
Subscriber Name:            Relation to Patient                DOB:  

Address (if different from patient's):                        Phone#: 

City:                   State:                        Zip code:  

Subscriber Employed By:        Business Phone#: 

Insurance Company:       Phone#:  

Group #:           Subscriber#:

Name of other dependents covered under this plan: 

Home#:       Cell#:  

  Email Address: 

Name:                  SS#:
Last Name                First Name                               Initial

Address:              City:               State:              Zip code:

Sex: ■ M  ■ F       Age:                 DOB:             ■ Single   ■ Married   ■ Widowed   ■  Divorced   ■ Other

Patient Employed By:                                   Occupation:  

Business Address:            Business Phone#: 

Primary Care Physician:        Phone#:

In case of emergency who should be notified.                        Phone#: 

Person Responsible for account:
Last Name                                                     First Name                                   Initial

Relation To Patient:       DOB:       SS#: 

Address (if different from patient's):              Phone#:

City:                  State:    Zip code: 

Person Responsible Employed By:        Occupation:  

Business Address:               Business Phone#: 

Insurance Company:                Phone#: 

Group #:        Subscriber#: 

Name of other dependents covered under this plan: 

Is patient covered by additional insurance?  ■ Yes  ■ No  

I the undersigned certify that I (or my dependent) have insurance coverage with the above information and assign directly to Rajan
Dermatology all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially
responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to
the payment of benefits. I authorize the use of this signature on all insurance submissions.

Responsible Party Signature      Relationship       Date
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I hereby authorize physicians of Betty Rajan, MD to render care to me during my office visits and to fulfill the orders of my
physicians, including consultants, associates, and assistants of the physicians' choice. In consideration of services rendered or
to be rendered, I assign and transfer to Betty Rajan, MD any benefits payable to me or on my behalf under any insurance
coverage. I agree to fulfill all policy provisions which my insurance companies may require for payment. If a Medicare patient,
I request that payment of authorized benefits be made on my behalf. I further agree to pay for any items or services not
covered by the Medicare Program. I hereby understand that I am financially responsible for services provided which are to be
paid on the day services are rendered. This includes co-payments/deductibles with any managed care contract. If my
insurance company does not pay for services rendered to me within 90 days, I understand and agree to pay any outstanding
balance. I understand that I am responsible for the total charges for services rendered which my include services not covered
by my insurance companies. I agree that all amounts are due upon request and are payable to Betty Rajan, MD. I further
understand should this account become delinquent; I shall pay the reasonable attorney or collections expenses. I understand
that if I do not pay the entire new balance within 25 days of monthly billing date, a late charge of 1.5% on the balance then
unpaid and owed will be assessed each month. I realize that failure to keep this account current may result in you being
unable to provide additional services except for emergencies or where there is prepayment for additional services.

Patient responsibility is expected at the time services are rendered. This includes all deductibles, coinsurance, copayments,
and any non-covered services such as cosmetic procedures. Upon in office check-out, Rajan Dermatology
will collect payment based on your insurance plan fee schedule, and available benefit information, but is only an
estimate and your insurance plan will determine the final amount due. It should be noted that any procedure
performed in the office, such as but not limited to freezing a wart or performing a biopsy on a mole is considered
"office procedure" by most major insurance carriers and may be subject to your deductible.

I authorize Betty Rajan, MD to release medical information pertaining to my diagnosis and/or treatment, laboratory test
results, medical history, treatment, or any other such related information to:
Medicare or Medicaid, my insurance company or its designated representatives, any person(s) or entities financially
responsible for my care or treatment, representatives of local, state, or federal agencies in accordance with law,
employees or representatives of Betty Rajan, MD for investigation and defense of any claim or cause of action, actual
or potential, which is or may be asserted against Betty Rajan, MD or the employees of Betty Rajan, MD.
I hereby give permission to Betty Rajan, MD to notify me by phone or email of the following:
■ Yes ■ No     Appointment reminder, either by personal message or recorded message.
■ Yes ■ No     A message to call the office for test results. Actual test results will not be left by message.

I authorize Betty Rajan, MD to disclose my medical information pertaining to my diagnosis and/or treatment, laboratory
results, medical history, or any other such related information to these listed below (physician, family member). List any
individuals who you authorize to receive the above information on your behalf:

GENERAL PATIENT AUTHORIZATION

Name       Telephone#     Relationship

Name       Telephone#     Relationship



Our Notice of Privacy Practices provides information about how we may use and disclose protected health information
about you. The Notice contains a Patient Rights section describing your rights under the law. You have the right to review
our Notice before signing this form. The terms of our Notice may change. If we change our Notice, you may obtain a revised
copy by contacting our office. You have the right to request that we restrict how protected health information about you is
used or disclosed for treatment, payment, or health care operations. We are not required to agree to this restriction, but if
we do, we shall honor that agreement.
By signing this form, you acknowledge our use and disclosure of protected health information about you for treatment,
payment, and health care operations. You have the right to revoke this disclosure, in writing, signed by you. However, such
a revocation shall not affect any disclosures we have already made in reliance on your prior Acknowledgement. The
Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

• We request a 24-hour cancellation notice. Failure to call, "no shows," will be charged a $30 administrative fee
that is not billable to insurance. Surgery and cosmetic "no shows" will be charged $50.
• Prescription refills may take 24-48 hours to be processed. Please call your pharmacy to request refills.
• Co-pays and deductibles are due at the time services are rendered.
• Patients are responsible for verifying insurance coverage.
• We attempt to make courtesy phone calls to remind you of your appointment, If you do not receive a reminder
phone call and miss your appointment, this does not cancel our "no show" policy above.
• All returned checks will be charged a $30 administrative fee.
• If past bills are sent to collections, there will be a surcharge to cover the cost of the collection agency.
• Protected health information may be disclosed or used for treatment, payment, or health care operations.
• The Practice has a Notice of Privacy Practices, and that the patient has the opportunity to review this Notice.
• The Practice reserves the right to change the Notice of Privacy Practices.
• The Patient has the right to restrict the use of their information, but the Practice does not have to agree to
abide.
• The Patient may revoke this authorization in writing at any time and all future disclosures will then cease.
• The Practice may condition receipt of treatment upon the execution of this Authorization.

I acknowledge that I have read the above Payment Authorization, Hippa Authorization and our Practices Privacies and
have had access to read Betty Rajan, MD's full Notice of Privacy Practices.

The duration of this authorization is indefinite unless otherwise revoked in writing. I understand and authorize the
release of this information to other health care providers associated with my care to facilitate further health care
treatment. I further understand that requests for medical information from persons not listed above will require specific
authorization prior to the disclosure of my medical information.

Signature of Patient/Legally Authorized Representative      Print Name         Date

Minor Patients, if applicable
I give my permission for Betty Rajan, MD to examine and treat      , my minor child,
in your office without me being present. Any procedure requires a parent being present.

Print Parent or Guardian Name               Parent or Guardian signature

HIPAA / PRACTICE POLICY AUTHORIZATION


