CHICAGO LAKESHORE MEDICAL ASSOCIATES. 1 TD
Notice of Pavent Responsibility

PATIENT NAME: ACCOUNT NUMBER:

¥’ FINANCIAL RESPONSIBILITY: As s patient, it is in your best interest to know and understand your insusance plan benefits 2nd
your responsibility for sny deductibles, co-insnrance, or co-payment smounts prios to any visit. Mot all services are covered in sll insurance
contrects. If your insurance plan does not cover & service or procedure, you are responsible for psyment of these chasges. To find om
wmmm#mmmmmmmghﬂmwmwmmwur
Fout insumnce company (the phone aumbers sre oo your insurance card).

v INSURANCE INFORMATION: You are responsible 1o notify us of your insursnce and 10 provide the necesssry information
lbuuwwhmph;tut&.#mhnmmhnuﬂmdﬁﬁmﬂﬂm“wﬂnlphmm. It is your
nmﬁwmmmm:my’immmmumm“mwmm
hmhﬂmdhm.ﬂmmmm;M|uﬁﬂuﬂprﬁnMMMMuu
physician poior to sceing a specialist.

fﬂnmuwrmunﬂm We request 24 hour notificstion of any need 10 cancel & vigsit. Your coustesy will allow your
playsician 10 sccommodate & patient who may need scute medical care. Failure to cancel may result in 5 $50.00 fee.
fmfmmmnmummmwmﬁmmuwuhyﬂmm.w
ut the discretion of the physicien.

fwm:m;wm;. Bnnhdmufmmﬁhlhlumumuﬂpﬁumnhidq

BILLING
O INSURANCE DISCLAIMER: 1 understand that | heve not provided complete insurance information 1o CLSMA for my affice visi
todsy %ﬂhﬂhﬂmﬂﬂmﬂﬂt&mhm&mwmmmhmmwm for

O FOR MEDICARE PATIENTS: Imﬂmﬁ:mhﬂnufu:i:ﬂunhhﬁmuﬁmm_hﬂnnhhﬂ&mﬁq
ﬁhﬁuﬁd%hhﬁﬂﬁ-ﬂuhhﬂuu&nmhﬁmﬁmuﬁdhﬁunﬂﬂ
Medicare claim. | permit 2 capy of this suthodsation to be used in place of the odginl, and request payment of medical insurance benefts
either to myself or 1o the party who accepts sssignment.

Initial Dare

O FOR ALL OTHER FATIENTS: 1 hereby quthorize payment directly to Chicago Lake Shore Medical Associstes, Led fior benefits
otherwise paysbl to me. I understand that | em financially responsible for the charges not coversd by this suthorization ] suthorize
&lelhﬂ:rlwmm”mwhhmimrmwm

Initial  Date
O FOR PATIENTS UNABLE TO PAY AT THE TIME OF SERVICE: | heve been informed that per my insursnce carsier it it my
mﬂymnmymuhhﬂmﬂﬂmumd{wnﬂm&uim@uﬂ. At this tme [ cannot

m:hmymmmbmlﬂmﬂt:hﬂmulmmt::mﬁt:ndwwhﬁnadm In the firare | will be prepared to make a
payment at time of service.

Indtial Daie
HIPPA
0 NOTICE OF PRIVACY PRACTICES: hmm:mmrhwm&m-qwuzmuﬂw
C1L5MA Noties of Povecy Practices.

Imitin] Dane
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0 COMPLETE PHYSICAL EXAM: Your sppointment todsy was scheduled as o complete physicsl.  Plesse note that due to insurance
requirements, i is a CLSMA policy that CLSMA wall not re-submit and/or sppeal 8 previously filed caim. It is your responsibiliey 16 nosfy
us ut the time of your visit of your pramary resson for the scheduled sppointment. Unless otherwise specified pour visit will be coded as a
well /routine / preventive care visit If}l‘wmwﬂ}mbmeﬁn.plﬂum:mmmmdq,mdﬁﬁmmym
receive the highest level of benefit coversge svailable.

O ILLNESS/DIAGNOSIS or O

Imitial __ Date

O SPECIALIST/CONSULTATION VISIT: INSURANCE REFERRAL: 1 scknowledge for todey's visit that | will sssume full
fnancial responsdbility for services rendered 1o me if my insumnce carrier denies or does not cover my claim for these services becsuse &

id peferms] authorization was not presented at time of service. ] acknowledpe it is my responuhility to understand my insurance
requisements and to obtain and provide a referrl and/or suthorsstion from my insursnce carrier prior to receiving services. | understand
my meumnce carner will not make payment o CLSMA physicien(s) unless the guidelines of the plen are followed and & valid referml
suthorization is obteined poor to services being rendered.

& 100 NOT have & referml for today’s visiz but choose to keep the scheduled appointment,

o Refasl of service: | have dedded to cancel my sppoinment today because | did not obin the sppropriate suthasizstion from

Imitial Date

O WORKERS' COMPENEATION /MOTOR VEHICLE ACCIDENT: In order for our office to file & claim with your workers'
eémmpensstion of motor vehicle sccident insurance, we must have complete billing information at time of service. 1 this informarion is oot
wm'.hhlalllh:&m:dt'ﬂuﬁn't.p:rmﬂtilthmkwﬂhﬂuﬂﬁiﬂﬁmmmtmﬂfmm
complete claim information is provided by the patient.

Cladm # Insursnes Corder
Cluim Adjudicator Contact Phone Number,

Initial Date
O FOR PATIENTS GETTING SHINGLES VACCINE (ZOSTAVAX): Zostsvax is u herpes zoster vaccine snd Medicare Part B
will not reimburse Chicago Lake Shore Medical physicians. 1 understand it is my financial responsibility 1o pay for this vaccine at time of
service. hhmmmm{mfwum}WMthMﬂm_=

refund to the patient.
Initisl _ Date

Signature of patient/guarantor Date
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