, do hereby request and consent to an evaluation and treatment by Dr. Gary D. Breslow. I wish to rely on Dr. Breslow to exercise judgment for my best interest me or that of my dependent, the above-named patient, during the course of treatment. I will inform Dr. Breslow or his assistant who is treating me or my dependent of any sensitive areas or adverse conditions that I or my dependent may have had prior to, during, or after treatment. I intend this consent to cover the entire course of treatment.

I clearly understand and agree that all services rendered to me or to my dependent, the above-named patient, may be charged directly to me and that I am personally responsible for full payment. I understand that even if I suspend or terminate treatment, any fees for professional services rendered to me or to my dependent up to the point of termination will be immediately due and payable.

I acknowledge that Dr. Gary D. Breslow and The Breslow Center For Plastic Surgery do not participate directly with any insurance company or managed care plans (except Medicare) and that I am responsible for any outstanding fees for services provided to me or to my dependent, the above-named patient, by Dr. Gary D. Breslow and/or The Breslow Center For Plastic Surgery that are not reimbursed through insurance or other third party payers.  I understand that a potentially refundable deposit to cover fees for uncovered services may be required at the time of service or follow-up.  I acknowledge that a 1.5% per month interest charge may be added to any balance unpaid after 90 days of aging.  I further acknowledge that I will be held responsible for any and all collection expenses incurred by Dr. Gary D. Breslow and/or The Breslow Center For Plastic Surgery including a 30% attorney fee on any balance referred to an attorney for collection as a result from my delay in payment for services rendered by Dr. Gary D. Breslow and/or The Breslow Center For Plastic Surgery. 

I understand that I will be responsible for all facility and anesthesia fees incurred for subsequent revision and/or emergency procedures performed on me or my dependent, the above named patient, as well as necessary supplies including but not limited to implants, unless otherwise specified by Dr. Breslow.  Any surgeon’s fee that may be incurred for subsequent revision and/or emergency procedures will be addressed on a case by case basis.

I authorize The Breslow Center For Plastic Surgery to submit all precertifications and claims directly to the insurers on my behalf.  I hereby authorize the release of my medical records and other information necessary to process insurance claims.  I understand and agree that any and all monies received from insurance companies and/or other third party payers as reimbursement for services rendered to me or to my dependent, the above-named patient, by Dr. Breslow and/or The Breslow Center For Plastic Surgery shall be forfeited in full to Dr. Breslow and The Breslow Center For Plastic Surgery.  Any other arrangements that may involve insurance billing, reimbursement, payment plan, or payment deferral, must be made in writing with the office manager and/or Dr. Breslow. Verbal agreements are not acceptable. 

Relationship to Patient: _____________________________________

Signature: ________________________________________________

Date: ____________________________________________________

PATIENT PHOTOGRAPHIC AUTHORIZATION 

I consent to the taking of photographs by Dr. Breslow or his designee of me or parts of my body in connection with the plastic surgery procedure(s) which I am considering having performed by Dr. Breslow. 
         

            PATIENT CONSENT FOR DIGITAL PHOTOGRAHPIC MORPHING

I, the undersigned, have been offered the opportunity to view digital images of myself.  I consent to permit Dr. Breslow and/or other staff members of The Breslow Center For Plastic Surgery, P.A. to perform computerized changes of these images (described as “image morphing”) in order to help me better understand various possible cosmetic results following surgery. 

Dr. Breslow has explained to me and I fully understand that demonstration of these morphed images in no way constitutes a guarantee of my appearance following surgery, and is being used solely as an instrument of demonstration and discussion of the surgery for which I am seeking consultation.

_______________________________

Patient Name (Please Print)

_______________________________

_______/_______/____

Patient Signature




Date

By signing this form, you acknowledge that you have received a copy of our NPP Summary.  If you would like a complete copy of our NPP, one can be provided to you.

Please read the statements below.  By checking each individual box, you are giving our office the authorization to release your medical information.

[image: image1.png]
Any physician that requires information about you, such as your Primary Care Physician or any other Specialists.

[image: image2.png]Medical benefits to the physician or the supplier.  By checking this box, you are allowing your insurance company to pay us if you are not having cosmetic surgery.

Medical information necessary to process this claim and all future claims.  By checking this box, you are allowing us to send your insurance company any information needed 

                in order to pre-certify a procedure or process your claim.

Medical Claims to be submitted electronically if your insurance company requires it.

Your Pharmacy.  By checking this box, you are allowing us to call in any prescriptions and/or refills on any of your medications.                         

X______________________________________
Date: ___________________________



Signature

Please give us the name of a relative or friend, that you would allow us to release confidential information to, such as test results, billing questions, or treatment.

Name: __________________________________
Relationship: _____________________

Telephone Number: __________________________________________

SUMMARY OF PRIVACY PRACTICES

This Summary of our Privacy Practices contains a condensed version of our Notice of Privacy Practices. A full length notice is available upon request.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY. 

We understand that your medical information is personal to you, and we are committed to protecting the information about you. As our patient, we create medical records about your health, our care for you, and the services and/or items we provide to you as our patient.  By law, we are required to make sure you protected health information is kept private.

How will we use or disclose your information?  Here are a few examples (for more details please request our full version of the Notice of Privacy Practice). 

For medical treatment

For research

To obtain payment for our services
In emergency situations

For appointment and patient 

To avert a serious threat to health and safety

       recall reminders


In response to certain arising out of lawsuits 


For Worker’s compensation programs
       or other disputes

To run our practice more effectively 

       and ensure all our patients receive quality

       care

         If you believe your privacy rights have been violated, you may file a complaint with our Practice Compliance Officer or with the Secretary of the Department of Health and Human Services.  All complaints must be submitted in writing.  You will not be penalized for filing a complaint.  You have certain rights regarding the information we maintain about you.  These rights include:


The right to inspect and copy

The right to request restrictions


The right to amend


The right to a paper copy of this notice


The right to an accounting of 

The right to request confidential communications


       disclosures







































