East Atlanta Cardiology
Patient Registration

Name: Date:

Mailing Address:

(Street) (City) (State) (Zip)
Home Phone: Work Phone:
Cell Phone: SSN:
Sex: Date of Birth:
Occupation: Employer:
Emergency Contact: eRAdomber:

Relationship:
**Does East Atlanta Cardiology have permission tecdss your care with the above
listed contact? YES or NO

Primary Insurance icyRol

Insured’s Name InsubdB:

Insured’s SSN: Group#

Secondary Insurance olicy#

Insured’s Name InsubdB

Insured’s SSN: Group#
.P.I‘].a.r.r;].a.::.y.lil.a..r;]é:...................................P"hﬂtr;b.éﬂ.:...............I
Address:

Referring Physician: néNamber:

| have completed this form accurately, truthfullydacompletely. Office Policy: | understand andegg
that | will be responsible for any balances notered by my insurance company. | agree that | ogll
assessed a $25 fee for any appointments that areanoelled within 24 hours prior to my scheduled
appointment. In the event that my account balasn@®® days past due, | agree that | will be agzkss
monthly $10 fee/rebilling fee. In the event thay mccount is turned over to a collection agency, |
understand and agree that | will be responsiblaffigr collection fees (15%), attorney fees, coustsetc.
Any NSF/returned checks will be assessed a $40 fee.

Authorization and release of information: | herehthorize East Atlanta Cardiology and its affégto
release information contained in my medical recdodghe purpose of treatment, payment and opersitio
as follows: 1) To my insurance company(s), thgerds, or third party payor, and/or governmentomiad
service agencies which may or will pay for any perimy medical care; 2) As mandated by law; 3) To
alternate care providers, including community agen@and services, as ordered by my physician or as
requested by me or my family for care.

| have received and agree to Office/Financial Fedic

Patient Signature: Date:




