
Barnabas Health
Medical Group

RW.Barnabas
HEALTH

Todoy's Dote:

Folierf lD# (tor offlco use only)

Referrlng Physlclon

PATIENT REGISTRATION FORM

Polienl lnformolion

Lost Nome: Flrst Nome: MI:

For Minors pleose lndlcote responsible Porent/Guordlon:

Address:
Streel Clly Stofe/Zlp

Home Phone: ( )

Emoll:

Cell Phone: ( ) Work Phone: ( )

Drlver's License#:

Morltol Stotus: Slngle D Monled D Wdowed tr Seporoted D Dlvorced D
Employer: _ Occupoflon:

Emergency Contoct: Telephone:

How did you heor oboul us?

Pleose check os mony correspondlng boxes thot opply:
Website
Google/Yohoo/Bing
Newspoper/Mogozlne Ad

I would llke to Ieceive emoll newsletters, generol heotth tlps ond lnformotlon from Bornobos Heolth: yes tr No tr
lf yes, pleose provlde emoll oddress:

Losl Nome: 

- 

Flrst Nome: MI:

Dote of Blrth: _Age: SS#: Sex (M/F):

!
tr
f1
tr

tr
tr
C
tr
tr

Focebook
Other lnlernet Ad
Dlrecl molllng (letteL postcord, etc.)
Physlclon

_ Responsible porly
Complele only lf Polienl ls Nol lhe-Responslbte Pqrty

Address:- Clty/stote: _Zlp:
Home Telephonei ( ) Work Telephone: ( )

lnsulonce lnfolmolion (Presenl lnsuronce Cord(s) lo Recepflonlsl

Primory lnsutonce: Pollcy/lD #:

Group/Plon #: Relotlonshlp to Subscrlber:

Effectlve Dote of Prlmory lnsuronce:

Subscrlber lnlormollon:

Lost Nome: _ Fkst Nome: MI:
Dote of Blrth: _Age: _ SS#: _ Sex (M/F): _
Address: _ Ctty/Stote: zlp:
Home Telephone; ( ) Work Telephone: ( )_

Dote of Blrth: _ GenderMtr Ftr Soclol Security#:

Friend or tomily
Other (e.g.CVS)



Secondory lnsuronce: Pollcy/lD #:

Group/Plon #: Reloilonshlp to Subscrlber:

Effectlve Dote ot Secondory lnsuronce:

Subscdber lntormotlon:

Lost Nome: Flrst Nome: MI:

Dote ot Blrth: _Age;_SS#: Sex (M/F):

Address: 

-city/Stote: 

-Zlp:

Home Telephone: 1 ) Work Telophone: ( )

Demogrophlc lnformotlon Requesl

ln order to comply wlth federol regulotlons, we ore requlred to osk you for lhe followlng lnformotion:

Roce Ethnlclty
tr Amerlcon lndion or Alosko Notlve tr Hlsponlc ot Lotlno
tr Aslon tr Not Hlsponlc or Lotlno
tr Block or Africon Amerlcon tr Poflent Declln€d
tr Nollve Howoiion or Other Poclflc lslonder
tr Whlte
tr Potienl Decllned

Advonce Direclives

Do you hove o heollh core proxy/llvlng wlll? O Yes tr No Do you wont to dlscuss thls wtth your physlclon? tr Yes tr No

Smoking Slolus

Pleose lndicote your smoklng hlstory:

tr Never Smoked D Post Smoker E Current smoker - lndlcqte how mony ond how often you smoke _
Communicolion Prefelences

I understond thot the stoff ond/or physlclons of Bornobos Heolth Medlcol Group ('BHMG) moy need to
contoct me regordlng oppolntments, t6sl results or other lssues reloted to my haolth. Llsted below ore my
preferences:

Prefered Longuoge Preferred method tor communlcotion: E Home tr Work tr Cell
Con ur'e l€(nr'e o rnessoge on rnochlne orwilh whoe ,€{ onsi^rec? (Orci€ Y€3 or nfo) HdrE Y/N VUod( Y/N Cd Y/N

DO NOT CA[t: tr Home t] Work tr Cell

Disclosure lo Deslgnqled Fomlly/Frlends/Coregivers

I ollo^/ BHMG to dlsclos€ rnedlcol lnfornof'on os needed to the fcllc^illng deslgnoted lndh/dLrol6) lnvoh/ed wtth nry h€otth co€.
I understond thot I om not requked to llst onyone, I olso understond thot I moy chonge th€ llsi ln wrlilng ony tlme.

Prlnt Nome Dote of Blrlh R€lotlonshlp Phone Number

2

Print Nome Dote of Blrth Relotlonship Phone Number



Preferred Phormocy

Pleose lndicole your prefered Phormocy /Phormocies below:

Phormocy Nome:

Address:

Phone Number:( )_

(hdicot€ Clty ond Cross Streets, Zlp Code, lf known)

Phormocy Nome: Phone Number:( )_
Address:

(lndlcote Clty ond Cross Slreels, Zlp Code. lf known)

Aulhorizolion lo Access Eleclronic Prescrlption Records

I outhofze Bornobos Heotth Modlcol Group ('BHMG') ond tts otfilloted providec to vlew my externol prescdptlon hlstory
vlq electronlc prescriblng s€Mces. I understond thol prescdption hlstory from mutflple other unotfllloted rnedlcol pIo/tders,
lnsuronce componles, phormocles ond phormocy beneflt monogers moy be vlewoble by my prc'vlders ond stotf here, ond
it moy include prescriplions bock ln lime for severol yeors, ond moy lnclude prescriptlons to treot HlV, substonco obuse ond
psychlohic conditlons, lf opplicoble. I understond ihql rny prescrlptlon hlstory wlll b€corn€ port of my BHMG medlcol record.

Heollh lnlormotion Exchonge (HlE)

BHMG olso porticlpotes ln electonlc heolth lnformqtlon exchonges (HlEs) wtth hospltols ond vorlous oth€r heotth core pro.
vlders. I orJthorlze BHMG ond the HlEs wlth whlch tl portlclpotes 1o shore my heollh lnformqtlon, through lhe HIE networks,
for purpos€s permltted by low, lncludlng my lreqtment ond coordlnolion of my core, wtth oll heollh core provlders ihcrt ore
outhorbed under the HlEs' pollcles ond oppllcoble low lo occess my lnformotlon, I understond ond ogree thot the lntonncF
flon obout me thot moy be shored ond occessed through lhe HlEs moy lnclude lnformotlon obout HM/AIDS stofus, sexuolty
tronsmitted dlseoses, fomlly plonnlng, mentol heotth treqtment, geneflc test resutts, us6 of olcohol ond othor substonces ond
olher s€nsttive cotegorles of my heotth lnfonnqtion. I underslond thot I hove ihe dght io 'opt-out' of hovlng my lnfomotion
shored through HlEs, ond lnstructlons on how to do lh(,l con be found ln the BHMG Nollce of ftivocy Procflces, the HIE bro-
chure whlch is ovolloble trom portlclpsting BHMG ofllces, or moy be requested from BHMG'S Pdvocy Offlcor.

Authorizolion for Phologrophs ond Releose for use in Medlcol Records

I hereby outhorlze ond cons€nt lo the iroklng of photogrophs ond moving plctures ot me by BHMG, lts ogenh or emplqloes.
I hereby outhofze ond consont to the us€ ond sloroge of such photogrophs ond moving plctures for ldentmcofion purposes
ond os port ot my medlcol record.

I hereby releose BHMG, its medlcol sloFf, ogents ond employees from oll lloblltty relqted lo the moklng, sloroge, ond use ot
such photogrophs ond movlng plclures for ldentlflcotion purposes ond os port of my rnedlcol record.

Releose ond Assignment o, Benelils

I dlrectly osslgn oll heolth lnsuronce beneflts, to whlch I om ontliled, by Medlcore, Medlcold, Blue Cross, or ony other
lnsuronce plons, dlrectly lo ihe provlders ln BHMG for servlces rondered on my b€holf. I understond thot I om flnonclolly
responslble tor oll chorges, whefher or not I om lnsured ot the time of servlce, lncludlng deductlbles, coinsuronce,
co-poyments ond beneflts servlces thot ore out of network, denled ond/or not covered by my heolth lnsuronce plon.
I outhorize BHMG or ony other holder of niedlcol or other lnformotlon obout me to releose to Medlcol€, Medlcold, ol
Blue Cross, or ony oth€r lnsuronce corrlers or thelr outhorlzed ogents ony lnformotlon needed for lhls or o relot€d clolm.

Consent to Treol

l.lhe underslgned, volunlorlly consenl to ond outhorlze BHMGthrough lh physlclons,omployees, ond/or ogents, to prc r'lde

such medlcol core ond exominotions, on o contlnulng bosls, ond to odmlnlster such roullne dlognostlc, rodlologlcol ond/
or therop€uflc procedures, tests, ond treotments os ore consldered necessory or odvlsoble, ln my dlognosls, core ond
ireotment, ln lhe judgment of my BHMG physlclon(s), lncludlng, but not llmlted io, coll€cflng ond testlng bodlly flulds, ond
qdmlnlstrotlon of phormoceullcol products. I ocknowledge thot no guorontees hove been mode to me obout the lesults

of ony exominotlon or treotment.



