Cynthia D. Gray MD PC

2101 NE 139TH ST. #285 BUILDING B

VANCOUVER, WA 98686

Ph 360.892.0096 Fax 360.892.1962

PATIENT REGISTRATION

Welcome to our office. We are committed to providing the best, most comprehensive care possible. We encourage you to ask questions. Please assist us by providing the following information. All information is confidential and is released only with your consent. Please fill in the blanks below the line.

	Patient Name                                           Today’s Date                 Date of Birth                     Sex                      Age



	Parent if Patient is a Minor



	Patient’s Social Security                             Email Address                                               Receive promotion’s emails   Yes      No


	Home Address                                          City                                State                         Zip



	Mailing Address if Different                       City                               State                         Zip                        



	Home Telephone Number                                   Work Telephone Number                            Cellular Telephone Number



	Occupation                                                                      Employer’s Name



	Employer’s Address                                  City                                State                        Zip



	Spouse Name                                                                                  Employer (necessary if spouse is primary card holder)


	Primary Physician’s Name / Phone number                                    Referring Physician / Phone number         


	Who referred You to Our Practice? ________________________________________________________________

Preferred Pharmacy      ____________________________________________ Phone # ______________________

	NOTIFY IN CASE OF EMERGENCY

	Name                                                                               Relationship



	Address                                                     City                                 State                       Zip



	Home Telephone Number                                   Work Telephone Number                            Cellular Telephone Number



	FINANCIAL INFORMATION: PERSON RESPONSIBLE FOR FEES

	Name                                                                                  Telephone



	Address                                                     City                                 State                       Zip



	Primary Insurance                                                                Claim Address



	Subscriber’s Name                          Subscriber’s Date of Birth                Subscriber’s SSN#.



	Insurance ID No.:                                                          Group #                                Provider Ph. line #

	Secondary Insurance                                                             Claim Address



	Subscriber’s Name                          Subscriber’s Date of Birth               ID. #                                               Group#


	Were You Injured on the Job?         YES       NO                    Date of Original Injury:

Please sign ONLY if informed that Dr. Cynthia Gray is NOT contracted with my insurance______________________________________

	Assignment of Benefits/Authorization for Treatments: I hereby authorize treatment and authorize the provider of medical services to release information for these services to my insurance carrier for payment. I further authorize that payment of benefits be made payable to Dr. Cynthia D. Gray, the provider, on my behalf. I understand that I am financially responsible for all charges not covered by my insurance. 

Patient or Authorized Representative Signature :                                                                                    Date


Cynthia D. Gray MD PC


BRIEF HISTORY

In an effort to serve you better, we request that you provide us with the following information. We need this information to give you the best care and treatment possible.  All information is held strictly confidential and is released only with your written consent.

	Last Name:                           First:                                     Age:            Sex:

Height:                              Weight :                            Marital Status:   
	Doctor Notes

please do not write in this area

	Presenting Problem or Proposed Surgery:

Date of current diagnosis:
	

	ILLNESS/INJURY: Please check if you have ever had:
	

	Yes
	No
	
	Yes
	No
	
	

	
	
	High blood pressure
	
	
	Kidney Stones
	

	
	
	Diabetes
	
	
	Abdominal bleeding
	

	
	
	Peptic ulcers
	
	
	Diverticulosis
	

	
	
	Heart attack
	
	
	Thyroid problem  Hyper / Hypo
	

	
	
	Chest pain/tightness
	
	
	Lung problems/asthma
	

	
	
	History of heart murmur
	
	
	Shortness of breath
	

	
	
	Stroke
	
	
	Accidents/broken bones (list)
	

	
	
	Cancer
	
	
	Pulmonary Embolus
	

	
	
	Hepatitis
	
	
	Deep Vein Thrombosis (Blood Clots)
	

	
	
	Yellow jaundice
	
	
	Poor Circulation
	

	
	
	Gallstones
	
	
	Other:
	

	OPERATIONS: List names and dates of all operations you have had        ( None
	

	Year
	Name of Operation
	Type of Anesthetic, if Known     Complications
	

	
	
	
	

	
	
	
	

	
	
	
	

	Have you ever had a blood transfusion? ( Yes         ( No     Date:

List any hospital admissions or medical conditions not list above:

FEMALES ONLY: Are you pregnant? ( Yes        ( No
	

	DRUGS: Please list all drugs you take and their dosages. ( None
	

	Drug                                  Dosage
	Drug                                         Dosage
	

	
	
	

	
	
	

	ALLERGIES: Please list type and reaction                                    ( None
	

	Type                                Reaction
	Type                                     Reaction
	

	
	
	

	
	
	

	Do you currently use tobacco? ( Yes       ( No     # Years___ /PPD ____

Have you ever used tobacco? ( Yes       ( No     Yrs Quit ________

Do you drink alcohol? ( Yes       ( No     Frequency/Amount___ /____

Have you ever used drugs? ( Yes        ( No     Yrs Quit ________

Type: _________________


	

	The above information is true and accurate.

