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Date:






Patient Name:











Appointment Date and Time:









Dear Patient:

Welcome to our practice.  We thank you for trusting us with your health care.  Enclosed you will find your new patient packet.  Please complete these forms to the best of your ability and bring along with you to your appointment.  We also request that you bring a list of all medications you are taking both prescription and over the counter, be sure to include any herbal supplements.  We will need to copy your insurance card and a driver’s license, so please bring it with you as well as any co-payment requirement.

It is important that you be on time for this appointment.  It may be necessary to reschedule this appointment if you are more than ten minutes late.  Do not hesitate to give our office a call at (262) 652-0500 if you have any questions or if you are unable to keep this appointment. We require 24 hours’ notice for cancellations otherwise there will be a charge of $75.

Thank you,

Lynette

Lynette, Receptionist

Treating you like family… with exceptional personalized care.
5923 Green Bay Road, Kenosha, WI 53144 – Tel:  (262) 652-0500

www.kenoshafamilypractice.com
Kenosha Family Practice, S.C. Financial Policy
The following is our financial policy, which we require you to read and sign, and we will scan into your chart. As a courtesy to you, we will bill your insurance company if we are given the necessary information. You must keep us informed if anything changes regarding your insurance company.

Payment in full of your co-pay is due at the time of service. Please be ready to pay when you come to the front desk. If you have a deductible, depending on how large, we can work out payment arrangements. If you cannot keep an appointment, please give us 24 hours’ notice. There will be a $75 fee when a patient misses or cancels an appointment without giving 24 hours’ notice. We accept cash, checks, debit cards, VISA, MasterCard and Discover as forms of payment. You will be charged a $35 bank fee for any checks returned for any reason.

If your payment balance is more than $300 at any point in time, you will be contacted by our billing department to set up payment arrangements. If payment arrangements are not kept up on a timely basis and your balance, no matter how small the amount, becomes more than 90 days old, we will proceed to send you to our collection agency and terminate you from Kenosha Family Practice, S.C.
Your insurance is a contract between you, your employer and the insurance company. We are not part of that contract. If your insurance fails to pay, for any reason, you are responsible for the balance. We will transfer responsibility of payment of the claim to you if your insurance does not within 45 days. Kenosha Family Practice, S.C. would appreciate it if you would be interactive and responsible for communicating with your insurance carrier on any open claims.

Our statements are cyclical (sent once a month, about the same time each month) and are current within one week of being sent out. If you notice a date of service on your statement for more than one month, you should be proactive and call your insurance carrier about their lack of response. The balance on the statement is due in full 14 days after the date of the statement, unless you call the office to work out payment arrangements.

If you are without insurance coverage at any time, please notify us immediately. Self-pay patients are required to pay 100% of the visit at the time of service with a 10% discount given.

An adult must accompany anyone under the age of 18. The adult is also responsible for signing any documents and any payments that are due for the services rendered.

I have read and understand the above Financial Policy and agree to the conditions listed.
_____________________________________________________________________________________
Patient or Guarantor                                                                                                    Date
Kenosha Family Practice, S.C.
Stephen P. Feuerbach, M.D. FAAFP
5923 Green Bay Road

Kenosha, WI  53144
Phone:  (262) 652-0500
Fax:  (262) 652-1928
 I request that payment of authorized Medicare or health insurance benefits be made either to me or on behalf of any services furnished me by or in Kenosha Family Practice, S.C., including physician services. I authorize any holder of medical or other information about me to release to the Health Care Financing Administration and its agents or my health insurance company any information needed to determine these benefits or benefits for related services.

I understand that I may revoke this consent at any time.

_____________________________________________________________________________________________
Name of Patient                                                                          Date

_____________________________________________________________________________________________

Signature of Patient or Authorized Representative

_____________________________________________________________________________________________

Name of Authorized Representative and relationship to Patient
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By signing this authorization, I ____________________________________,DOB____________________authorize:

                                                                     (Patient Name)

Kenosha Family Practice

5923 Green Bay Road

Kenosha, WI 53144

Tel: 262-652-0500   Fax: 262-652-1928

To obtain certain protected health information (PHI) about me from

   (Name and address of Physician or Medical Facility to send PHI)

________________________________________________________________________________________________________
This authorization permits Kenosha Family Practice, S.C. to obtain, use and/or disclose the following individually identifiable health information about me (specifically describe the information to be used or disclosed, such as date(s) of services, types of services, level of detail to be released, origin of information, etc):
Please check all that apply:

____Medical History
____Treatment or Test Results

____Immunizations

____X-ray Reports

____Laboratory                                                 
____Mental Health

____HIV (AIDS)

____Surgical Reports
____Hospital Records 
____Allergy Reports

____ER                                            ____Prescriptions                                                                                                                                         
____Consultations                                        
____Alcoholism

____Developmental Disabilities

____Sexual Transmitted Disease

____Entire Medical Record

The information will be obtained, used or disclosed for the continuity of care.
If requested by the patient, purpose may be listed as “at the request of the individual.” The purpose(s) is/are provided so that I can make an informed decision whether to allow release of the information. This authorization will expire one year from signed date.
I do not have to sign this authorization in order to receive treatment from Kenosha Family Practice, S.C. In fact, I have the right to refuse this authorization. When my information is used or disclosed pursuant to this authorization, it may be subject to –re-disclosure by the recipient and my no longer be protected by the federal HIPPA Privacy Rule. I have the right to revoke this authorization in writing except to the extent that the practice has acted in reliance upon this authorization. My written revocation must be submitted to the Privacy Officer at:

Kenosha Family Practice

5923 Green Bay Road

Kenosha, WI 53144

Signed by:
_________________________________________________________               ____________________________________________________

Signature of Patient or Legal Guardian                                                                   Relationship to Patient

_________________________________________________________               ____________________________________________________

Print Patient’s Name or Legal Guardian                                                                  Patient Date of Birth
_________________________________________________________               
Date Signed

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
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Patient Name______________________________________Date of Birth____________________________
The Health Insurance Portability and Accountability Act (HIPPA) privacy rule provides patients with the right to request that your provider communicate financial and/or medical information to you and/or an individual you identify. In order to protect the privacy and confidentiality of your medical information, please complete the following that informs us of how you wish to be contacted
1. I wish to be contacted in the following manner (check all that apply)

Home Phone
· Please leave message with the detailed medical information
· Please leave message with call-back number only

Work Phone 
· Please leave message with the detailed medical information

· Please leave message with call-back number only

Cell Phone   
· Please leave message with the detailed medical information

· Please leave message with call-back number only

Email           
· Please leave message with the detailed medical information

· Please leave message with call-back number only

2. My medical information that is protected through HIPPA may be share verbally with:
Name______________________________________________ _Phone___________________________   
      (Please print the name of person other than yourself & relationship)
Name______________________________________________Phone____________________________

           (Please print the name of person other than yourself & relationship)
These communication instructions are valid for Kenosha Family Practice and remain in effect until I choose to revoke or amend them or, in the case of a minor, the minor becomes legally responsible for himself/herself.

Signature__________________________________________________Date______________________

             (If signed someone other than patient, please state relationship which gives the authority to sign)

· Parent 
· Legal Guardian
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Name___________________________________________________Date_______________
Current Medication List
Include all prescribed medications, supplements, vitamins, and over the counter medications

1. Name________________________________Dosage______________

2. Name________________________________Dosage______________

3. Name________________________________Dosage______________

4. Name________________________________Dosage______________

5. Name________________________________Dosage______________

6. Name________________________________Dosage______________

7. Name________________________________Dosage______________

8. Name________________________________Dosage______________

9. Name________________________________Dosage______________

10. Name________________________________Dosage______________

11. Name________________________________Dosage______________

12. Name________________________________Dosage______________

13. Name________________________________Dosage______________

14. Name________________________________Dosage______________

15. Name________________________________Dosage______________

Current Pharmacy _______________________________________________

Mail in Pharmacy   _______________________________________________

[image: image6.emf]SICK VISITS vs. WELL VISITS or BOTH?     SICK VISIT    This is an office visit for an acute problem (an illness, pain or symptom that  has you concerned) or a flare up of a chronic problem.  This could also be an office visit  to follow - up on chronic problems (D iabetes, Cholesterol, Blood Pressure, etc.)   WELL VISIT    This is an office visit for a routine physical exam or yearly health  maintenance exam.  Preventative medical care is important because it does provide you  and Dr. Feuerbach a normal - for - you baseline o f medical information when known  conditions (if any) are stable and controlled.   SICK / WELL VISIT    This is a  combination visit   of a routine physical exam where an  acute or chronic issue is addressed as well.  For example, if you presented today for  your p hysical and you have an illness, pain or symptom that has you concerned, it is  considered a  combination visit   and must be billed differently than just a physical or just  a sick visit.   WHY IS IT BILLED DIFFERENTLY?     It is billed differently to account for   the additional  work, expertise and time required for a combination visit (additional lab tests, x - ray,  referrals and/or prescription medications).  It involves additional documentation as well.   For example, think about taking your vehicle in for an oil c hange (routine maintenance),  and mentioning to the mechanic that your brakes are squeaking and your windshield  wipers are not working well.  In addition to the oil change, you might require additional  brake work if a problem was found, and replacement wind shield wipers.  Since additional  services were provided, you would be charged more than just for the oil change.   HOW DOES THIS AFFECT ME?     Although most insurance companies acknowledge  the sick/well visit combination, depending on your benefits, there mi ght be copays and/or  deductibles for the sick visit and you will be billed accordingly.   ANNUAL PHYSICAL EXAMS      Annual physical exams target preventative care and are  billed as such.  Medication refills and/or other ailments, injuries, or illnesses addres sed  during an annual physical exam are billed  IN ADDITION  to the annual physical.  It is  your responsibility to check with your insurance company to confirm your coverage for all  types of doctor visits.   We understand that this can be confusing, and if you  have any questions or concerns  after reviewing this, please ask.     _______________________ _____       ____________________________     Print Patient’s Name           Patient’s Signature   _______________________ _____       ____________________________                        Dat e of Birth             Today’s Date   Kenosha Family Practice, S.C.    2015 - 09 - 01    