Acknowledgments qnd Agreemenl

. I ocknowledge thqt I hove been odvlsed of my rlght to on Advonco Dlrectlve.

. I ocknowledge rec€lpt of lhe BHMG Flnonclol Pollcy, ond ogree to oll th6 terms ond condltlons contolned thereln.

. I ocknowl€dge recelpt of the Notlc€ of Prlvocy Proctlc€s.

. I ogree to ollow occess to my eloclronlc prescrlptlon records os descrlbed obove.

. I ogree to lh€ releose ond osslgnment of beneflts os descrlbed obove.

. logree to treotment os descrlbed obove.

. lhove reod thls form, my questlons hove been onswered. ond lunderslond ond ogree to lts content.

Potient/Representotive's Signoture Dote

lf signed by Authorlzed Representotlve, prlnt nome of Slgnotory Relotlonshlp to Pqtlent/Authotlty to Slgn for Potlent

4



RW.Barnabas
HEALTH

FINANCIAL POLICY

RWJBamabas Physicians Services is dedicated to providing our patients with the best possible car€ and service,
while keeping the cost to you from rising at unreasonable rates.

We ask for your help by understanding and cooperating with our FINANCIAL POLICY.

It is importanl for you lo understand lhol heabh insurance coveruge is an agreenent beieeen you and !,oat
insurance company.

ANI)

Your doclor's hill for semices provided is an agreement between you and your doclot,

YOLIR RESPONSIBILITY: Our Physicians participate with several insurance companies. lt is yow
responsibility to call your insurance company to verifo that the doctor you are seeing is participating.

If we do not participate with your insurance company, we will bill your insurance carrier as a courtesy to you;
however, we will expect payment from you. If you do not have valid insurance information, or lve cannot
confirm coverage, we will consider you "self-pay" and ask for full payment at t}te time of service or for a
deposit for scheduled procedures.

All copayments or payments for non-covered services are the patient's responsibility and will be collocted by
our staff at time of service.

In the event that your insurance carrier denies payment for authorized services, you may be asked to help
resolve these issues with your carrier.

PRIMARY CARE OITICES: If you are required to choose a Primary Care Physician C'PCP"), bo sure that
you have chosen one of the Physicians in the office where you have an appointment, You must contact your
insurance company prior to scheduling an appointment to make this PCP selection. If your insurance company
requires referrals for services at a Sp€cialist's office, please allow five (5) business days for non-emergency
services prior to seeing that specialist or facility. Ifyou go to the Specialist's office without a referral, you may
be responsible for the entire bill.

SPECIALIST OFFICES & REFERRALS: If your insurance company requires a referraVauthorization from
the Primary Care Physician, be sure that you have obtained a valid referraVauthorization prior to your
appointment. If you do not have a valid referraUauthorization, you may be asked to reschedule. You agree to be

responsible for payment ofyour account regardless of referral status.

You understand that it is your responsibility to know and abide by the terms ofyour benefit coverage including
but not limited to properly securing referrals for specialized care before making appointnents. You also
understand that you are responsible for full payment for services provided if you fail to supply all rcquired
referral forms.

Rev 09/2017



RWJBarnabas Physician Services Financial Policy (con't)

PAYMENT X'OR SERVICES PERFORMED:
l. Our offic.es accept Visq MasteCard, Discovor and American Express, as well as Cash, Debit Cards and

Personal Checks for payment ofservices.
2. All payments are expected at the time of service. Should your account r€quire the action of a collection

agency, you would be financially responsible for all collection and legal fees that our olfic€ incurs
through the process utilized to collect the outstanding delinquont balance.

3. You may be asked for payment of deductibles or co-insurance as rcquired by your insurance company at
the time of service or at the time of procedur€ scheduling.

RETURNED CHECK FEE IS: $30.00

CHARGES TO ACCOUNT: We shall have the right to cancel your privilege to make charges against your
account at any time. Future visits would then need to be paid at the time of servicc.

MISSED APPOINTMENT FEE: Patients who do not show up on timo for an appointment, or fail to
reschedule or cancel with less than 24 hours'notice will be charged a $25.00 fee. This charge will not be
reimbursed by your insurance. Patients with three missed appointments may be asked to transfer their records to
another doctor.

IVtrSSED TEST FEE: Patients who do not show up on time for a schedulod offic€ based test, or fail to
reschedule or cancel with less than 24 hours'notice will be charged a $150.00 fee. This charge will not be
reimbursed by your insurance.

MISSED PROCEDUR-E FEE: Patients who do not show up on time for a scheduled procedure, or fail to
reschedule or cancel with less than 48 hours' notice will be charged a $250.00 feo. This charge will not be
reimbursed by your insurance.

RELEASE OF RECORDS: If you require a copy of your records for personal use, you must submit a request
and pay a copying fee of $1.00 per page up to a maximum of$100.00.

Copies of records, including pa)ment history will be provided at no charge to other healthcare providers
pursuant to a valid HIPAA authorization*.

UNINST R-ED PATIENTS: Patients who are uninsured at the time of service will be afforded a 30oZ discount
from posted charge if payment is made at tlre point of service. This discount will be extended for a period ofup
to 30 days after a scheduled procedure or discharge from a facility. Failure to satisfy all outstanding balances or
establish an acceptable payment plan within these timeframes will result in the forfeiture of this discount.

Uninsured patients will be required to provide a 30% deposit of the estimated patient fee at the time of
scheduling elective proc€dur€s. Actual fees may vary based on the clinical circumstances at the time of the
procedure. Consistent with Medicare payment methodolory, multiple procedure discounting will be applied
allowing 50% reduction to the self-pay payment rate of secondary and subsequent proc€dures performed during
the same encounter.

phMitrg) Equirc mfidcntiality protcctions. qjcsdoo! 6@ming llE di!.16@ of thi! i ormaton 3lrcdd bc t oudt to th. dt.ofuo of rhG Privtcy OfEc-.
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RIGIIT TO AMEND: You understand and agree that BHMG may amend the terms of this Financial Policy at
any time without prior notification to the patient.



RWJBamabas Physician Services Financial Policy (eon't)

PATIENTS vvHO QUALII"r ["OR IIoSPITAL BASED CIHRITY CARE: The New Jersey Hospital Carr
Payment Assistance Program (Charity Car€ Assistance) is free or reduced charge care which is provided to
patients who rcceive inpationt and outpatient s€rvic$ at acute care hospitals throughout the State of New Jersey.
Hospital assistance and reduced charge care are available only for necessaqr hospital care. Some servbes such
as physlcian fecs, anestheslolog,Iees, mdlologt tnlerprelalion, and oulpstienl prescrlptbns arc separcle
lrom hospllal chorges and nay nol be eliglblc Iot rcduclioa"

While RWJBamabas Physician Services does not accept Charity Care in community based physician officcs,
providers will honor hospital charity care determinations when providing services in hospital based clinics or
while providing services in an emergency, on-call sihration in an RWJBarnabas Health facility. Charity Care
determinations will be honored for one post-procedurr office visit when the procedure was porformed on an
emergent basis during an on-call situation at an RWJBamabas Health facility.

Pati€nVRepresentativc's Signature Date

Ifsigned by Authorized Reprrsontative, print name ofsignatory Relstionship to Patienr/Authority to Sign for palient

Revised September 21, 2Ol7
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Barnabas Health
Medical Group

RW.,Barnabas
HEALTH

Proctlce locotlon lnfo here

Nome:

Dole ot Blrth: __)_l__
Whol ls ihe reoson for todoy's vlslt?

tr Mole D Femolo Todoy's Dote:

B No Known Allergles

Allergles: tr Lotex D Food C lvledlcotionsl

MEDICATIONS: lisl oll medicollons you loke, (lncludlng over the counler, he6ol, noturol remedles)

HEATTH HISTORY hove you ever hod or beon dlognosed wlth hovlng (check oll thot opply)

Anemio Coiorocis Gloucomo Kldney Dlseose

Anglno Chlcken Pox Heort Altock Kldney Stones Selzuro/Epllepsy

Arthriiis Dementlo Heorl Dlseose Sleep Apneo

Aslhmo Depresslon /
Anxlety

Heort Murmur Meosles Stomoch Ulcers

Bleedlng
Disorder

Dlobeles Hemorrholds Mlgrolnes/s
Heodoches

Stroke

Thyrold DlseoseHlgh Blood
Pressure

Pneumonlo

Blood
Tronsfuslon

Frequent
lnfecilons

Hlgh Cholesterol Pre-Dlobetes Tuberculosls

Concer type of concer: Joundlce or
Llver Dlseoso

Prostote
Enlorg6ment

Other:

I
I
I
I
I
I

t
I
I
I
I

I
I
I
I
I
I

I
I
I
t

I
I

I
I
I
I
I

I
I

Hove you hod Surgery or been Hospllollzed? Hove you been lo lhe Emergency Room ln lhe posl yeor?

