STEVEN J. WALTRIP, M.D.

A Medical Corporation

PATIENT INFORMATION: (Please print in black ink ONLY)

Name: ____________________________________________________________________ 

Date of Birth: _____________________ Sex: Male/Female
Marital Status: M / S / D / W 

Driver’s License #: _____________________________
SSN #: ______________________ 

Address: __________________________________________________________________ 

City: ________________________________________ State: _________ Zip: __________ 

Home Phone: __________________________  Work/Cell: __________________________ 

Employer: ________________________________ Occupation: ______________________ 
Spouse’s Name: ___________________________  Phone #: _________________________ 

Referred by: ________________________________________________________________ 

IN CASE OF EMERGENCY:
Name: ________________________________  Relationship: ________________________ 

Phone: ________________________________ 

PERSON FINANCIALLY RESPONSIBLE: (Fill out only if different from patient)

Name: ____________________________________________________________________ 

Address: __________________________________________________________________ 

City: _______________________________________ State: __________ Zip: __________ 

Home Phone: __________________________  Work/Cell: _________________________ 

Employer: ________________________________ Occupation: ______________________ 

Driver’s License #: ______________________  SSN #: ____________________________ 

INSURANCE INFORMATION:

Primary Insurance Company: __________________________ Phone: _________________ 

Policy Holder: ______________________________ Relationship to Patient: ____________ 

Policy #: _____________________________ Group #: _____________________________ 

Secondary Insurance Company: ________________________ Phone: _________________ 

Policy Holder: ______________________________ Relationship to Patient: ____________ 

Policy #: _____________________________ Group #: _____________________________
WORKER’S COMPENSATION INFORMATION: 

Insurance Company: ____________________________ Claim #: ____________________ 

Address: __________________________________________________________________ 

City: _______________________________________ State: _________ Zip: ___________ 

Adjuster: ____________________________________ Phone: _______________________ 

Fax: ________________________________________ 

I certify that the information provided is true and accurate to the best of my knowledge.

Signature: __________________________________________ Date: ________________

STEVEN J. WALTRIP, M.D.

A Medical Corporation

ASSIGNMENT OF BENEFITS
I hereby authorize and request my insurance company to pay directly to the Doctor the amount due on my claim for services rendered to me or my dependent.  I further agree that should the amount be insufficient to cover the entire medical expense, I will be responsible for payment of the difference; and if the nature of the disability be such that it is not covered by the insurance policy, I will be responsible to the Doctor for payment of the entire bill.
_____________________________________________________________________________ 

Patient Signature






Date

I authorize the release of any medical information to my insurance carrier as requested.  I permit a copy of this authorization to be used in place of the original.

_____________________________________________________________________________ 

Patient Signature






Date

Medicare Patients Only:

I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its intermediaries or carriers any information needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits either to myself or to the party who accepts assignment.  I understand it is mandatory to notify the healthcare provider of any other party who may be responsible for paying for my treatment (Section 1128b of the Social Security Act and 31 U.S.C. 3801-3812 provides penalties for withholding information.)  Regulations pertaining to Medicare Assignments of benefits also apply.

_____________________________________________________________________________ 

Medicare Recipient Signature





Date

STEVEN J. WALTRIP, M.D.

A Medical Corporation

CANCELLATION POLICY
Due to the demand of our business and in fairness to other patients, we find it necessary to require a minimum of 24 hours  notice during our business hours of 8 A.M. to 5 P.M. for cancellation and/or rescheduling of your appointment.

All appointments not cancelled 24 hours in advance will be charged $75.00.

Thank you for your cooperation.

_____________________________________________________________
Signature







Date
STEVEN J. WALTRIP, M.D.

A Medical Corporation

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

As required by the Privacy Regulations, I hereby acknowledge that I have received a current copy of “NOTICE OF PRIVACY PRACTICES” for STEVEN J. WALTRIP, M.D., INC.  I understand that it is my responsibility to read and review the Privacy Notice.

As required by the Privacy Regulations, I am aware that STEVEN J. WALTRIP, M.D., INC. has the right to change the terms of its notice and to make the new notice provisions effective for all protected health information that it maintains.

By way of my signature, I provide STEVEN J. WALTRIP, M.D., INC. with my authorization and consent to use and disclose my protected health care information for the purpose of treatment, payment, and health care operations as described in the privacy notice.

______________________________________ 

Patient’s Name (print)

______________________________________

      ____________________

Patient’s Signature







Date
465 N. Roxbury Drive, Suite 750

Beverly Hills, CA 90210

Phone: 310.860.3434
Fax: 310.860.3456
