West Cary Psychiatry (WCP)-New Patient Registration                       DATE:______________



PATIENT INFORMATION- Patient information must match what is on your insurance card to avoid claim denials
Patient Name: First_________________________________________M______________________ Last__________________________________________

	DOB:___________________________
	  Sex:
	□ M
	
	□ F
	 Marital Status:
	□ Single  □ Married  □ Divorced  □ Widowed  □ Separated  □ Life Partner
	

	Race:
	□ White □ Black/African American □ Asian
	□ American Indian/Alaska Native □ Native Hawaiian/Pacific Islander
	□ Declined
	
	
	

	Ethnicity:
	□ Not Hispanic/Latino   □ Hispanic/Latino
	□ Declined
	
	
	
	
	
	
	

	Preferred Language: English_________ Spanish_________  Other___________________________________
	
	
	



SS#:_________/_______/__________       E-Mail______________________________________________________________________

Address: ____________________________________________________Apt # _________ City_________________________St___________Zip _________________

Phone:  Home____________________________________Cell_____________________________________ Work___________________________________________

Best Contact Method: □ Home □ Cell □ Work □ E-Mail □ Mail By checking one of these boxes, I agree to receive correspondence from WCP
Employment Status: □ Full-Time □ Part-Time □ Unemployed □ Student □ Disabled □ Retired   Employer/School:____________________________________________

FINANCIALLY RESPONSIBLE PARTY
    Same as Patient Information (If different, please complete section below)


Name: First___________________________________________MI_________ Last___________________________________________________________________

Relationship:	Spouse	Parent	Guardian	Other (Please Specify): ____________________________________________________________________________

Address: _____________________________________________Apt #____________ City_________________________St___________Zip _____________________

Phone:  Home___________________________________ Cell_____________________________________ Work__________________________________________

Email Address ________________________________________________________Employer: ____________________________________________________________

EMERGENCY NOTIFICATION

Name: ________________________________________________________________ Relationship to Patient: _____________________________________________

Phone:  Home____________________________________ Cell_____________________________________ Work__________________________________________

INSURANCE INFORMATION

Primary Insurance_____________________________________ ID _______________________________________________ Gp: _____________________________

Policy Holder Name:_____________________________________________ Relationship ( Circle One) Self	  Spouse  Parent	Other ___________________________

SS#________________________________ Policy Holder’s DOB____________________________ Employer_______________________________________________

Secondary Insurance___________________________________ ID: ______________________________________________ Gp _____________________________

Policy Holder Name:_____________________________________________ Relationship ( Circle One) Self  Spouse  Parent	Other ___________________________

SS#________________________________ Policy Holder’s DOB____________________________ Employer_______________________________________________


MEDICATION REFILLS

Please contact your pharmacy for medication refills. The pharmacy will send an electronic request for your provider to review.

Refill authorizations may require 48-72 hours.  Please allow sufficient time for us to process your refill request.	Initials ____________________

Pharmacy Name____________________________________________ Address/Cross Street_______________________________________________




Mail Order Pharmacy: □ ExpressScripts  □ Prime Therapeutics  □ CVS/Caremark  □ AllianceRx  □ Aetna Home Delivery  □ Other:_______________________________
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FINANCIAL AND PAYMENT GUIDELINES
Notice: Our office does NOT file Auto Insurance claims for visits relating to motor vehicle accidents.

· Payment is due at the time of service. This includes all co-pays, deductibles and co-insurance, and any other billed fees. 
· If your insurance company requires a referral, it is the patient’s responsibility (or guarantor) to obtain the referral prior to your appointment.

· I understand that if I do not cancel my appointment within 24 hours of the scheduled appointment, the clinic may charge a cancellation fee. 
· I authorize direct payment of my insurance benefits to WCP for services rendered to myself or dependents.

· Insurance will be filed for services rendered. Any charges for services not covered by insurance will be the responsibility of the patient or his/her guardian.
                  I understand that it is my responsibility to know my insurance benefits and whether or not the services rendered are covered benefits.

· Patient or guardian is responsible for notifying our office of any changes to demographics or insurance and billing information, when these changes occur.
· Out of Network services not paid by the health insurance company will be the responsibility of the patient or his/her guardian.
· WCP or its authorized agent will provide medical information to the insurance company as required for payment of claims for services rendered.

LAB SERVICES:

· I understand that I may receive a separate bill from the lab company if my medical care includes lab services.
· I understand that I am financially responsible for any co-pays, deductibles and co-insurance due for these services if they are not reimbursed by my insurance.

CONSENT FOR TREATMENT, RELEASE OF INFORMATION, AUTHORIZATION

& ASSIGNMENT OF BENEFITS

· I consent to treatment necessary to the care which has been discussed and directed by the provider.

· I authorize the release of all medical records to specialists and/or consulting physicians if applicable to my care and condition.

· I authorize any holder of medical or other information about me to release to the Social Security Administration, Health Care Financing Administration, its intermediaries, its carriers, or any other insurance carrier any information needed for this or any other related claim to be processed. I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits either to me or to the party who accepts assignment.
· I understand it is mandatory to notify the health care provider of any party who may be responsible for paying for my treatment.

· I further authorize and request that insurance payments be directed to West Cary Psychiatry, PLLC


OPTIONAL AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO OTHERS

    Do Not Release Information; otherwise,


· I authorize West Cary Psychiatry (WCP) and its representatives to use the additional contact information listed below to discuss or disclose information regarding any matters relating to my appointments, billing information and/or medical care. 
· This authorization will remain in effect until I provide written notification to WCP of changes or update.
· I authorize WCP to use the additional contact information listed below to discuss or disclose information regarding any matters relating to my appointments, insurance, billing information, test results and/or medical care.

Name _____________________________________________ Relationship________________________ Phone_______________________________

You may release the following information to the person named above:  □ Appointments	□ Billing Information	□ Medical Care  □ Leave Message

Name _____________________________________________ Relationship_____________________________ Phone __________________________

You may release the following information to the person named above: □ Appointments	□ Billing Information	□ Medical Care  □ Leave Message

If you wish to receive your health information by email, the information will be sent via encrypted email unless you expressly designate otherwise below. Sending health information by unencrypted email may pose some risk that the health information in the unencrypted email could be read by a third party over the Internet. Initials _________________.


I have read, fully understand and agree to the above medication refill guidelines, financial responsibility statement, payment guidelines, consent for treatment and release of medical information & insurance authorization. I certify that all of the information, provided is complete and accurate.


Patient Name ___________________________________________Signature ______________________________________________________Date____________________
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