HEMATOLOGY & ONCOLOGY ASSOCIATES

PATIENT REGISTRATION

Today's Date

PATIENT INFORMATION

Name Patient Account #

Address Date of Birth Sex

Social Security #

E-mail Address Telephone Home

Employer/School Cell

Address Patient Status: ___ Employed ___ Student(F/P)____
Employer/Schoot PPhone Married Single Other

Phone # for Appointment Reminder Calls _
INSURED INFORMATION

Please present your insurance cards at the front desk when you check in.

Patient is insurance subscriber
Insurance subscriber other than patient.
Please fill out the information below for the insurance subscriber if other than patient.
Subscriber Name Relationship to Patient
Subscriber Date of Birth Subscriber Employer Name
Subscriber Address
1D/ Policy #

Social Security # Group Name Group #
OTHER COVERAGE

Insured Relationship to Patient

Subscriber Insurance Co. Subscriber Date of Birth

Group Name Group¥# 15/ Policy #

Referring Physician
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READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. | authorize the release of any medical or other
information necessary to process my claims (s).

Patient or Authorized Person

 hereby authorize payment directly to HEMATOLOGY & ONCOLOGY ASSOCIATES NE PA, PC, federal [D# 23-2137083,
of my insurance benefits for medical care rendered by any physician associated with this group. T UNDERSTAND THAT I
AM RESPONSIBLE FOR PAYMENT OF ANY DEDUCTIBLE, COINSURANCE, OR NON-COVERED SERVICES

{Insured or Authorized Person)




gELAUSE HHIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS. SEE SEPARAIE INSTRULTIONS ISSUED BY
APPLICABLE PROGRAMS.

HOTICE: Any parson who knowingly files & slatement of cialm containing any misrepresentation or any 'aise. incomplete ot misleuding nlormation may
be gulity of a criminal act punishable under law and may be sublect to civii penalties.

REFERS TO GOVERNMENT PROGHAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS! A patient’s signature requests that paymeni be made and authonzes release of any inormalion necessary 10 process
the claim and cenifies that the information provided in Blocks 1 thraugh 12 15 lrug, accurate and complete. In the case of 2 Medicara claim, the patiant's signalure
authotizes any entity 1o release 1o Medicare medical and nonmedical information, including employment status, and whether the person has ampioyer group heaith
msurance, iabiity, ao-lault, worker's compansation or uther insurance which is responsible to pay for the services lor which the Medicare claim 15 made. See 42
CFR 411.24a). | item 9 is compleled. the pahent’s signature authorizes relaase of the information 1o the heaith plan or agency shown. n Medicare assigned or
CHAMPUS participalion £asgs, the physician agrees fo accept the charge determination of the Medicars carnet or CHAMPUS tiscal intermediary as the{ull charge,
and the patient 1s respongible only for the deductible, coinsurance and roncovered services. Coinsurance and the deductible are based upen the charge
determination of the Medicare carrier or CHAMPUS fiscal intecmediary i this is fess than the charge submitted. CHAMPUS is not a health insurance progiam bt
makes paymen lor health benetits provided through centain affifiations with the Unilormed Services Information onthe patient s sponsor shoutd be provided in those
nems captionad o “Insured™ re.. items 12. 4.6, 7. 9. and 11

BLACK LUNG AND FECA CLAIMS
The provider agrees 1o accept the amount paid by the Governmen! as payment in hul See Black Lung and FECA instruchions ragarding 1equired procedurs and
Jdiagnosis coding systems

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG) _
I gertity that the services shown onthis lormwere medically indicated and necessary for the health of the patient and were personally furnished by me orwers furnished
wesdent Wy prolessionat service by my employee under my immediale personal supervision, excepl as otherwise expressly perminted by Medicare or CHAMPUS
eguIatnns.

For services 1o be considéred as "incident” 1o a physician’s professional service, 1) they must be rendered under the shysician's immediats personal supervision
by his/her empioyee. 2} they must be an ntegral, although incidental part ol 3 covered physician's service, 3) they must be ofkinds commaonty furnished in physician's
offices. and 4) the services of nonphysicians must be includted on the physician’s bills.

For CHAMPLUS claims. Hurther certity that | {or any employes) who rendered services am nol an aclive duty member of the Unitormed Sarvices of a dvifian employeé
of the United Slates Government or a contract empioyee of the United States Govemment, gither Civilian or military {refer 10 & UUSC 55361, For Black-Lung claims,
I further certily that the services performed, were lor a Black Lung-related disorder.

No Part B Medicare benehis may De paid unless this lomm is received as required by existing law and regulations {42 CFR 424.32).

