" HAYDEL ASTHMA & ALLERGY CLINIC . K
Robert D. Haydel, Jr., MD

. 4752 Hwy 311 Smte 108 .
*  Houma, LA 70363 . :
(685) 857-8271- (985)655 82’7]_: Fx.

PATIENT INFORMATION
; {25t Nama

: First Nams: 5 o Middle Name:
Mailing Addreas - ' . Street Address:_ . St PR
City: State: “Zip Codn' =
Homis Telephone # (. ) Cﬂlli*( i g
Datz of Birth: __. AN - Social Seclrity Numbnr ' - -
Driver's License State: ____ Numbsr. 4 ‘

atiznt's Employsr: 2ot s

Empinysr 1=I=phon= wl e Can We call you at work?
Checkonz; - K “

., Patient (if a minor) fives with: ____ Mother __ Fathsr other: :
S Mal:* Femals . F‘ace: _ Caucasizn ___ African American __ Asian . other:
Status: ___ Single Nam’ad ' . Spouss’s Nams: _ i
Spouss's Employer:: : Spouss's Employar#( )

"Can Wb call your spouse at work if we nsed fo ge et in touch with you?

Pleass listat !:Eat One emsrgsncy con Lact forus io callin casa wa cannot gstin fouch wuth you.
Emergancy Nams (not in your home): : Flelamn

Emerg=ncy-r( ) e Ko )

IF THE PATIENT IS A MINOR, PLEASE FILL OUT BELOW:

Fathar's Nams: : Moth-rs Nams: _ e
Dats of Birth: ) s : = of Birth: . -
Cell#( 9 __ C=l] #( e
' IsitOKiocall? _ - ) © . 7 IsitOKto call'?

Employsr: : Employsr: ;
Employsr# () : Employsr#&: ( --)

.. BitOKiocall? . | I : IsitOK1io ca!l? L
Socizal Security # N / Social Sscurity # [ ke
Dnvar’s Licenss State # Driver's Licenss Siae: A

E- MA]L ADDRESS:

Your e-mzil addrass will remain confi denual and w]ll mt be sold or. shared lt w;]I be ushd ’u:: provid= .
important information on'a fimsly basis.

Name of the patisni's Primary Care Physiclan (PCP):

Did 2 physiclan'raf=-r you tous?____ NO Yés, * Physician's Nam=

Physician’s phone numb=r

How dld you h=ar about thls Du]CE? patisnt Physmlan Rafama T=!aphon= Directory
i mand Insurance Manual ) b




NSURANCE INFORMATION (Please provides the office wi
Primary Insuranice Company Name:__ L
Policy #: : '
Employer Naine: ;
Tnsured’s Full Name:
Tosured’s Date of Birth:

- Insured’s Phone #:___
Tnsured’s Social Security #:_
Tnsured’s Address: * : . _ A

. Relationship to Insured: - B - : B

4 a copy of vour insurance card with every visit

Group:

Please READ the following information carefully before signing.,

Privacy Notice

Our Notice of Privacy Practices (notices) provides information zbout how we may se
and- disclose protected health information about you. You have the right to review our notice *
before signing this consent. ‘As outlined in our notice, the terms of our notice mey change. If our
notice is changed or modified; you may obtzin 2 revised copy by request from the receptionist.

You have the right to request that we resirict how protected health information zbout you
is used or disclosed for treatment, payment or heelth cars operations. ‘We zre not required to agres
to this restriction, but if wé do, We 272 bound by our agresment. ' . e

BY signing this form, you consent to 0T uss and disclosurs of protectad health =
information zbout you for traatment, payment and healtt care operations. You have the right to
revoke this consent, in writing, except where we have already made disclosurss in reliance on
your prior consent, This consent is given freely with the understanding thatt " ;

1. Any and all records, whather written or oral or in electronic format are
confidential and cannot be disclosed without my prior writtsn authorization;
except as otherwise provided by law. : ; ! 5
A photocopy of f2x of this consent is as valid as +his original. _

T may revoke this consent at 20¥ fme, except-whers information has alr=ady been
g d by me in writd=e. ‘

hl!d

released. This consent is valid ntil revoks

il y Dete: ‘ i
Patient, Perent, or Gueardian Signaturs . ,
-: T - Please read the following carefnlly before signing.

Patient Insurance/Responsibility _ : AT
T understand that Dr, Haydel's Office reliss on the insurance informetion given to them -
by my carrier; which cannot be guaranteed. Itis Up to sach patient to know their insurance
benefits and ensure that what is relayed td you is also your understanding with your carrier.
 PLEASE NOTE: We must check your insurance card at every visit. The slightest change could
—asult in unnecessary expense. This will be done at gvery visit an

d we would appreciate your
willingpess o comply. 'H-EIIALS:. . : -

I request payment of guthorized MMdeMéﬁcﬁa benefits be made on my behalf to
Haydel Asthma & Allergy Clinie, Inc. for any services furnished me by that provider. I authorize
Dr. Haydel to release to my insurance ‘carrier/health care ﬁpanbiﬁg'administ'é.ﬁon and its egents

any information needed to Jetermins the benefits payable for relzted services. I understand that

the office policy is: 21l co-pays or 21 amounts not payable by insurance are due zt the time
of service. I also understand that the “yerification of benefits” obtained by Dr. Haydel’s office is
not a guarantee of payment snd circumstznces such as pre-x Hders we are not made aware of, efc.
may result in denials. T am Fnzncielly responsible for eny remaining covered charges not paid by
ieurance or Medicare and that balance is to be paid in full within 30 days after insurance -




" INTTIALS: .-

-

. payment of denial is made, Should an insurance company withhold payment “pending patient ' -
. info”, dccount will be considered a self-pay’ accousit until resalved. Individual payments will be
refunded if deemed payable by insurance. I understand that I will be responsible for any T
collection fees and court cost necessery should my account exceed the 60 days andThave not -
made agresable arangements. Re, my account. INITIATS: « - @ ' LT

. % 3 3, iy ] s ._‘,:.‘ F-.- : o “- N %
I understand that therewillbea $25 charge for failure to give atleast a 24-hour
" notice for a canceled appointment. To evoid being charged for a cancelled appointnent, Iwill -
.. be responsible for obtainingthe name end/ or code fom the person canceling my appt.

. IegrestoBavelab & d.ié.g:os_tic tests done in a timsly matmer end will personally _
. contact Dr. Haydel’s offics for 21l results. Patient assumes risks for remaining on medications if .
labs are hot performéd as ordersd, INITIATS: : S : :

Patient Financial Responsibility b i :
"I understand that T am fully responsible for any bills incurred from my offte visit or .
.. allergy immunotherspy. I agres to pay 2 525.00 szrvice charge for.each NSF chack issued. ITthe
patient is a minor, financial responsibilities lis with the parent/guardizn of the child. '

##T ouisizna lzw requirss physicians and other health cars providers +5 meks certein-disclosures

to petisnt when refer a patient to enother heealth cars facility in which the pﬁ?s_icim hasa | -

. significent interest in; (Physicizns Mediczl Center Hospital), 218 Corporats Drive, Houma, LA
70360. (4%) ownership interest and immediate family (0%). ' w0

" Dats:

Petient, Parent, or Guerdian Signatume .

.
Tagr
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