Advance Midwest Medical
1585 N, Barrington Road

Doctors Building 2 —~ Suite 501
Hoffman Estates, IL 60169

REGISTRATION FORM

{Please Print)
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_ PATIENT.INFORMATION -
Fatient’s last narne: First: Middle: E :i:s
Marital status: 1 Single [J Mar[J Divd Sepd wid O
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Preferred Local Pharmacy Town - Locabon of Pharmacy. Closet Intersection to Pharmacy:

Preferred Man Order Pharmacy;

[l Express Scripts [ Prime Mail I:I Prime Therapeutics [] CVS Caremark [] Aetna Home Delwery O
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Name of local Emergency Contact: Relationship to patient: Mobtle phone no.: Home/Work phone no.:
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J Nae of Individual: Rlatlonship to patlent
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The above Information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I

understand that I arn financially responsible for any balance. I also authorize Advance Midwest Medical to release any Information required
to process my claims for payment,

Patient or Legal Guardian Signature Date
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Advance Midwest Medical, S.C.

Hoffman Estates, IL 60169-5020
Tel: (847) 490-8900 Fax: (847) 490-8999

1586 N. Barrington Road
Doctors Bldg 2 - Suite 501

FINANCIAL POLICY

Thank you for choosing us as your health care provider. We are committed to delivering
high-quality medical care. A clear understanding of our financial policies helps ensure a
smooth and transparent experience for everyone.

INSURANCE POLICY

Insurance plans vary widely, and it is your responsibility to understand your
specific coverage, including benefits, deductibles, and network participation.

As a courtesy, we will assist in verifying your insurance information and will
submit claims to your insurance company on your behalf.

You must provide a valid insurance card so we can bill your insurance.

If your insurance coverage changes or if a claim is denied, you are responsible for
contacting your insurance company to resolve the issue.

Any charges not paid by your insurance company are your responsibility.

If we are an in-network provider with your plan, all copays, deductibles, and
coinsurance amounts are due at the time of service.

It is your responsibility to confirm that we are in-network with your specific
insurance plan.

All telehealth visits are billable services. Coverage and benefits are determined by
your insurance provider. Any charges not covered by your insurance plan will be
the patient's responsibility.

If you do not have insurance, you are responsible for payment of all services provided to
you or your dependents.

PATIENT FINANCIAL RESPONSIBILITIES

By receiving care, you acknowledge and agree to the following:

L.

2.

Copays, Coinsurance, and Deductibles

These are your responsibility and must be paid before services are provided.
Outstanding Balances

Any past-due balance must be paid before scheduling or receiving additional
services, unless a payment plan has been arranged.

Accounts with balances unpaid after 90 days may be sent to a collection agency.

. Returned Checks

A fee of 335 will be charged for any returned check due to insufficient funds.




4. Medical Records Requests
Most records are available through the patient portal. Fees for copies, postage, or
faxing may apply and must be paid in advance, in accordance with Illinois state
guidelines, Fees may be waived if records are requested by another healthcare
provider,

5. Collection Costs
If your account is sent to collections, you are responsible for any additional costs,
including interest, collection agency fees, and legal fees.

NO-SHOW /LATE CANCELLATION POLICY
To provide timely care for all patients:
» A No-Show is missing a scheduled appointment without notice.

¢ A Late Cancellation is cancelled less than 24 hours before your appointment.
» A fee of $40 will be charged for each No-Show or Late Cancellation.

PAYMENT METHODS

We accept payments in the office or by phone via:

o Check
o Credit card

Acknowledgment and Agreement
By signing below, you acknowledge that you have read, understand, and agree to this

Financial Policy. You accept responsibility for all charges not covered by your insurance
and agree to comply with the payment terms outlined above.

Signature: Date:
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Rajiv K. Sood, MD
Advance MidwestMedical, S.C.

1585 N. Barrington Road

Doctors Bldg 2 — Suite 501

Hoffman Estates, Il. 60169-5020
Tel:(847)490-8500 Fax: (847) 490-8999

HIPAA Compliance Patient Consent Form

Our Netice of Privacy Practices provides information about how we may use or disclose protected health
information. This notice contains a patient’s rights section describing your rights under the law. You ascertain that
by your signature that you have reviewed our notice before signing this consent. The terms of the notice may
change, if so, you will be notified at your next visit to update your signature/date. You have the right to restrict how
your protected health information is used and disclosed fortreatment, payment, or healthcare operations. We are not
required to agree with this restriction, but if we do, we shall honor this agreement, The HIPAA (Health Insurance
Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
healthcare operations. By signing thig form, you consent to our use and disclosure of your protected healthcare
information. You have the right to revoke this consent in writing, signed by you. However, such a revocation will
not be retroactive. By signing this form, I understand that:

sProtected health information may be disclosed or used for treatment, payment, or healthcare operations.

»The practice reserves the right to change the privacy policy as allowed by law.

oThe practice has the right to restrict the use of the information, but the practice does not have to agree to those
restrictions,

»The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
«The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirnm appointments? YES NO
May we leave a message on your answering machine at home oron your cellphone? YES  NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consentwas slgned by:

{PRINT NAME PLEASE)

Signature: Date:
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Advance Midwest Medical, S.C.
1585 N. Barrington Road

Doctors Bidg. 2 — Suite 501

Hoftman Estates, IL 60169-5020

Tel: 847.490.8900 Fax: 847.490.8999
www.AdvanceMidwestMedical.com

HIPPAA Medical Release of Information

Patient Name DOB / /

I Send via US Postal Mail O Fax to (847) 490-8999 [ Please Give to Patient

O Incoming fo O Specified Facility (Outgoing Information)

Advance Midwest Medical, S.C.
1585 N, Barrington Road
Doctors Bldg. 2 — Suite 501
Hoffman Estates, IL 60169-5020

Tel: (847) 490-8900 Fax: (847) 490-8999

T hereby give my consent and authorize to the above marked facility to have access to my the following:

Medical Records, Physician Notes, Laboratory Reports, Pathology Reports, Radiology/Diagnostics Reports, Procedural/Operafive
Reports, Immunization Records, Mental Health Records and Consultation Report

T understand that I may revoke this consent in writing at any time, although not retroactively, and that upon fulfiliment of the above request
medical information or the lapse of 12 months from the date of signature, whichever comes first, this consent will automatically expire
without my expressed revocation, A photocopy of this authorization shall be as valid as the original,

Tunderstand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this anthorization. I understand that I
may inspect or copy the information to be used or disclosed as provided in 45 C F R 165.524. I understand any disclosure of information
carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules, The
patient’s medical record is privileged information, which is protected by various State and Federal Laws. Such information may not be
further disclosed to other persons or entities without a separate written authorization from the patients.

I understand that the information in my health record may include information relating to sexually transmitted diseases, such as the Acquired
Immunodeficiency Syndrome (AIDS), or Human Immunodeficiency Virus (HIV), It may include information about behavioral or mental
health services, and treatment of alcohol and drug abuse.

Patient must sign unless he/she is a minor under 18 or is unable to sign. If signature is not of a patient, indicate the relationship to patient.

Purpose of the release/disclosure to other person/origination

O Continuation of Care/Transfer of Care [ Attorney/Legal [ Insurance Company T Works Compensations
[] Other:

Patient Signature; Date: / /

Relationship to Patient:
O Self O Parent O AdultChild [ S8ibling 0O Spouse [ Legal Guardian [0 Health Care POA