NOTICE - Any one whao misrepresents or fatsifies essential information to receiva payment lrom Federal funds requested Dy this form may upon ronviction be subject
16 fine and impasonmant under applicable Fedaral laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
{PRIVACY ACT STATEMENT)
We are authorized by HCFA, CHAMPUS and OWCP 1o ask you for information needed in the administration of the Medicare, CHAMPUS, FECA, and Black Lung
programis. Auttanty to collect information is in section 205(a), 1862, 1872 and 1874 ol the Social Secunty Act as amended, 42 CFR 411.24(a) and 424.5(a) (6}, and
&4 USC 3101:41 CFR 101 st seq and 10 USC 1079 and 1086; 5 USC 8101 el seq; and 30 USC 801 ef seq; 38 JSC 613; E.0. 9337,

The informalion we oblain to complete claims under these programs is used lo ideatily you and to determine your efigibility. i is also used 1o decida if the services
any supplies you received are covered by these programs and 1o insure that proper payment is mate.

The informalion may also be given to other providers of services, camiers, intermediaries, medical review boards, heatih plans, and other organizations or Federal
agencies, lor the effective administration of Federal provisions thal require ather third parties payers 1o pay primary 1o Federal program, and as otherwise necessary
10 administer these programs, For example, t may be necessary todiscloseinformation about the benetts you have usedioa hospital or goctor. Additional disclosures
are made Iheough routine uses tor inlermation caontained in systems of records.

. $OR MEDICARE CLAIMS: See the nolice madifving system No. 09-70-0501, titled, ‘Carrer Medicare Claims Record,’ published in the Eaderal Register, Vol. 55
No 177, page 37549, Wed. Sept. 12, 1990, or a5 updated and republished.

FOH OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Repubtication of Notice o Systerns of Recores,” Fedural Ragister Vol. 55 No. 40. Wed Feb. 28,
1845, See ESA-5. ESA-6, ESA-12, ESA 13, ESA-30, o as updated and republished

FOR CHAMPUS CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care providud by civilan sources and Lo 155ue payment upon estahiishment
ot ebgibility and detarmination that the services/supplas received are authorized by law.

BQUJJ,N_E_FSE& Information fram claims and related documents may b given to the Dept. of Veterans Altairs, the Depr. of Haalth and Human Services andior
the Dept. of Transportation consislent with their statutory administrative responsibiliies under CHAMPUS/CHAMPVA: to the Dept. of Justice for represemation of
the Secretary of Defense Incivilactions; to 1he internal Revenue Senice, private collection agencies, and consumar reporting agencies in connection with recoupment
ctaims; and to Cangrassionat Olfices in respenge 1o inquiries made at the request of the person to whom a record pertains. %pwpn‘ate disclosures may be made
1o other federal, state, local, loreign government agencies, prvale business entiies, and individual providers of care, on matters velating to antitlernent, claims
adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integnty, third-party liability, coordination of benefits, and cvil and
criminal fitigation related to the oparation of CHAMPUS.

DISCLOSUAES: Veluntary; hawavet, failure to provide information will result In delay in payment or may resultin deruai of claim. With the one exception discussed
below, there are ne penalties under these programs tor refusing to supply inlormation. However. lailure to tumish information eagarding the mextical services rendered
ot the amount charged would prevent payment of claims undar thase rams. Failura fo fumish any other information, SUCh as name or claim numbar, would delay
payment of the claim, Faiture to provide madical information under FECA couki be deemed an obstruction

#is rmandatary that you teif us it you know that another party is rasponsible o paying for your treatment. Section 11288 of the Social Security Act and 31 USC 3801-
3812 provids penatties for withholding this infarmatian,

you should be aware that £ 1. 100-503, the “Computer Matching and Privacy Protection Act of 1988", permits the govemment 1o verity intonmation by way of computer
matches

MEDICAID PAYMENTS {PROVIDER CERTIFICATION)
1 hereby agree 1o keep such records as are necessary to disclose fully the exien of services provided to individuals under the Slate’s Title XIX pian and to lustush
information regarding any paymants cizimed for providing such services as the State Agency or Depl. of Health and Humans Services may request.

tiuriher agree 1o accapl, as payment in ull, the amount paid by the Medicaid program for those claims submitied for payment under thal pregram, with the exception
of autharized deductible, coinsurarce, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): Icertity that the services listed above were medically indicated and necessary 1o the health of this patient and were
personally fumished by me or my employee under my parsonal direction.

NOTICE: This is to cerlily that the loregoing information is rus, acturale and complate. Tundarstand that payment and satisfaction of this claim will be from Federal and Stawe
funds, and that any false tlaims, stalements, of documents, of concealment of a material fach, may be prosecuted unde: applicable Federal o Statle laws.

Public 1eporting burden for this coliection of informalion is estmated o average 15 minutes per response, including time for reviewing instructions, soarching axising
date sources, gathering and maintaining data needed, and compleling and reviewing the collectian of information. Send comments regarding this burden 25timate ar
any other aspect of this collection of information, including suggestions for reducing the burden, o HCFA, Office of Financial Management, P.0. Box 26684, Battimors.
MD 21207 and to the Office of Managemant ant Budgel, Papanwark Reduction Project (OMB-0338-0008). Washington, D.C. 20503
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