	


Forms & Letters 

for Medical Office 
Efficiency
ISBN-13: 978-0-9744396-4-8
ISBN-10: 0-9744396-4-9

Printed in the United States of America

Copyright © 2007  Practice Support Resources, Inc.

No part of this publication may be reproduced, stored in a retrieval system or transmitted, in any form or by any means, electronic, photocopying, recording, or otherwise, without the prior written permission of the publisher.  Permission is granted to photocopy materials in this publication for internal use. This consent does not extend to other kinds of copying such as extensive distribution, creating new works or for resale. For information on copies, call 800-967-7790.

This publication is designed to provide general information and is sold with the understanding that neither the author nor the publisher is engaged in rendering legal, accounting, ethical, or clinical advice. While all information in this document is believed to be correct at the time of writing, no warranty, express or implied, is made as to its accuracy as information may change over time. If legal or other expert advice is required, the services of a competent professional person should be sought.

CD-ROM and Manual User Agreement

By purchasing this manual and accepting the enclosed CD-ROM containing a readable formatted version of Forms & Letters for Medical Office Efficiency, the purchaser agrees to abide by this Agreement, established between the purchaser and publisher.

The original purchaser is entitled to make one (1) copy of the computer CD-ROM to serve as a template for customizing the content for their needs.

The original purchaser is entitled to alter and change the content of the manual and CD-ROM to meet the needs of its practice analysis, including content and format.

The original purchaser agrees he or she will not publish, distribute, make, copy, or sell, through any means whatsoever, materials that are created using the computer CD-ROM or written manual.

The original purchaser agrees to bind any and all successors, assigns, heirs, subordinates, contractors, associated entities, and affiliates to the terms of this agreement.

The purchaser is notified that this manual does not constitute professional legal or accounting advice.  Consult appropriate advisors if legal or accounting advice is required.

The purchaser assumes full responsibility for changes or additions made to the content of this manual.

The publisher will aggressively defend its copyright.  Any violation of this agreement including the distribution, copying or sale of information contained in this manual and CD-ROM is a violation of copyright law.
FORMS & LETTERS FOR MEDICAL OFFICE EFFICIENCY
Patient Information


Appointment Scheduling
1


Registration Information
2


Workers’ Compensation Information
3


Patient Information Update
4


Patient Health History
5

Authorizations & Consent

Notice of Privacy Practices
6


Authorization for the Use and/or 



Disclosure of Protected Health Information
8

Pre-Certification Form
10

Advance Beneficiary Notice
11

Medicare Surgical Financial Disclosure
12

Consent to Diagnostic Procedure
13

Surgery Consent
14

Consent to Heart Evaluation Exercise Test
15

Informed Consent
16

Certification of Disability
17

Refusal of Treatment
18

Immunization Authorization
19
Clinical Forms


Progress Notes
20

Problem List
21

Medication Log
22

Immunization Record
23

Medical Chart Summary
24

Return to Work Certification
25

Medical Consultation Referral Report
26

Hospitalization Log
27

Referral Log
28

Surgery Scheduling Form
29


Tests Ordered
30


Tracking Patient Test Results
31

General Business & Billing

Release of Information & Assignment of Benefits
32

Medicare Signature on File
33

Medicare Surgical Financial Disclosure
34

Patient Payment Plan
35

Credit Card Payment Consent
36

Petty Cash Reconciliation Form
37
Personnel


Application for Employment
38

Applicant Information Release and Authorization
40

Applicant Evaluation Form
41

Checking References – Telephone Script
42

Employee Benefits Summary
43

Employee Confidentiality Agreement
44

Employee Performance Appraisal
45

Supply Ordering Record
47
Letters


New Patient Appointment Welcome
48

Missed Appointment/No Show
49

Reminder/Recall
50

Patient Information Request
51

Co-Pay
52

Request Balance Due After Insurance Notification
53

Insurance Claim Status
54

Payment Delay Letter to Insurance Company
55

Request for Review of Denied Medicare Claim
56

Acknowledgement of Error on Billing Statement
57

Patient Complaint Response
58

Patient Referral to Consulting Physician
59

Patients Who Fail to Follow Advice
60

Letter of Withdrawal from Case
61

Reference Check
62

Applicant Not Chosen Notification
63

Thank You to Referring Physician
64

Thank You to Patient for Referral
65

Physician Associate Introduction to Referring Doctors
66

Estimate of Charges
67

Claim Appeal Cover Letter
68
Appointment Scheduling
Date: 





	TIME
	LAST NAME
FIRST NAME
	REASON FOR VISIT
	PHONE
	INSURANCE
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	8:45
	
	
	
	

	9:00
	
	
	
	

	9:15
	
	
	
	

	9:30
	
	
	
	

	9:45
	
	
	
	

	10:00
	
	
	
	

	10:15
	
	
	
	

	10:30
	
	
	
	

	10:45
	
	
	
	

	11:00
	
	
	
	

	11:15
	
	
	
	

	11:30
	
	
	
	

	11:45
	
	
	
	

	12:00
	
	
	
	

	12:15
	
	
	
	

	12:30
	
	
	
	

	12:45
	
	
	
	

	1:00
	
	
	
	

	1:15
	
	
	
	

	1:30
	
	
	
	

	1:45
	
	
	
	

	2:00
	
	
	
	

	2:15
	
	
	
	

	2:30
	
	
	
	

	2:45
	
	
	
	

	3:00
	
	
	
	

	3:15
	
	
	
	

	3:30
	
	
	
	

	3:45
	
	
	
	

	4:00
	
	
	
	

	4:15
	
	
	
	

	4:30
	
	
	
	

	4:45
	
	
	
	

	5:00
	
	
	
	

	5:15
	
	
	
	

	5:30
	
	
	
	

	5:45
	
	
	
	

	6:00
	
	
	
	

	6:15
	
	
	
	

	6:30
	
	
	
	


	
	CPE
	Complete physical examination
	N&V
	Nausea & vomiting
	Daily Totals:

	Visit
	B/P
	Blood Pressure Check
	ROV
	Return office visit/recheck
	Office Visits 



	Codes:
	I&D
	Incision and Drainage
	NP
	New Patient
	New Patients 



	
	NJ
	Injection
	NS
	No Show
	


 Registration Information

Please Print

Welcome to Our Practice

Date 


  Home Phone 





Patient 












______



Last Name



First Name


Initial
Responsible Party (if patient is a minor) 








______
Street Address 











______
City 



  State 

  Zip 


Sex   ( M    ( F
Age 


Birth Date 


         ( Single      ( Married     ( Divorced

Social Security # 




 Spouses Social Security # 




Patient Employed By 












Business Address 












Occupation 





   Business Phone 





Spouse Employed By 










______
Business Address 












Occupation 





   Business Phone 





With whom may we share information about your account? Name ______________________________________

Relationship _____________________________   Phone ____________________________

With whom may we share your medical records?    Name _____________________________

Relationship _____________________________   Phone _____________________________

Who is responsible for this account? 




