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PATIENT COMMUNICATION AGREEMENT

/ /
Patient’s Mame; Last First Midele Initial Date of Birth
Address City State Zip Code
Phone: § I [ ) { 1
Home Work Cell

In accordance with HIPAA, please answer the following questions:

May we leave messages on your voice mail or answering machine? [OYes [INo

May we leave messages with any other person and/or do you authorize any other person to call regarding

your medical information? ClYes [INo
If Yes, with whom? Relationship ( )
Phone
If Yes, with whom? Relationship { )
Phone
May we call you at work? OYes [No
Emergency Contact: Relationship: ( )
Phone
Pharmacy of Choice: Town and Street of Pharmacy:
Your Email address is required for us to set-up your login to our patient portal.
The patient portal allows you to securely communicate with our staff. You can:
Send messages to and from the practice.
Request refills on your medication.
View lab reports.
Request appointments.
#ANEW##* - GUEST PAY SERVICES are now available on our Web Site. Logging in is no longer required to
make payment on your balance!

Do you want access to the Patient Portal and have the ability to utilize its features? [lYes [INo

PLEASE TURN OVER

If yes, Email Address:




Please initial each section. PATIENT NAME

(Initial) | understand there is a $25.00 “No-Show" and/or “Late Cancellation Fee" if | do not provide a minimum
of 24-hours' notice of my intent not to appear at a scheduled appointment. If the appointment is for a Wellness or Physical
Examination, | understand the fee for “Late Cancellation™ or “No Show" is $50.00.

(Initial} | hereby authorize Riverside Medical, S.C., to release to my insurance company, third party insurance, or their
meadical review companies, all medical information necessary to secure payment of medical services. | hereby authorize payment
of all madnr:.alfsurgmal insurance bensfits, to be dlrecﬂy t-:r Rwermde Medical, S.C. Lu_gg"g._t_a_nd | will ba fully responsible for

({Initial) Payment for services may be made by credit card, approved check, or cash. Returned checks will be issueda
$35.00 return fee.

(Initial) UNPAID BALANCES AFTER 60 DAYS WILL BE SUBJECT TO $25.00 PER MONTH LATE FEE. Accounts
4 months and older, may require COLLECTION AGENCY ACTION if an agreement between Riverside Medical and myself has not

been formally arranged. ALL COLLECTIONS FEES WILL BE MY (PATIENT] RESPONSIBILITY.

(Initial) INSURANCE POLICIES DETERMINE MEDICAL COVERAGE. THERE ARE MANY DIFFERENT PLANS,
INDEPENDENT OF EACH OTHER, WITHIN THE SAME INSURANCE COMPANY. [T 1S MY (PATIENT) RESPONSIBILITY TO
UHDERETAHD MY MEDICAL CGVERAW

WELLMNESS COVERAGE - According to the American Medical Association and your insurance, the Term “Wellness” only
includes -

1. Age and Gender specific history and examination.
2. Risk factor reduction interventions such as Vaccines, Mammograms, Prostate Screening, and Pap Smears.
3. Certain Laboratory Tests. (Does not apply to Medicare Patients.)

|InltlaI}

cundltinn that requ]res review, continuous treatment ndvlce andlor dlag is

PRIVACY POLICY

The HIPAA notice has been made available to me by Riverside Medical, 5.C.

My signature is confirmation that | understand, and initial each section listed above.

Patients will have 60 days to review and remit payment on outstanding balances. After 60 days, a $25.00 Late Charge will be applied,
To eliminate the possibility of any late payment fee please provide your credit card below. Any dispute of balance must be made no later
than 45 days from the date of service, or 45 days from the date your insurance makes final adjudication of your claim. After 80 days,
unpaid balances will automatically be charged to your credit card account.

REQUIRED CREDIT CARD# Expiration Date ! ¥ Authorization Code:
{3 digits on back side of card
if A Ex. 4 digits on fromt)

Signature Date

52019 POS Raontar ¥ 100545




