INSURANCE INFORMATION

Medicare – Please check if   Primary ____ Secondary ____

Dr. Petrites is a Medicare Part B provider.  He will accept assignment on all Medicare Part B claims.  By accepting assignment, he agrees to adjust his charges to reflect the Medicare approved amount.  However, Medicare only pays 80% of the approved amount, and the remaining 20% balance is your responsibility.  If you have supplemental insurance, we will bill your supplemental insurance for the 20%balance.  If there is any remaining balance after Medicare and the supplemental insurance payment, it is the patient’s responsibility.   

Commercial Insurance -- Please complete the following

Plan Name___________________________ ID # on card___________________________

Name of insured____________________________  Relationship to patient______ Date of Birth_______________Social Security Number______________________ 

Employer_____________________________ Phone Number_________________

Home Address_____________________ __City_________________ State______
To ensure that you get the most from your visit, we do have some policies that we need to explain:

On each visit to our office, please bring your insurance cards with you.  Since insurance information changes so frequently, it is very difficult for us to stay current with these changes.  By bringing your card each time, it ensures that all paperwork is correct and reduces errors in billing to both you and the insurance carrier.

At the end of your visit you will be expected to pay your co-payment/co-insurance and or deductible.  Payment will be accepted as cash, check, or credit card/debit card.  If we do not receive your co-payment at the time of service, we will not be able to accommodate you with your next appointment until your account balance is paid in full.  Furthermore, if your account is over 30 days past due, a $25.00 charge may be added to the balance every 30 days.  If you have extenuating circumstances, our billing consultant will be happy to discuss them with you.   Thank you for your patience and understanding.

I allow 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 Mark E. Petrites, M.D., P.A.  Regulations pertaining to medical assignment of benefits apply.  Also I declare that I have listed all the medical and/or health insurance plans for which I may receive benefits.

SIGNATURE: _____________________________________ DATE: _______________

“I ___________________________and/or my representative agree not to bring a frivolous medical malpractice case or cause of action against Mark E. Petrites, M.D. or the legal entity.  Furthermore should a meritorious medical malpractice case or cause of action be initiated or pursued, I and/or my legal representative agree to use a (n) expert witness (es) who adhere(s) to the guidelines and/or code of conduct defined by the specialty society (ies) for expert witnesses in the area(s) of medicine who would typically have the background and experience to opine on such a case.”

SIGNATURE: __________________________________________DATE: ____________
