[bookmark: _GoBack]GARRISON PLASTIC SURGERY

PATIENT CONSENT, BILLING and INSURANCE INFORMATION

Patient’s Full Name: ____________________________________________________________________________________
DOB: ________________  SS#: _______________________  Marital Status:  □  S  □  M  □ D  □ W  	Sex:  □  M  □  F
Ethnicity: □ Hispanic/Latino □ Non-Hispanic/Latino               Preferred Language: ______________________________
Race: □ White □ American Indian/Alaska Native □ Asian □ Black/African American □ Native Hawaiian/Other Pacific Islander 
Address: _______________________________________________________________________________________________
City: __________________________________		State: _______________		Zip: ____________________
Home Phone: ____________________________________	Cell Phone: ________________________________________
Email Address: _________________________________________________________________________________________
Employer: ________________________________     Employer Address: __________________________________________
City: _____________________________________	State: _______________		Zip: ____________________
Employer Phone: ______________________________

Primary Physician: _________________________________	 Physician’s Phone: _______________________________

PERSON RESPONSIBLE FOR PAYMENT

Responsible Party: __________________________________	Relationship to Patient: ______________________________
DOB: _____________________________________________	SS#: ______________________________________________
Address: _______________________________________________________________________________________________
City: __________________________________		State: _______________		Zip: ____________________
Home Phone: ______________________________________	Cell Phone: ________________________________________
Employer: ____________________________________________	Employer Phone: _____________________________
Address: _______________________________________________________________________________________________
City: ___________________________________		State: _______________	Zip: ____________________

EMERGENCY CONTACT PERSON

Relationship to Patient: _____________________________	Full Name: ________________________________________
Nickname: ________________________________________	Home Phone: ______________________________________
Cell Phone: _______________________________________	Work Phone: _______________________________________

PRIMARY INSURANCE (Include Medicare/Medicaid)		SECONDARY INSURANCE (Include Medicare/Medicaid)
□  (Check here if no insurance coverage)
Insurance Name: ___________________________________	Insurance Name: ___________________________________
Insurance Address: _________________________________	Insurance Address: _________________________________
__________________________________________________	__________________________________________________
Effective Date: ____________________			Effective Date: ______________________
Policy/Medicare/Medicaid #: _________________________	Policy/Medicare/Medicaid#: __________________________
Group#: ____________________				Group #: ___________________
Relationship to Policyholder: _________________________	Relationship to Policyholder: _________________________
Name of Policyholder: ______________________________	Name of Policyholder: _______________________________
Policyholder’s DOB: _______________________________	Policyholder’s DOB: ________________________________

CONSENT

I consent to medical examination, laboratory procedures and other studies ordered by physicians, advanced practice nurses, physician assistants or other health care providers of Carla Garrison, M.D.

I authorize Carla Garrison, M.D. to disclose to the Social Security Administration and Health Care Financing Administration or its intermediaries or carriers, and/or my insurance company listed above, any information relating to the identity, diagnosis, prognosis or treatment of the patient named above.  I understand the purpose of this disclosure is to facilitate the payment of insurance benefits.

I request payment of authorized Medigap benefits be made to Carla Garrison, M.D. and authorize any holder of medical information about me to release to my Medigap insurer any information needed to determine benefits payable for services.

In consideration for services rendered, I hereby assign to Carla Garrison, M.D. benefits to which I am entitled under the terms of my insurance policy(ies) listed above, and agree to be responsible for services not paid in whole or in part by my insurance company, which I hereby certify is in full force and effect.  This authorization will remain in force and effect until revoked by me in writing.

Note:  If you are found to have a condition, such as cancer, which must be reported to a county, state or national health agency, your diagnosis will be reported as required by law to the appropriate agency.

Date: ________________________		Signature: ______________________________________________

CHILDREN ONLY
OTHER PARENT OR GUARDIAN

Name: _______________________________________	Relationship to Patient: _______________________
Home Phone: _________________________________	Work Phone: ________________________________
Street: _______________________________________
City: ________________________________________	State: __________	Zip: ______________________
SS#: ________________________________________	DOB: ______________________________________
Employer Name: _____________________________________________________________________________

PERMISSION TO TREAT MINOR CHILDREN IN ABSENCE OF PARENT OF GUARDIAN

Person Responsible in Parents’ Absence: _________________________________________________________
Street: ______________________________________________________________________________________
City: _________________________________________	State: __________	Zip: ______________________
Home Phone: _________________________________	Work Phone: ________________________________

The undersigned hereby consents to and authorizes Carla Garrison, M.D., its physicians and surgeons, to furnish medical services and treatment to the above-named minor, whenever the minor is presented for treatment. I will pay the charges incurred.

Date: _________________________	Signature: ______________________________________________
								□ Parent	□ Guardian

Payment Due at Time of Service
