NORTH CYPRESS WOMENS’S CENTER

FARHINA KHAN IMTIAZ, MD, PA

9533 Huffmeister road, Houston, TX 77095

Phone: 281-463-9100 Fax: 281-463-6194

PATIENT REGISTRATION FORMS

Date:


_______


Referred by:





Name: (Last, First, Middle)







_____

Address: (Street Name and Number)









(City, State, Zip)










Marital Status: (Married)
(Single)
(Separated)
       (Widow)



Ethnicity/Race: _______________________
Birth-Date:



   Social Security #:





E-mail Address:










Phone: Home


  Cell 


  Work 




Employer Name:











Employer Address:










Emergency Contact Name:









Phone Number:



   Relationship:





If patient is under age 18, clinical correspondence will be mailed to parent/guardian at patient’s address unless otherwise directed.

ASSIGNMENT OF BENEFITS: I authorize payment of all medical benefits to Farhina Imtiaz, M.D.

Signature:





  Date:





REFUND POLICY:  If a credit card transaction refund is due to you, it will be paid by check.  If an insurance or personal overpayment is due to you, it will also be paid by checks.  Refunds are processed on the 15th of the following month.  No refunds will be made if there is an outstanding balance on your account.

DISABILITY AND FAMILY MEDICAL LEAVE ACT FORMS:  Our office requires ten business days to complete disability and FMLA forms.  The administrative fee for all forms is $25.00, paid in advance.  All patient and employee portions of the forms must be complete prior to giving them to our office.

CO-PAYS AND PRIOR BALANCES: Are due at check in when services are rendered.  You are obligated by your contract with your insurance carrier to pay at the time of service.  We will not bill your co-pay.

LABORATORY SERVICES: may be performed in our office in addition to minor surgical procedures and ultrasounds.  There will be additional fees incurred with these services, which will be billed to your insurance carrier.  Any balances will be billed to the patient.

PATIENTS WITHOUT INSURANCE:  will be expected to pay for their visit in advance and for any additional services upon completion of the visit.

INSURANCE CARDS:  should be presented on each visit to the office.  Failure to do so could result in appointment delay or the rescheduling of your appointment.

Please help us better serve you by providing your pharmacy information:

Name/Store #:__________________   Address: ________________________
Phone# _______________________   Fax# ___________________________ 




Primary Insurance Information

Plan Name:












Group#:




Member ID#






Plan Phone:




Policy Holder Name:




Plan Holder DOB:



Policy Holder SS#   
 
 - 
  - 


Relationship to Patient:














Secondary Insurance Information
Plan Name:












Group#:




Member ID#






Plan Phone:




Policy Holder Name:




Plan Holder DOB:



Policy Holder SS#   
 
 - 
  - 


Relationship to Patient:










I have read the above, and accept financial responsibility for any services not covered by my insurance.  All of the above information provided is accurate as of this date, and I understand that it is my responsibility to update my records as changes occur.

Printed Name:






  Date:



Signature:











NORTH CYPRESS WOMENS’S CENTER

FARHINA KHAN IMTIAZ, MD, PA

9533 Huffmeister road, Houston, TX 77095

Phone: 281-463-9100 Fax: 281-463-6194

CONSENT FOR TREATMENT

PATIENT NAME:




  DATE OF BIRTH:

_____
Name of Person giving consent if other that patient:

Name (Print):





  Relationship: 

_____
I hereby and voluntarily consent to authorize the North Cypress Women’s Center and its providers (including Nurse Practitioner) to provide healthcare to me.  The healthcare services may include without limitation, routine physical and mental assessment, diagnostic and monitoring tests and procedures, examinations and medical treatment, routine laboratory procedures and tests (such as blood, urine and other studies), imaging services, administration of medications, and other procedures and treatment prescribed by the medical staff.  These services also may include counseling necessary to receive appropriate services including family planning (as defined by federal laws and regulations).

I understand that I will be asked to sign a separate informed consent for each vaccine administered to me and that I will receive a “Vaccine Information Statement” prior to receiving each vaccine.  I may be asked to sign a separate consent form to be tested for infections conditions as well as one for office procedures.

I understand that there are no guarantees being made to me concerning the results of treatment or the effectiveness of any birth control methods prescribed to me.

I understand that this consent is valid and remains in effect as long as I am a patient of NCWC.

I understand that I may refuse any treatment suggested by the staff of NCWC, and may be asked to sign a “Refusal of treatment” form.