 Relationship to Patient 

______
Do you have Medical Insurance? 


 

Name of Policy Holder 










______
Name of Insurance Company 









______
Policy # 


  Group # 



  Subscriber # 




Name of Secondary Insurance Company (if any) 






______
Policy # 


  Group # 



  Subscriber # 




( Medicare # 





  ( Medicaid # 




______
How were you referred to our practice?   ( Friend/Relative, if so, name: 



_____________

( Yellow Pages     (  Physician, if so, name: 




  (  Receiving Mail

(  Newspaper     (  Hospital referral     (  Other? 








Please remember that insurance is considered a method of reimbursing the patient for fees paid to the physician, but is usually not designed to pay the entire fee.  Because insurance companies vary in the amount they will pay for various services, it is ultimately your responsibility to pay the portion of the bill not paid by your insurance company (unless otherwise restricted by law or an agreement we might have made with the insurer).

I authorize any holder of medical or other information about me to release to the Social Security Administration and Centers for Medicare and Medicaid Services or its intermediaries or carrier or any other commercial insurance company, any information needed for this or a related Medicare claim.  I permit 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 the party who accepts assignment.  

I have received notice of this organization’s privacy practices.

Signature: 




     Date: 


______

Workers Compensation Information

Date: 




	Patient Information

	Name 




 Birth Date 


 Social Security # 




Address 














Telephone



Occupation 










	Employer

	Employer Name 













Employer Address 













Employer Telephone 



 Injury Verified By (For Office Use) 





Contact Person 















	Workers’ Compensation Carrier (For Office Use)

	Workers’ Compensation Carrier 












Carrier Address 













Carrier Telephone 



  Coverage Verified By







Adjuster’s Name 






 Claim Number 






	Injury Information

	Date of Injury 




 Time 


  ( AM    ( PM

Place of Injury 













Accident reported to employer?  ( Yes   ( No  Name of person you reported accident to 





Give full description of how accident happened 























































Have you lost time from work?  ( Yes   ( No  How much? 








Other doctors seen for this condition:

Doctor’s Name 





 Diagnosis 







Were X-rays taken?  ( Yes   ( No    Other Tests?   ( Yes   ( No

If yes, by whom? Please list test(s) and result(s) 























































Any previous Workers’ Compensation injuries?  ( Yes   ( No   Date(s) of previous injuries 




Describe precious Workers’ Compensation injuries 










	Authorization

	I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment in the event that my claim for Workers’ Compensation benefits is denied.

Patient’s Signature 





Date 







Patient Information Update

To help keep our records up to date, please advise if any changes below apply to you.

Name 









Date 




            First
           Middle

               Last

1. Do you have a new or different address since your last visit here, if so, please indicate below:

2. Has your marital status changed?

( Yes

( No

3. Has your telephone number changed? 
( Yes

( No

If yes, new number 



4. Has your employment changed? 

( Yes

( No

If so, indicate your new employer name and address:

New employer telephone number: 





5. Have you changed health insurance companies?
( Yes

( No

If yes, please indicate your health insurance carrier and address:

Primary




Secondary

Group No. 



Group No. 




Subscriber No. 



Subscriber No. 



6. Who is responsible for the bills from this office? 








7. Please note any changes in your health since your last visit.

Hospitalizations 











Illness












Accident 












Allergies 












Medications being taken 









For Women: Are you pregnant?   ( No   ( Yes   Due Date 




Other 












Thank you.

Palladium Primary Care

3750 Admiral Drive

High Point, NC  27265
  Patient Health History

Patient Name ​








Date 





Age 


Date of Birth 



Date of Last Physical Examination 



What is the reason for this visit? 











	Check Symptoms you currently have or have had in the past year.


	CONSTITUTIONAL
· Fever
· Chills
· Weight Loss
· Loss of Appetite
· Weakness
· Fatigue
ALLERGY
· Itchy Eyes



· Sneezing
DERMATOLOGY
· Rash

· Hives

ENT

· Change in Voice

· Snoring

· Ear Pain

· Rhinorrhea

· Sore Throat

· 
	CARDIOLOGY
· Chest Pain
· Palpitations
· Leg Edema
· Shortness of Breath While Lying Flat
· Shortness of Breath When Awoken from  Sleep
ENDOCRINOLOGY
· Urinary Frequency
· Excessive Thirst
· Cold Intolerance
· Heat Intolerance
GASTROENTEROLOGY

· Abdominal pain

· Nausea

· Vomiting

· Heartburn

· Difficulty Swallowing

· Diarrhea
· Constipation
· Blood in Stool

	RESPIRITORY
· Shortness of Breath
· Shortness of Breath with Exercise
· Persistent Cough
· Wheezing
· Coughing up Blood
UROLOGY

· Painful Urination

· Difficulty Urinating

· Urinary Frequency

· Urinary Urgency
· Blood in Urine
NEUROLOGY

· Headache
· Weakness
· Tingling/Numbness
· Speech Abnormality
· Visual Changes

· Dizziness

· Memory Loss

· Sleep Problems


	      PSYCHOLOGY

· Depression

· Anxiety

· Stress

· Suicidal Tendencies



	

	· 
	· 
	· 
	· 

	List medications you are currently taking
	
	Allergies

	
	
	

	
	
	

	
	
	


Notice of Privacy Practices

This notice describes how your medical information may be used and disclosed and how you can obtain this information.

Please review carefully.

Uses and Disclosures

Treatment. Your health information may be used by staff members or disclosed to other health care professionals for the purpose of evaluating your health, diagnosis, and providing treatment. Such disclosures may include the results of laboratory tests and procedures made available in your medical record to all health professionals who may provide treatment or who may be consulted by staff members.

Payments. Your health information may be used to seek payment from your health plan, from other sources of coverage such as other insurers, or from credit card companies that you use for paying services. An example would be your health plan may request and receive information on dates of service, services provided and medical condition being treated.

Health care operations. Your health information may be used as necessary to support the daily activities of _______________________________________.

medical practice

As an example, information on the services you received may be used to support financial reporting, projections, and steps for evaluating and promoting quality care.

Legal. Your health information may be disclosed to public health agencies as required by law. An example would be if we are required to report some communicable diseases to the state’s public health department.

Other uses and disclosures requiring authorization. Disclosure of your health information or its use for any purpose other than that above requires your specific written authorization. If you change your mind after authorizing a use or disclosure of your information you may submit a written revocation of the authorization. This decision to revoke the authorization will not affect or undo any use or disclosure of information that occurred before your notification to revoke your authorization.

Additional Uses of Information
Your health information will be used by our staff to send you appointment reminders. Your health information may be used to send you information on the treatment and management of your medical condition. We may also send you information describing other health-related products and services. 

Individual Rights
You have certain rights under the federal privacy standards. These include:

1. The right to receive a printed copy of this notice.

2. The right to receive an accounting of how and to whom your protected health information has been disclosed.

3. The right to receive confidential communications concerning your medical condition and treatments.

4. The right to inspect and copy your protected health information.

5. The right to amend or submit corrections to your protected health information.

6. The right to request restrictions on the use and disclosure of your protected health information.

____________________________ Duties


medical practice

We are required by law to maintain the privacy of your protected health information and to give this notice of privacy practices. We are also required to abide by the privacy policies that are outlined in this notice.

Revising Privacy Practices
We reserve the right, as legally permitted, to amend or modify our privacy policies and practices. These changes in our policies and practices may be required because of changes in federal and state laws and regulations. Upon request, we will provide you with the revised notice at the time of your office visit. These will be applied to all protected health information we maintain.

Requests to Inspect Protected Health Information
You may generally inspect or copy the protected health information that we maintain. As permitted by federal regulation, we require that requests to inspect or copy protected health information be submitted in writing. You may request access to your records by contacting our receptionist or privacy official. Your request will be reviewed and will generally be approved unless there are legal or medical reasons to deny the request.

For more information about HIPAA:

US Department of Health & Human Services

202-619-0257

Toll Free: 1-877-696-6775

Authorization for the Use and /or 
Disclosure of Protected Health Information

_________________________________________________________________________

Medical Practice

I authorize the use and/or disclosure of my protected health information as described below:

1. My authorization applies to the information described below. Only this information may be used and/or disclosed pursuant to this authorization:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

2. I authorize the following persons (or class of persons) to make the authorized use and/or disclosure of my protected health information:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

3. I authorize the following persons (or class of persons) to receive my protected health information:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

4. I understand that if my protected health information is disclosed to someone who is not required to comply with the federal privacy protection regulations, then such information may be re-disclosed and would no longer be protected.

5. I understand that I have a right to revoke this authorization at any time. My revocation must be in writing to ___________________________________________________________________________. I am aware that my revocation is not effective to the extent that the persons I have authorized to use and/or disclose my protected health information have acted in reliance upon this authorization.

6. This authorization is effective through _____________________ unless revoked or terminated earlier by the patient or patient’s representative.

7. I understand that I do not have to sign this authorization and that my refusal to sign will not affect my abilities to obtain treatment from ______________________________ nor will it affect my eligibility for benefits.

8. My protected health information will be used or disclosed upon request for the following purposes:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

9. I understand that I have a right to inspect and copy my own protected health information to be used or disclosed (in accordance with the requirements of the federal privacy protection regulations).

10. My protected health information will be used or disclosed upon request for the following purposes:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

I certify that I have received a copy of the authorization.

____________________________________________________________
____________________

Signature









Date

____________________________________________________________

Name

___________________________________________
__________________________________________

Name of Patient Representative



Relationship to Patient

Pre-Certification Form

Insurance Carrier 













Certification for ( admission and/or ( surgery and/or ( 







Patient Name 













Street Address 













City/State/Zip 













Telephone 







    Date of Birth 



Subscriber Name 













Employer 













Member No. 





  Group No. 






Admitting Physician 













Provider No. 













Hospital/Facility 













Planned Admission/Procedure Date 










Diagnosis/Symptoms 













Treatment/Procedure 













Estimated Length of Stay 












Complicating Factors 













Second Opinion Required ( Yes    ( No    If yes, ( Obtained


Corroborating Physician 










Insurance Carrier Representative 










Approval  (Yes    ( No    If yes, ( Certification No. 








If no, Reason(s) for Denial 












Advance Beneficiary Notice
Patient Name: 
 
Medicare No. 

Medicare will pay only for services that it determines to be "reasonable and necessary" under Section 1862 (a) (1) of the Medicare law.  If Medicare determines that a particular service, although it would otherwise be covered, is "not reasonable and necessary" under Medicare program standards, Medicare will deny payment for that service.  It is our belief that, in your case, Medicare is likely to deny payment for:


                 Description of Services
                           Procedure Code
                               Charges





$





$





$

Medicare is likely to deny payment for the following reasons:

I wish to receive the services listed above even though I have been informed by my physician that he/she believes that, in my case, Medicare is likely to deny payment for the services identified above for the reasons stated.  If Medicare denies payment, I agree to be personally and fully responsible for payment.

                                   Patient Signature


                                 Date

Note: Your health information on this form will be kept confidential in our office. This information may be shared with Medicare if a claim is submitted and kept confidential by Medicare.
Medicare Surgical Financial Disclosure

Patient Name 













Address 














City 







  State 


   Zip 



I have received the following information from my doctor, as required by Medicare regulations:

Proposed Surgery: 














Estimated Charge $

        Estimated Medicare Allowance  $

       Difference $


It is understood that the surgical procedure(s) may need to be changed at the time of actual surgery, thereby incurring other or additional charges that cannot be estimated at this time.

I also acknowledge receipt of a copy of this form.

(Patient Signature)




    (Date)

Consent to Diagnostic Procedure

Date 


  Time 


 a.m.   p.m.
I authorize Dr. 




, and such assistants as he/she may designate, to 

perform upon 




 the following diagnostic procedure:





(Patient Name)

The nature of this procedure, possible alternative methods of diagnosis and the risks of injury despite precautions have been explained to me.

Signed 








             (Patient or person authorized to consent)

Witness 







Surgery Consent

I authorize Dr. 



 to perform 








This procedure was explained to me in detail and all my questions were fully answered.  I understand this procedure has certain risks including:

The alternatives, which include:

were explained to me, along with the relative risks and benefits.  I wish to proceed with this procedure.

Patient 






(Parent/Guardian if Minor)

Witness 






Date 





Consent to Heart Evaluation Exercise Test

Date 


 Time 


 a.m.   p.m.
1. I authorize the performance upon myself a heart and circulation exercise evaluation test to be performed under the direction of Dr. _______________, for the purpose of the test is to evaluate the condition of my heart and circulation.

2. I have been informed that the test will be performed on a treadmill and the amount of effort which I will expend will be gradually increased.  My pulse, blood pressure, oxygen intake and electrocardiogram will be monitored by Dr. _______________ or his/her trained assistant.

3. I have been informed that the test may cause abnormal blood pressure, fainting, disorders of heart beat and, in rare instances, heart attack.  Every effort will be made to minimize any such occurrences and personnel and equipment will be available to deal with them, if necessary.

4. I acknowledge that no guarantee or assurance has been given me by anyone as to the results of the test.

Signed 









(Patient or person authorized to consent for patient)

Witness 







Informed Consent

Patient Name: 








  Date 




Condition/Diagnosis: 

























































Treatment/Procedures Recommended: 























































Alternative Treatment Methods: 
























































Possible Consequences if Recommended Treatment is Not Received: 


















































Risk Involved in Treatment: 
























































I certify that Dr. 



has explained to me in understandable terms and answered my questions regarding the above.  I authorize the above physician, or the physician’s designated assistant, to administer such treatment to me.

Signature 






Date 




Witness 







Certification of Disability

Date 





To whom it may concern: 




 has been under my professional care and was



              (Patient Name)

· Totally disabled

· Partially disabled

From: 



 to 




Comments: 






























Physician Signature

Refusal of Treatment

Patient Name: 





 Date: 



 Time: 


Based upon my symptoms and the full examination I have received, I have been advised that I have the following condition: 












Dr. 




 has presented the following treatment, alternative treatment, treatment risks and risks if no treatment information:

Treatment

Alternative Treatment 

Risks If No Treatment

Additional Comments

After receiving a full explanation of the proposed treatment, alternative treatment, treatment risks and risks if no treatment.  I have elected to receive NO TREATMENT at this time.

By signing below, I acknowledge that I have read this document, understand the information presented, have had all my questions answered satisfactorily and I accept the risks and responsibility for the NO TREATMENT option I have elected.

Patient: 









  Date: 




   (Or  Person Authorized To Consent For Patient)

Physician: 









  Date: 




Witness: 









  Date: 




Immunization Authorization

Patient Name 








 Birthdate 


 




Last


First


Middle

Address 














City 







 State 


 Zip 




Vaccine 














The physician or nurse has reviewed with me the benefits and risks of the illness and the vaccines.  I understand the benefits and risks of the vaccine and request that the vaccine be given to me or the person named above, for whom I am authorized to make this request.

       (Signature of person to receive vaccine or person authorized to make this request)

                            (Date)

Progress Notes

Patient Name 





  Date of Birth 


   Age 



	Date
	Visit and Findings

	Mo
	Day
	Yr
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Problem List

Patient: 




  Birth Date: 


  Allergies: 




	Prob.

No.
	Date

Noted
	Problem
	ICD-9

Code
	Date

Resolved

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Medication Log

	Patient 



  Birth Date 




Phone 










                     (Home)



(Work)

Occupation 








Pharmacy & Phone 







	Allergic:

	
	

	
	

	
	

	
	


	Date

Prescribed
	Date Stopped
	Medication
	Dosage and Directions
	Refills 

Date and Initial

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Notes: 












































Immunization Record

Name 






Parent/Guardian 






Date of Birth 



  Sex:   F   M

Allergies, special conditions: 



























1st Date

2nd Date

3rd Date
  
Booster Date

  Booster Date
Diphtheria

Tetanus

Pertussis












  Booster Date

  Booster Date
Tetanus

Diphtheria




  




1st Date
2nd Date
3rd Date
4th Date
Oral Polio











  Date
Measles




Mumps




Rubella




Influenza Type B



Medical Chart Summary Sheet

Patient Name 





	Date
	Medical Problem and Treatment

	
	

	
	

	
	

	
	

	
	Surgical Procedures and Findings

	
	

	
	

	
	

	
	

	
	Medications/Dose/Route/Interval

	
	

	
	

	
	

	
	

	
	Allergies and Reactions

	
	

	
	

	
	

	
	

	
	Medical Problem and Treatment

	
	

	
	

	
	

	
	

	
	Tests and Results

	
	

	
	

	
	

	
	

	
	Hospital Admissions/Treatment and Resolution

	
	

	
	

	
	

	
	

	
	Miscellaneous

	
	

	
	

	
	

	
	


Physician Signature 





Return to Work Certification

This is to certify that:

has been under my professional care for 






















































from: 















to: 















and has sufficiently recovered to be able to return to school or work as of 





Remarks: 













































Physician Signature

Medical Consultation Referral Report

Date 



Appointment Scheduled for:  Date 


 Time 


 AM/PM
Referral to 














Patient Name 








  Age 

  Sex 


Address 







  Home Phone 




City, State, Zip 













Family Physician 













Background Information 










































Please evaluate 




























Enclosed are:
 Case History

 Lab Results 

 X-Rays




 Case History Sent Separately


 Other 




Signature of Attending Physician

Consultant’s Reply

Initial Diagnosis and Anticipated Treatment 
























Recommendations 











































Enclosed are 




























Signature of Consulting Physician


Date

Hospitalization Log

Month/Year: 




	Patient

Name
	Admitting

Physician
	Hospital/Type

of Admission
	Reason for

Hospitalization
	Admission

Date
	Discharge

Date
	Date Discharge

Summary Received

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Referral Log

Week/Month/Year: 




	Date
	Patient 

Name
	Referring Physician
	Reason for 

Referral
	Appointment

Date
	Date Report 

Received

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Surgery Scheduling Form

	Patient’s name


	Date



	Birth date

	Social Security Number

	Phone (h)


	Phone (w)

	Address



	Primary Insurance Company


	Policy number

	Secondary Insurance Company


	Policy number

	Referral requirements met? ( Yes  ( No  Pending _____________________________________

	Pre-certification

	Obtained by


	Name of certifier

	Number


	Date

	Referring Physician


	Phone

	Will they do H&P? ( Yes  ( No
	Diagnosis



	Procedure



	Scheduled for 



Day_______________________


Time ____________ ( am  ( pm


	Location

	Anesthesia


( 23 hour
( OPS
( Office
( AM Admit
( Day before


( GA
( Local w/sed
( Local
( Spinal Block


	Pre-op

	Has patient spoken to Pre-Op? 
( Yes
( No

	Has patient spoken to anesthesiology? 
( Yes  
( No

	Does patient have all instructions? 
( Yes  
( No

	Are all consent forms complete? 
(  Yes  
( No

	Notes:




Tests Ordered
	Patient name


	Phone (h)

	Birth date

	Phone (w)

	Insurance

	Phone (cell)

	Procedure

	Diagnosis Code

	Appointment date


	Appointment location

	Referral number


	Physician


Radiology:
Lab:

Tracking Patient Test Results

Week of: ___________________________________

	Patient 
Name
	Test
	Hospital 
or Lab 
Patient Sent To
	Date
 Sent
	Date Results Received
	Date Results Given
 to Dr
	Results Given to Patient

(initial & date)
	Indicate if 
Follow-up Needed &
 Who Did Follow-up

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Release of Information & Assignment of Benefits

Commercial Insurance

I hereby authorize the release of the medical information necessary to file a claim with my insurance company and assign benefits otherwise payable to me.
I understand I am financially responsible for any balance not covered by my insurance carrier.  A copy of this signature is as valid as the original.

Signature of patient or guardian 






Medicare Insurance

Beneficiary 





Medicare Number 






I requested that payment of authorized Medicare benefits be made either to me or, on my behalf, to Dr. 



 for any service furnished to me by that physician.  I authorize any holder of medical information about me to release to the Centers for Medicare & Medicaid Services and its agents any information needed to determine these benefits payable for related services.

Beneficiary Signature 





Medicare Supplemental Insurance

Beneficiary 





Medicare Number 













Medigap ID Number 






I request that payment of authorized Medigap benefits be made either to me, or on my behalf, to 




 for any service furnished to me by that physician.  I authorize any holder of medical information about me to release to Medigap insurance carrier any information needed to determine these benefits payable for related services.

Beneficiary Signature 





Medicare Signature on File

I request that payment of authorized Medicare benefits be made on my behalf to (practitioner’s name), for services furnished me by (practitioner’s name).  I authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid Services (CMS) and its agents any information needed to determine these benefits or the benefits payable for related services.

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim.  If other health insurance is indicated in Item 9 of the CMS 1500 form or elsewhere on other approved claim forms, my signature authorizes releasing the information to the insurer or agency shown.

(practitioner’s name) accepts the charge determination of the Medicare carrier as the full charge, and I am responsible only for the deductible, coinsurance and non-covered services.  Coinsurance and deductible are based upon the charge determination of the Medicare carrier.

(patient’s signature)



   (date)
Medicare Surgical Financial Disclosure

To _____________________________,


(patient name)
I do not plan to accept assignment for your surgery.  The law requires that where assignment is not taken and the charge is $500.00 or more, the following information must be provided prior to surgery.  These estimates assume that you have met the $

 annual Part B Medicare deductible.

Type of surgery 






Estimated charge
$


Medicare estimated payments
$


Your estimated payment

$

 

Beneficiary Signature 






Date 



Patient Payment Plan

Accounts without financial arrangements are due upon receipt of statement.  Credit action is taken on accounts 60 days old without arrangements or upon failure to meet the terms of previously made arrangements.

The following arrangement option is being submitted to you to set up your own monthly payment plan.  Arrangements are carefully monitored.  Accounts that do not meet the arrangement will be flagged.  Patients will be notified by statement or letter.  The arrangement due date is the last day of the month.  In order that your account may be credited by this date, all payments must be mailed no later than the 22nd day of each month.

This arrangement must be signed and returned to the business office at the above address within 15 days (along with your first payment).  Upon receipt, if the payment amount is deemed acceptable, the arrangement will be approved and a copy of this document returned to the patient (or responsible party) for their records.

Name 




 Account No. 




 Balance 


Address 









 Phone 



I agree to the following terms for payment on my account (minimum monthly payment due is $(amount)).  I understand that failure to meet the terms of my arrangement will result in cancellation of the arrangement and the balance will be due IN FULL:

TERMS:  Month arrangement amount $




Note: The above amount may be divided into weekly or twice monthly payments, but the total monthly arrangement MUST be paid before the last day of the month.  If you have questions about your arrangement, feel free to call our office.  Ask for the Office Manager.

Signature of Patient or Responsible Party



Date

Signature of Office Manager

Credit Card Payment Consent

I authorize: 


                           (physician or practice)

to charge my credit card for the balance of charges that are not paid by my insurance company.  The amount charged shall not exceed $


.
(  Annually     (  Semi-monthly     (   Weekly     (   Per Visit

for services provided during these dates 
.


(put period of time April 1, 2006 – March 30, 2007)
I assign my insurance benefits to the provider listed above.  I understand that this form is valid for one year unless I cancel the authorization through written notice to this practice.

Cardholder Signature





         Date

	Patient Name 

	Cardholder Name

	Cardholder Address

	City
	State
	Zip

	(  Visa     (  MasterCard     (  American Express     (  Discover     (  Check Card     (  Other

	Credit Card Number
	Expiration Date


Petty Cash Reconciliation Form

Month: 


	
                                                 (A) Starting Balance

                                                           Disbursements                                           $

	No.
	Date
	Item Purchased
	(B) Amount
	(C) Balance

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL
	
	


Total Transactions: 





(A)
-
(B)
=
(C)








$

  $

  $



Application for Employment

This office is an equal opportunity employer, and selects the best matched individual for the job based upon job related qualifications regardless of race, color, sex, national origin, age, handicap or other protected groups under state, federal or local Equal Opportunity Laws.

Personal Information

Date 



  Social Security Number 






Name
















(Last)





(First)




(Middle)

Present Address 
















(Street)



(City)



(State)


(Zip)

Home Phone 


 Phone where you can be reached during the day 



How did you learn about this position? 










Employment Desired

Position 



  Date you can start 


 Desired salary 



Are you employed now? 

 
If so, may we inquire of your present employer? 


Name and Phone Number












Education
                                                  Did you graduate?
     Subjects studied & degrees received
High School 












Trade, Business
Other
, 










College












Graduate
Education







Employment History


        Date



   Position
   
   Reason


Month & Year
   Employer, Address & Phone

   & Salary

for Leaving

Begin










End










Begin










End










Begin










End










References – Give the names of three persons not related to you, whom you have known at least one year.

Name

          Address & Phone Number

Years Acquainted

   Business

Are there any reasons why you would be unable to fill this job on a daily basis for the next 12 months?

It is my understanding that Palladium Primary Care will make a thorough investigation of my entire work history and may verify all data given in my application for employment, related papers, or oral interviews.  I authorize such investigation and the giving and receiving of any information.  I understand that falsification of data so given or other derogatory information discovered as a result of this investigation may prevent my being hired, or if hired, may subject me to immediate dismissal.  I further understand that this is an application for employment and that no employment contract is being offered.

I have read and understand the above.

             

Signature of Applicant




 Date

Applicant Information Release and Authorization

Disclosure: An investigative report may be procured for employment purposes.
In accordance with the Fair Credit Reporting Act, a customer report or investigative consumer report including information about your credit, general reputation, character, or personal characteristics may be obtained.  Upon written request, you will be provided with information regarding the nature and scope of the report, should it include information about your general reputation, character, or personal characteristics, and a summary of your rights.

Release and Authorization

I voluntarily and knowingly authorize for employment purposes only, any present or past employer or supervisor, university or institution of learning, administrator, law enforcement agency, state agency, federal agency, credit bureau, private business, military branch or the National Personnel Records Center, personal reference, and/or other persons, to give records or information they may have concerning my criminal history, motor vehicle history, earnings history and employment records, credit history, workers’ compensation claims, general reputation, character, or any other information requested to (name of practice) or it’s agents or representatives.  I voluntarily and knowingly unconditionally release any named or unnamed informant from any and all liability resulting from the furnishing of the information.  This authorization shall be valid one year from the date signed and a photographic or faxed copy of the authorization shall be as valid as the original.  In compliance with the 1990 Americans with Disabilities Act, a workers’ compensation search may only be requested with a conditional job offer exists.

Signature 







Date: 





Name:








Applicant Evaluation Form

Applicant Name 








 Date 



Position applied for 








List Work Experience Required for Position
	
	Rating

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	                                                                                        Total
	


List Skills Required for Position
	
	Rating

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	                                                                                        Total
	


Instructions:

1. List qualifications for the position in the left column

2. Rate the applicant on a scale of 1-4 as follows:

1 Does not meet job requirements

2 Meets few job requirements

3 Satisfies job requirements

4 Very strong candidate

Checking References – Telephone Script
This is _________________with _________________.  ______________ has applied for work in our 

           (caller’s name)

         (practice name)
         (applicant name)

practice.  May I speak to someone who can verify their employment information?

______________  states that she/he worked with you from ________________________.  
   (applicant name)







(dates employed)
Is this correct?  ( Yes    ( No

She/he lists the position with you as ________________________, correct?  ( Yes    ( No







(position title)

______________ indicated her/his salary was $____________ at the time she/he left.

   (applicant name)
Is this correct?  ( Yes  ( No

Did absenteeism present any problems?  ( Yes    ( No

Was her/his work satisfactory?  ( Yes    ( No

______________ states her/his reason for leaving was ______________________________.  

   (applicant name)








(reason)
Is this correct?  ( Yes    ( No

Would you rehire _____________ if the position became open again?  ( Yes    ( No    ( Hesitation




(applicant name)
With whom am I speaking, please? ______________________________________
What is your position with the office? _____________________________________
Thank you for your help.

Employee Benefits Summary

Annual Gross Salary







$ 



Employer Contributions/Benefits

Social Security (FICA)


Workers’ Compensation


Unemployment Insurance (state & federal)


Vacation


Sick Leave Benefits


Personal Time Off


Paid Holidays


Emergency Leave Paid


Jury Duty Paid


Maternity/Disability Paid Leave


Other Paid Time Off


Pension & Profit Sharing


Keogh Plan Benefits


Health Insurance/Dental Insurance


Life Insurance


Disability Insurance


Other Insurance


Bonus


Uniform Allowance


Auto Allowance or Reimbursement


Dues and Subscriptions


Education/Tuition


Employee Parking


Other _______________________


Other _______________________


Total Contributions & Benefits

Provided by This Practice
$


Employee Confidentiality Agreement

I hereby certify that all knowledge or information I gain from, whether trade secrets, expertise, technical data or information, transparencies, test data, or patient information revealed to me will be held in strict confidence and trust by me.

I will not reveal or disclose the trade secrets or information on patients or physicians to any other person, firm, corporation, company, or other entity now or in the future, unless my employer instructs me to do so.  
This secrecy protection will continue even if I no longer am employed by this practice.  I understand that if I reveal any of this confidential information to unauthorized persons, I may be subject to penalties and lawsuits for injunctive relief and money damages as well as possible criminal charges.


(signature of employee)

(name of employee - print)

Date

Employee Performance Appraisal

Name of Employee 









Date 



Position 














Explanation of Rating

1.  Distinguished:
Outstanding.  On a par with the very best.

2.  Commendable:
Very satisfactory.  Well above minimum standards.

3.  Competent:
Satisfactory – fully acceptable.

4.  Adequate:
Marginally satisfactory at best.  Needs improvement.

5.  Provisional:
A serious handicap to job performance.

Personal Qualities:

1
2
3
4
5

Leadership 

(
(
(
(
(
Initiative and Drive 

(
(
(
(
(
Decisiveness 

(
(
(
(
(
Attitude 

(
(
(
(
(
Dependability 

(
(
(
(
(
Communication Skills 

(
(
(
(
(
Appearance and Grooming 

(
(
(
(
(
Performance:

1
2
3
4
5

Demonstrated Job Knowledge

(
(
(
(
(
Organization and Planning 

(
(
(
(
(
Productivity 

(
(
(
(
(
Employee Relations 

(
(
(
(
(
Patient Relations 

(
(
(
(
(
Direction and Training 

(
(
(
(
(
Summary Performance Appraisal 

(
(
(
(
(
Comments Regarding Performance 




























Employee Performance Appraisal (2nd Page)
What are the employee’s greatest strengths?



























What are the employee’s most serious limitations? 



































How can they best be corrected? 




































This appraisal has been communicated to the employee by:




Date 



(signature of employee supervisor/manager)
This appraisal has been communicated to me.  My signature does not necessarily mean that I agree






Date 





(signature of employee)

Supply Ordering Record

	Item
	Unit

Cost
	Quantity

Ordered
	Ordered

By
	Vendor
	Phone
	Date

Received

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


New Patient Appointment Welcome Letter

Dear _______________________,


(patient name)

Thank you for calling our office.  This is to confirm your appointment and we have set aside a special time for your visit on ___________ at __________.  We appreciate you choosing our office and look 

(date)
(time)
forward to meeting you and providing your care.  

We ask that you bring your medical history and a list of all medications you are taking (prescription and nonprescription).  To acquaint you with our policy, please note that we do expect payment at the time of the exam and we accept all major credit cards.  
If you have insurance, please bring your insurance information with you.  We will discuss your insurance plan coverage then but we ask that you pay any of your portion at the time of your visit.  Thank you.

Sincerely,

Office Manager

Missed Appointment/No Show

Dear _______________________,



(patient name)

We’re sorry you were unable to keep your last appointment.  Please call ______________________

(name of receptionist)
 today to reschedule.  We look forward to hearing from you.

Sincerely,

______________________________
(Practice name)

Reminder/Recall

Dear _______________________,



(patient name)

This is a reminder that your next appointment is scheduled for:

Day



Date



Time

Sincerely,

______________________________
(Practice name)

Patient Information Request
Dear _______________________,



(patient name)

We find that we are missing some information required to submit your claim for services rendered on ______________ to your insurance carrier.

(date)

Please provide the following:

You  may respond directly on this letter and return it in the enclosed envelope or call our office at 
__________________________.

(phone number)

Thanks for your help.

Sincerely,

Office Manager

Co-Pay
Dear _______________________,



(patient name)

Your insurance plan requires that you pay your co-payment at the time of service.  You did not pay on (   date   ) and we have not yet received your co-payment amount of $ 

.

Please mail your check today or complete the credit card payment form on the bottom of this page and return it in the enclosed envelope.

Sincerely,

Office Manager

        Cardholder Signature



   Date

	Patient Name 

	Cardholder Name

	Cardholder Address

	City
	State
	Zip

	(Visa     (MasterCard     (American Express     (Discover     (Check Card     (Other

	Credit Card Number
	Expiration Date


Palladium Primary Care

George Osei Bonsu, MD

3750 Admiral Drive Suite 101

High Point, North Carolina  27265

Phone:  336-841-8500

Fax:  336-841-3999

March 19, 2009

Request Balance Due After Insurance Notification

Dear _______________________,



(patient name)

Your primary insurance company has notified us regarding their coverage for your recent service at our office.  Based on their information, we now request you send the balance of $___________ now due.  Our office is willing to set up any payment arrangements to help assist you in making payments toward your account balance that is due to our office. 
This payment is requested due to:



Your primary insurance has made their payment, this is what you owe.



This is the part of the bill for which you are responsible.



Your deductible has not been met.



This is a non-covered service.



We have no information of any other insurance for you.

Please contact the office at 336-841-8500 to make payment arrangements on your account to avoid account placed in collection.  Please respond within 14 days of receipt of this letter. 
Thank you for your attention to this.

Yours truly,

Accounts Receivable Manager

Insurance Claim Status

To: _____________________________
(insurance company name & address)

In order to bring our record up to date, we request that you supply the following information on the insurance claim:

Date 




Amount of Claim 




Patient 













Group # 




  Certificate # 






Insurance Name 












Insurance Address 












Date of illness or injury 











Employer 













Employer Address 












Diagnosis 













Date Billed 



 to 




Please advise:


Claim pending because 











Payment of claim in process  ( Yes   ( No

Date payment will be made 



Payment made on claim: Date 



 to 




Claim denied (reason) 











Patient notified  ( Yes   ( No 

Remarks 













Your name 





 
Date 


 

Phone 




Return this completed form to: ________________________________________________________

(patient name, address, phone)

Thank you for your immediate action in this important matter

Accounts Receivable Manager

Payment Delay Letter to Insurance Company

To:  Claims Processing Supervisor

The attached claim is our _________ attempt to receive payment from you for the professional 

(1st, 2nd, 3rd)

services rendered to our patient, (name of patient).  This claim is over __________________ old.

(number of weeks or months)

Unless we receive payment from you within the next 14 days, we will be forced to file a complaint with the appropriate regulatory agency.  In addition, in the absence of any contractual restrictions, we will look for payment from your beneficiary.

We are committed to good service to the patient and look forward to a prompt reply from you to resolve this matter.

Sincerely,

Office Manager

cc: _____________________________

(patient name)

Request for Review of Denied Medicare Claim

RE:
______________________________



(name of patient)


______________________________


(patient’s Medicare number)


______________________________


(patient’s control number)

To Whom It May Concern:

We are requesting a further review of this claim.  The following are the reasons:
Please call me at ___________________ or fax the information to me at ____________________.  


(telephone number)
(fax number)

A copy of your remittance statement is enclosed.

Sincerely,

________________________________________

(office manager, physician or insurance secretary)

Enclosure

Acknowledgement of Error on Billing Statement

Dear _______________________,



(patient name)

Thank you for letting us know about the error we made on your billing statement.

We checked our records and you are correct.  We apologize for this and have issued a credit to your account.  For your records, attached is a corrected statement. (If issuing a refund check put “enclosed is your refund check”.)
Again, we regret any inconvenience this may have caused you.

Yours truly,

_________________________________

(Manager/Patient Account Manager)
Patient Complaint Response

Dear _______________________,



(patient name)

I received your recent letter and deeply regret your dissatisfaction with our office.  Thank you for bringing this to our attention.  I will look into the situation you described and let you know soon what action has been taken.  
Please accept my apology for the unpleasant experience and let me know if I can further assist you.
Sincerely,

_______________________________


(Manager/Physician)
Patient Referral to Consulting Physician

To: ____________________________



(name of physician)

This is to introduce my patient ________________________.



(patient name)

For the following 
( Diagnosis

( Treatment

· Case history is enclosed with the introduction

· Case history is being sent under separate cover

Remarks: 



























































Signed

 

(Physician)




(Date)
Patients Who Fail to Follow Advice

Dear _______________________,



(patient name)

At the time you were seen by me for an examination I informed you that it was necessary to 
_____________________________________________________________________.


(list tests, procedures, referral suggestions, what future care needed)
I strongly urge you to proceed with this without further delay.

Your neglect in not proceeding may result in (insert consequences).

Yours truly,

______________________________


(physician)
Letter of Withdrawal from Case

Dear _______________________,



(patient name)

I find it necessary to inform you that I am withdrawing from further professional attendance upon you for the reason that you have persisted in refusing to follow my medical advice and treatment.

Since your condition requires medical attention, I suggest that you place yourself under the care of another physician without delay.  If you so desire, I shall be available to attend you for a reasonable time after you have received this letter, but in no event, for more than five days.

This should give you ample time to select a physician of your choice from the many competent practitioners in this city.  With your approval, I will make available to this physician your case history and information regarding the diagnosis and treatment which you have received from me.

Yours truly,

_________________________

(physician)
Reference Check

Dear _______________________,



(reference name)

________________________ is an applicant to our practice and has referred you as a reference. 

(applicant name)

I would appreciate your time by answering the questions on the enclosed reply form and add anything you feel may be of value.  Please return the completed form in the preaddressed stamped envelope provided.

If you prefer, you may fax the information to me at _____________________.

(fax number)

Thank you in advance for this information, which will help us process this application for employment.

Yours truly,

Office Manager

Applicant Not Chosen Notification

Dear ______________________:


(applicant name)
We appreciate your recent application for employment.

This is to notify you that another applicant was chosen for the medical office position with our practice.  There were several applications received which meant an intensive screening process.  Those with the best range of education, experience and skills were interviewed.  Your application was very carefully reviewed during this selection process and your qualifications are impressive.  

For this reason, we are filing your application.  This will be retained for further consideration of other positions that may become available in the future.

Thank you again for your time and interest.

Sincerely,

_______________________________


(office manager)
Thank You to Referring Physician
Dear Dr. ____________________:


(name)
Thank you for referring ___________________.  I saw (him/her) on 


 and believe (he/she) 

(patient name)
(date)
would benefit from___________________________.  However, I will reserve the final judgment until 

(describe treatment)
tests have been completed and the results evaluated.

I will send you a full report by ______________.  I appreciate your referral.

(date)

Best regards,

_______________________


(physician)
Thank You to Patient for Referral
Dear Mr/Mrs. ____________________________


(patient name):

Over the last year several patients have told us they learned about our practice through you.

My office staff and I appreciate your confidence in us in referring friends and family to us.  We’ll do our best to live up to your expectations.
Sincerely,

________________________


(physician)
Physician Associate Introduction to Referring Doctors

Dear Dr. _________________________:


(name)
I am pleased to announce that on __________________, Dr. _______________ will be joining our 


(date)

(name)
practice as a full-time______________________.   Dr. ________________ has received medical 

(give specialty)

(name)
training at __________________________________ in __________________________.

(name of school or hospital)

(town)

Dr._____________________ will be an important addition to this practice.  ____ will bring an 

(name)


(He/She)
expertise in such specialized areas as __________________________________________. 



(list)
In addition, Dr. ______________’s association with the practice will enable us to respond more 


(name)

quickly to you and your patients’ needs.  I am confident that you will find Dr. _________________





(name)
to be a thorough, conscientious and extremely capable physician.

We hope that you will join me in welcoming Dr. _______________ to our practice.  We look forward 

(name)
to your meeting _______ and we appreciate your continued support.\

(him/her)

Best Regards,

_________________________________

(physician)

Estimate of Charges

Patient Name 







Date 




Procedure 















Professional fee




$ 



Your insurance/Medicare coverage

$ 



Your deductible and/or co-payment (if any)
$ 



Your remaining balance



$ 



You agree to pay the balance as follows:








You will receive separate statements for services from: Hospital Room Charges; Operating Room; Assisting Surgeon; Anesthesiologist; Laboratory; Radiology; Consulting Physicians; Other.

Thank you.  If you have any questions, please contact by calling 



.

(phone number)

(patient signature for file)
Claim Appeal Cover Letter
Dear __________________________,


(claims supervisor)

We are requesting a review of the attached claim.  Based on the services rendered and the amount submitted, we do not feel that the insurance payment is acceptable.  We have attached the appropriate documentation, copy of the claim form and EOB.

Your attention in this matter is greatly appreciated by both the patient and this office.  Could we please receive a response within 15 days?
Amount Submitted
$ 


Amount Paid

$ 


Remaining Balance
$ 


If there are any questions, call me at _______________________.

(phone number)

Thank you.
Yours truly,
_________________________________

(office manager)
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