Patient Signature (parent if patient is a minor)________________ DATE________
	


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

PRIVACY PRACTICES ACKNOWLEDGEMENT

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Cynthia D. Gray MD PC

2101 NE 139TH ST. #285 BUILDING B
VANCOUVER, WA 98686
360.892.0096 

I have received the Notice of Privacy Practices and have been provided an opportunity to review it.
NAME OF PATIENT_________________________________

BIRTHDATE________________________________________

SIGNATURE________________________________________

RELATIONSHIP TO PATIENT__________________________

DATE______________________________________________

Due to the Privacy Practices of this office, in compliance to The Health Information Portability and Accountability Act, please list telephone numbers we have permission to leave appointment reminders and other general information that would need to be relayed to you, as a patient, concerning your healthcare.

HOME____________________________________yes__________no___________

WORK____________________________________yes__________no___________

CELL______________________________________yes__________no___________

Please Initial_________

Financial Policy Cynthia D. Gray MD 

2101 NE 139TH ST. #285 BUILDING B

Vancouver, WA  98686

Patient Name: ________________________________ Date of Birth: ___________

BASIC POLICY & COSMETIC PROCEDURES: Payment for service is due in full at the time service is provided in our office.

FOR PATIENTS WITH INSURANCE: We will bill insurance carriers for you if contracted and proper paperwork is provided to us. We will also bill secondary insurance companies for you. Co-payments and deductibles are due at the time of service. If you have a remaining deductible at the time of scheduling surgery, the remaining deductible amount must be paid in full at your pre-operative (History & Physical) appointment. We will verify your deductible status with your insurance carrier prior to this appointment, and payment of the remaining deductible is required before surgery will proceed. Since your agreement with your insurance carrier is a private one, we do not routinely research when an insurance carrier has not paid or why it paid less than anticipated for care. If an insurance carrier has not paid within 60 days of billing, professional fees are due and payable in full by you.
SURGERY FEES: All co-pays, deductibles, and payments for non-covered surgical procedures are due prior to your surgery. Prior authorization may be required by your carrier.

NONCOVERED SERVICES: Any care not paid for by your existing insurance coverage will require payment in full at the time services are provided or upon notice of insurance claim denial. 

Surgical Assistants – CRNFA – Dr. Gray will often utilize the services of a CRNFA (Certified Registered Nurse First Assistant) or Surgical Assistant. She finds this helpful as it decreases the amount of time a patient is on the operating table and under general anesthesia. Most insurance companies will not cover the cost of the CRNFA. These charges are the patient’s responsibility. Cost for these service is ($150-$500)       
PERSONAL INJURY CASES: This office does not bill for auto accidents or other liability or lawsuit-related cases. You are responsible for payment at the time of service. We do not accept liens.

WORKER’S COMPENSATION: If your injury is work-related, we will need the case number and carrier name prior to your visits in order to bill the worker’s compensation insurance company.

MISSED APPOINTMENTS: In fairness to other patients and the doctor, we require at least 24 hours’ notice to cancel appointments. You will be charged for missed appointments or dismissed from the practice if this becomes a problem.  

ASSIGNMENT OF INSURANCE BENEFITS: Please read and sign below. If for any reason they deny payment on any appointments and procedures I understand that I am responsible for all unpaid billing. I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, private insurance, and any other health plans, to Dr. Cynthia Gray. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original.  I understand I am financially responsible for all charges whether or not paid by said insurance. I hereby Authorize said assignee to release all information necessary to secure the payment.

Signature: __________________________________________________ Date: ___________________________

I have read, understood, and agreed to the above financial policy for payment of professional fees.

The patient is ultimately responsible for all professional fees.

Patient’s Name (Please Print):___________________________________________________________________


Signature: ________________________________________________________Date:__________________


	


Credit Policy

Payment Options:

*Cash
Cosmetic consultation fee of $100.00 required at the first consultation visit for all self-pay and non-contracted insurance plans. If you decide during your consult to pursue a pre authorization for surgery due to medical health issues we automatically bill your insurance (only if contracted) for this appointment and the $100.00 will go towards your bill. This is billed at a higher rate than the $100.00 due to all the work that is required. 
*Copayment

Your copayment is required at the time of service.

*Insurance Deductible    Due prior to surgical procedure.               