Patient Signature:




   Date: 





Patient Name Printed: 










NORTH CYPRESS WOMEN’S CENTER

FARHINA KHAN IMTIAZ, MD, PA

9533 Huffmeister road, Houston, TX 77095

Phone: 281-463-9100 Fax: 281-463-6194

www.NorthCypressWomensCenter.com
INSURANCE WAIVER

To all our patient:

Please be advised that all services provided for you at North Cypress Women’s Center will be billed to the insurance carrier(s) you have provided.  You will become the liable party should your insurance fail to pay us for the services after 90 days.  It is the responsibility of the patient to furnish us any insurance changes within 15 days of occurrence.  Failure to do so may result in patient assuming liability for changes incurred.

Also, please be aware of the terms and conditions of you policy and what is and what is not covered.  We may not pre-verify benefits for all of our gynecological and/or diagnostic services.  If you carrier does not pay for a service you have received, you will become the liable party.

Due to the ever growing and changing insurance market, we are unable to always verify if we are participating with your insurance plan.  It is the responsibility of the insured to verify that we are participating with your insurance carrier or their networks.  If we do not participate with your plan, you will be responsible for all services rendered at the time of service.  NCWC does participate in the great majority of commercial insurance plans and networks.

Our office staff strives to see that charges are filed in a timely manner and will work within reason with your insurance carrier.  We may ask that you assist us in seeking payment.  If your insurance carrier requests information from you, we ask that you complete and return as soon as possible.  The biggest delay in insurance payment results from patient’s not responding to the carrier’s requests.

You may be asked to produce your current insurance card at each visit.  Please be prepared to do so.

We thank you for your understanding of this waiver and why it is necessary.  Together, we can work to the proper payment of all services.

I have read, accept and understand the above insurance waiver and agree to the terms set there in.

Printed Patient Name:





  Date:
__________
Patient Signature: 










NORTH CYPRESS WOMENS’S CENTER

FARHINA KHAN IMTIAZ, MD, PA

9533 Huffmeister road, Houston, TX 77095

Phone: 281-463-9100 Fax: 281-463-6194

OFFICE POLICY AND PROCEDURES

FOR 

“NO SHOW” APPOINTMENT
Due to the increase number of “No Show” appointments, it has become necessary to strictly adhere to our policy for failure to timely cancel an appointment when a patient does not cancel at least 24 hours in advance, the time slot that could have been used by another patient remains empty.

Therefore, effective immediately, a $25.00 fee will be assessed to patients who do not cancel their appointment in a timely manner.  This fee will be collected prior to your next appointment.  In the event of an emergency, the fee may be waived for the first emergency.

If a patient has 2 “No Show” appointments in a row, or 3 within one year, it is possible that we may terminate the physician/patient relationship.

We regret that this decision has been made, however, due to the busy schedule within our office, and the waiting list for appointments, we find it necessary.  If you have any questions, please ask to speak with the office manager.

I have read and understand the information on this consent form.

Patient Name Printed:





  Date: 


Patient Signature:











NORTH CYPRESS WOMENS’S CENTER

FARHINA KHAN IMTIAZ, MD, PA

9533 Huffmeister road, Houston, TX 77095

Phone: 281-463-9100 Fax: 281-463-6194

HIPPA RELEASE OF INFORMATION CONSENT

I,
 



, give consent for the individuals named below to have access to and to obtain releases of my medical records and other personal information that may be in the record of Dr. Farhina Imtiaz.  This consent is unlimited and does not expire unless rescinded in writing by myself.  I understand that this consent is for information that is protected under the Health insurance Portability and Accountability Act of 1966 (HIPPA), as amended, and covers all information from primary and secondary providers, health plans, emergency services, financial transactions, health care clearing houses and psychotherapy services.  The person or persons named below have my permission to use and disseminate the information received in his or her sole discretion.

1.  





         



_______
       Printed Name                                                     Relationship to patient
2.  





         



_______
                   Printed Name                                                    Relationship to patient
3.  





         



_______
        Printed Name
                                                  Relationship to patient  

I understand that no information can be given by phone or in person to any other person other than those named above.  The purpose of this consent is allow the above named person(s) to assist in the monitoring my health care and sharing my health status with family and friends for my benefit.

I may revoke this consent at any time in writing.

I may refuse to sign this consent, but, in doing so, my medical records and conditions may not be discussed with anyone other than myself.

I understand that once information is released to the above named person(s), it may no longer be confidential and protect under HIPPA.

This consent dated today supersedes any prior consent that may have been signed in the office of Farhina Imtiaz, M.D.  There is expiration date to this consent.

I have read and understand the information on this consent form.

Patients Signature:










