HAMPTON ROADS NEUROPSYCHOLOGY
Telephone 757.498.9585  Fax:757.468.1685  www.HamptonRoadsNeuropsychology.com
 REGISTRATION FORM

First Name: __________________________________ M.I:_____ Last Name:  __________________________________________
Address:____________________________________________________________________________________________________
City: ______________________________________________________ State: __________________Zip Code: ________________
Home Phone: _________________________ Work Phone:  _______________________ Cell Phone:_________________________
Email Address_______________________________________________________________________________________________

SSN #: ______________________________     Birthdate: _______________   Age: _______      Marital Status:    M    S    W    D

Male: ____   Female: ____     Employment Status:   (     )Full Time   (     )Part Time    (     )Retired    (     )Unemployed   (     )Student
Place of Employment: _____________________________________________________Title:______________________________

Referred by:  ___________________________________     Primary Care Physician:  _____________________________________
Responsible Party:  __________________________________________________________________________________________
Address: __________________________________________________________________________________________________

City: ________________________________________________________     State: _________________       Zip:  _____________ 

Home Phone: _________________________ Work phone:  ___________________________ Cell Phone:  ___________________
Emergency contact:  Name: ___________________________________________________________________________________
Relationship to Patient:   ________________________________   Phone:_______________________________________________

Were you injured while working? (Workers Compensation) 
(     )  Yes
(     ) No

If yes, name and phone number of employer: ______________________________________________________________________
Were you involved in an accident?
             


 (     ) Yes
(     ) No 

 

If yes, explain nature of accident:   ______________________________________________________________________________
Are you represented by an attorney?    


(     ) Yes     
(     ) No 

If Yes, name of attorney, address, and phone number:   ______________________________________________________________
___________________________________________________________________________________________________________

INSURANCE/ WC INFORMATION
Valid INSURANCE ID cards and a PICTURE ID must be presented at the first visit

Prim. Insurance or WC carrier:  _________________________________________ Policy #:_____________________________
Group #:  ________________________________ Name of Insured: ___________________________________________________
Insured’s date of birth:  __________________________________ Relationship to Patient:   ________________________________

Secondary Insurance:   ___________________________________________ Policy #:  __________________________________

Group #:  ________________________________ Name of Insured: ___________________________________________________
Insured’s date of birth: __________________________________  Relationship to Patient:   ________________________________
          *******       PLEASE READ THE INFORMATION AND SIGN ON OTHER SIDE       *******     
HAMPTON ROADS NEUROPSYCHOLOGY

Telephone 757.498.9585  Fax:757.468.1685  HamptonRoadsNeuropsychology.com
REGISTRATION FORM
FILING INSURANCE CLAIMS AND OBLIGATION OF PAYMENT 

IT IS UNDERSTOOD BY THE UNDERSIGNED THAT:  Insurance coverage is a contract between the patient and their insurance company and that charges are ultimately the responsibility of the patient /guarantor.  It is understood that all co-pays, co-insurance, and deductibles are the responsibility of the patient/guarantor and that payment is required at the time services are rendered. There is a $50 fee for returned checks.

If you are covered by an insurance carrier with whom we participate, HRN will file insurance claims as a courtesy, and will provide all reasonable documentation necessary for reimbursement. Insurance carriers maintain a policy of reimbursement based on medical necessity. Medical necessity is determined upon receipt and review of a claim. Although HRN makes every effort to confirm benefits and obtain pre-authorization for services, IT IS IN NO WAY A GUARANTEE OF PAYMENT.  It is the patient’s responsibility to be aware of their policy limitations of coverage and benefits prior to making an appointment.  Please note that if a claim is denied because of any coverage limitation and exclusions, it immediately becomes the patient’s responsibility. 
If the patient is not covered by insurance, if the patient is seeking treatment because of litigation-or has been referred to HRN by an attorney-or if the patient is seeking treatment for educational, competency, disability or placement purposes, commercial insurance cannot be filed under these circumstances and payment in full is required at the time services are rendered.
HRN is not a MEDICAID provider.  If the patient has MEDICAID as a secondary to Medicare, or has no supplemental/secondary insurance to Medicare, the 20% co-insurance payment, as mandated by Medicare, is required at the time services are rendered unless payment arrangements are made in advance. 

The undersigned does direct and assign payment from any insurance coverage, workman’s compensation, governmental agency, disability benefit, and assignment of proceeds from all settlements, judgments or verdicts in favor of the undersigned from third party liability claims for injuries treated hereunder, in an amount equal to the full amount of charges incurred to HRN.

PAST DUE BALANCES AND COLLECTION COSTS

Any remaining balance on a patient account, after an insurance carrier or third party payor has reimbursed the contracted amount, and all attempts to collect from insurance have been exhausted, is the responsibility of the patient/guarantor and is due upon receipt of an HRN statement. 
The obligation of each undersigned is an original, direct and independent promise to pay based on the exclusive credit of each and not a collateral or contingent promise to answer for that debt.  I the undersigned understand that I am responsible for all collection and/or attorney fees incurred in the collection of a debt.

CANCELLATIONS / NO SHOWS

HRN requests at least 24 hours notice if, for any reason, the patient is unable to keep an appointment.  Failure to contact HRN for a new patient, therapy or feedback appointment may result in a $30 fee.  Failure to contact HRN for a testing appointment may result in a $50 fee. Missed appointment and no show fees must be paid prior to re-scheduling.  Patients that miss or cancel two appointments may not be re-scheduled.

ALL WEAPONS INCLUDING CONCEALED FIREARMS ARE PROHIBITED ON THE PREMISES
ACKNOWLEDGEMENTS:

I the undersigned, acknowledge, understand, and will comply with all the policies stated above.

PATIENT NAME (please print) _______________________________________________________

PATIENT SIGNATURE_____________________________________________________________
PARENT/GUARDIAN/GUARANTOR (signature)________________________________________
DATE_______________________________