*Credit Cards

We accept Visa, Mastercard, Discover and Care Credit.
FMLA/WORK OFF/INSURANCE FORMS there is a $40.00 charge for each form/packet and we must be given a minimum of 5 days to complete.
Patient Billing Statements:

You will receive a monthly statement showing itemized charges and the total due on your account.  Payment in full is

required with 60 days.  

If you are not insured, we will work with you to arrange a signed payment plan.  Interest will continue to accrue during the duration of the payment plan.

There will be a $40.00 fee charged for returned checks.  No credit will be extended to patients having a delinquent 

account or who have been referred to a Collection Agency for payment.

Responsibility for payment of your account remains with you at all times; and although you may have an insurance claim pending, we must look to you for payment regardless of the circumstances involved.

Insurance Overview: Patients with insurances please read and sign below. I understand that billing my insurance is a courtesy and if for any reason they deny payment on any appointments and procedures that I am responsible for all unpaid billing.
Preferred and Non preferred Provider Plans:  If Dr. Cynthia Gray is not on the preferred provider panel, you will be responsible for allowed and non-allowed charges. We advise you to call your insurance plan to see if we are in network with your plan, it is the patient responsibility as plans have many different panels and we are unable to know each individual plan.

Medicare:  We accept assignment with Medicare.  One secondary insurance claim is submitted as a courtesy.

If additional surgery is required, patient must have remaining balance paid in full prior to that surgery.

I have read and understand the credit policy.  After signing this policy, I will be given a copy for my records.
Signature:_____________________________________________________ Date:  ____________________

[image: image1.emf]      PRIOR TO SURGERY :   CALL YOUR INSURANCE MEMBER NUMBER   ( O N BACK OF CARD)   TO  CONFIRM YOUR BENEFITS AND ELIGIBILITY.  ALSO TO CHECK ON YOUR  DEDUCTIBLE AMOUNT   AND / OR COPAY , IF ANY.     EVERY POLICY IS UNIQUE TO THE PLAN OFFERED.  YOU ARE  RESPONSIBLE FOR  KNOWING WHAT IS COVERED IN YOUR SPECIFIC  PLAN.     CPT CO DES & DESCRIPTION       DR. GRAY’S BILLING SERVICE FOR MORE INFORMATION   MBA  -   360.687.5221  


Cancellations of appointments/no-show Policy

· When you do not show up for a scheduled appointment, it creates an unused appointment slot that could have been used for another patient. It is very important that you call within 24 hours in advance to cancel your appointment.

· On your second no-show occurrence on a follow up visit, there will be a $45 charge to your account. If you are scheduled for a Pre-Op /History & Physical appointment prior to surgery and you no-show, you will be billed $100.00.  We may need to reschedule surgery which involves a rescheduling fee of $150.00 for insurance patient and cosmetic patient could lose up to half your surgery fee. If you are an insurance case we may need to update a pre-authorization this might require an appointment to start the process over again this appointment will be billed to your insurance.

· After three consecutive no-show occurrences, the practice may elect to terminate our relationship with you.

Signature ____________________________ Date_________________

DR. CYNTHIA GRAY MD, PC

SPABELLA

2101 NE 139TH ST VANCOUVER, WA 98686
(360) 892-0096

NOTICE OF PRIVACY POLICIES

    “NOTICE OF PRIVACY POLICIES” DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.      PLEASE REVIEW IT CAREFULLY.

Introduction

The physicians and staff of Cynthia D. Gray MD, PC are committed to the responsible management of your protected health information. This Notice of Health Information Practices describes the personal information we collect and how and when we use or disclose that information. It also describes your rights as they relate to your protected health information. This Notice is effective April 14, 2003, and applies to all protected health information as defined by Federal Regulations.

Understanding Your Health Record/Information

Each time you visit our office, a record of your visit is made. Typically, this record contains your symptoms, examination and test results, diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, serves as a:

· Basis for planning your care and treatment

· Means of communication among the many health professionals who contribute to you care

· Legal document describing care provided to you

· Means by which you or a third-party payer can verify that services billed were provided

· Tool in educating health professionals

· Source of data for medical research

· Source of information for public health officials charged with improving the health of this state and the nation

· Source of data for our future planning

· Tool with which we can assess and continually work to improve the care we render and the outcomes we receive

Understanding what is in your record and how your health information is used helps you to ensure its accuracy, better understand who, what, when, where, and why others may access your health information, and make more informed decisions when authorizing disclosure to others.

Your Health Information Rights
Although your health record is the physical property of Cynthia D. Gray MD, PC the information it contains belongs to you. You have the right to:

     •
Obtain a paper copy of this notice of information practices upon request (we are permitted to charge for this service and are allowed 21 days to comply)

     •
Inspect and copy your health record as provided for in 45 CFR 164.524 (available within 21 days)

     •
Amend your health record as provided in 45 CFR 164.528

     •
Obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528

     •
Request communications of your health information by alternative means or at alternative locations

     •
Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522

     •
Revoke your authorization to use or disclose health information except to the extent that action has already been taken.

Our Responsibilities
 Cynthia D. Gray MD, PC is required to:

      •
Maintain the privacy of your health information

      •
Provide you with this notice as to our legal duties and privacy practices with respect to information we collect and maintain about you

      •
Abide by the terms of this notice

      •
Notify you if we are unable to agree to a requested restriction

      •
Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.

 We reserve the right to change our policies and to make the new provisions effective for all protected health information we maintain. Should our information policies change, we will mail a revised notice to the address you’ve supplied us, or if you agree, we will email the revised notice to you.

We will not use or disclose your health information without your authorization, except as described in this notice.  We will also discontinue to use or disclose your health information after we have received a written revocation of the authorization according to the procedures included in the authorization.

For More Information or to Report a Problem
If have questions and would like additional information, you may contact the practice’s Privacy Officer at (360) 892-0096

If you believe your privacy rights have been violated, you can file a complaint with the practice’s Privacy Officer, or with the Office for Civil Rights, U.S. Department of Health and Human Services. There will be no retaliation for filing a complaint with either the Privacy Officer or the Office for Civil Rights.  The address for the OCR is listed below:

Office for Civil Rights
U.S. Department of Health and Human Services 

200 Independence Avenue, S.W. 

Room 509F, HHH Building 

Washington, D.C. 20201 

Examples of Disclosures for Treatment, Payment and Health Operations
We will use your health information for treatment. 
For example: Information obtained by a nurse, physician, or other member of your health care team will be recorded in your record and used to determine the course of treatment that should work best for you. Your physician will document in your record his or her expectations of the members of your health care team. Members of your health care team will then record the actions they took and their observations. In that way, the physician will know how you are responding to treatment. 

We will also provide your physician or a subsequent health care provider with copies of various reports that should assist him or her in treating you once you have been discharged from our care, or upon your request.

We will use your health information for payment. 
For example: A bill may be sent to you or a third-party payer. The information on or accompanying the bill may include information that identifies you, as well as your diagnosis, procedures, and supplies used. 

We will use your health information for regular health operations. 
For example: Members of the medical staff, the quality improvement manager, or members of the compliance team may use information in your health record to assess the care and outcomes in your case and others like it. This information will then be used in an effort to continually improve the quality and effectiveness of the healthcare and service we provide. 

Business associates: There are some services provided in our organization through contacts with business associates. Examples include physician services in the emergency department and radiology, and certain laboratory tests. When these services are contracted, we may disclose your health information to our business associate so that they can perform the job we’ve asked them to do and bill you or your third-party payer for services rendered. Other business associates who may have contact with your health information are off-site records storage and shredding service. To protect your health information, however, we require the business associate to appropriately safeguard your information.

Notification: We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, your location, and general condition.

Communication with Family: Health professionals, using their best judgment, may disclose to a family member, other relative, close personal friend or any other person you identify as appropriate, health information relevant to that person’s involvement in your care or payment related to your care.

Research: We may disclose information to researchers when their research has been approved by an institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your health information.

Funeral Directors: We may disclose health information to funeral directors consistent with applicable law to carry out their duties.

Organ Procurement Organizations: Consistent with applicable law, we may disclose health information to organ procurement organizations or other entities engaged in the procurement, banking, or transplantation of organs for the purpose of tissue donation and transplant.

Marketing: We may contact you to provide appointment reminders or information about treatment alternatives or other health-related services that we feel may benefit you.

Food and Drug Administration (FDA): We may disclose to the FDA health information relative to adverse events with respect to food, supplements, product and product defects, or post marketing surveillance information to enable product recalls, repairs, or replacement. 

Workers Compensation: We may disclose health information to the extent authorized by and to the extent necessary to comply with laws relating to workers compensation or other similar programs established by law.

Public Health: As required by law, we may disclose your health information to public health or legal authorities charged with preventing or controlling disease, injury, or disability.

Law Enforcement: We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena.

Federal law makes provision for your health information to be released to an appropriate health oversight agency, public health authority or attorney, provided that a work force member or business associate believes in good faith that we have engaged in unlawful conduct or have otherwise violated professional or clinical standards and are potentially endangering one or more patients, workers or the public.

If you have questions about this federally mandated policy, please ask to see our Privacy Officer.









Cynthia D. Gray, M.D., P.C





2101 NE 139th Street, Ste #285


Vancouver, WA  98686


Ph. 360-892-0096


Fax. 360-892-1982