Type ol Surgery/Reoson ,or Hospilollzolion/ Reoson lor Emerg€ncy Room vlsll Dole

IMMUNIZATIONS (check lf yes ond indicole yeor ot lost lnlectlon)

YeolYeoI VoccineVoccine
Zoster (Shinglos)lnfluenzo
Hepolltls BTetonus
MMR (Meosles, Mumps & Rubello)Pneumonlo
Other:Vorlcello (Chlcken Pox)

ldop (lelonus, Diphtherlo & Pertussls)

IIIIII

Rheumotlc Fever

Lung Dlseos€

Blood Clots
(DVT/PE)

Dlgestive
Dlsorders



Nome: Dole ot Blrth: .......- l- l-

HEATTH HABITS: check whlch opply (ll curent pleose lndlcole omounl)

Never Post Current Amount
Iobocco Use
Alcohol Use

Seol Bell Use
Exerclse

HEAITH MAINTENANCE: Hove you hod ony ot the followlng? (lt YES lndlcote when)

NO YES DATE

Mommogrophy (Femoles oge 40-69)
Pop Smeor (Femoles oge 18-75 )
Colonoscopy (oge 50-75)
Bone Denslty (oge >65)
Lost Menslruol Pedod (lemoles)
Gynecologist (lemoles) NAME

FAMILY HISIORY

Relolion { tt A ve Age ol Deoth Medlcol condillons/ cousa ol Deoth
Molher
Fother
Brolhers

Sislers

Children

Grondporenls

DO ANY OF YOUR BTOOD RELATIVES HAVE ANY OF THE FOIIOWNG?

Relollonshlp lo YouDlseose
Anemio
Arthrllis

Asthmo
Blood Clots

Concer

Heort Dlseose

Hlgh Blood Pressure

Kldney Dlseqse

Slroke

Otheri

IIII

r Il__

tt
tt

I

r

I

f--

I

Dlobetes
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r r Barnabas HealthI r Medical Group

PATIENT NAME

AUTHORIZANON TO DISCLOSE HEALTH INFORMATION TO THE
BARNABAS HEALTH MEDICAL GROUP PRACTICE OF PLEASE FILL IN PRACTICE NAME

DOB

SOCIAL SECURIry NUMBER

ADDRESS

STATE ztP

I hereby authorize

To disclose mv health information to the Bamabas Health Medical Group practice

The information to be disclosed to and used by the above is for the following purpose:

FROM TO
This authorization is limited to the following dates oftreatment:

Information to be disclosed:
E Emergency Room Record
EHistory & Physical Exam
ElOperative Reports & Pathology
EDischarge Summary

EConsultations
EProgress notes
Elabs, Xrays & Tests
ENurses' Notes

I understand that the information to be disclosed includes my identity, diagnosis and treatrnent including ALCOHOL, DRUGS, GENETIC
TESTING, BEHAVIORAL OR MENTAL HEALT}I SERVICES, REPRODUCTIVE RIGHTS< SEXJALLY TRANSMITTED &
INFECTIOUS DISEASES, AIDS and HIV information, and email correspondence as applicable.

It is my intent that the use of the information furnished is prohibited for any purpose other than stated above and that the recipient is
prohibited liom disclosing this information to any other party to whom disclosure is not necessary or required for the purpose shted above.

I undeBtand that I have the right to revoke this authorization at any time. I understand if I revoke this authorization, I must do so in writing
and present my written revocation to the Bamabas Health Medical Group practice of Dr. fill in ohvsician or oractice name. I understand that
this revocation will not apply to tho extent of any 6ctions that the pmctice has already taken in reliance on this authorization. This
authorization will automatically expire 120 days from the date ofmy signature, unless I otherwise speciry that this authorization will
terminate on the following date, or concurrently with the following event or condition:

I understand that authorizing the disclosure of this health information in voluntary. I can refuse to sign this authorization. I need not sign this
form in order to assure treatment, payment, enrollment or eligibility for benefits. I understard I may inspect or obtain a copy of the
information to be used or disclosed, as provided in CFR 164.524. I understand any disclosure of information carries with it the potentisl fq
an un-authorized re-disclosure and the information may not b€ protected by federal confidentiality rules. If I have qu€stions about disclosure
ofmy health information, I can contact the Bamabas Health Medical Group practice of Dr. fill in physician or pmctice nanre at insert phone
nunrbel.
PATIENT SIGNATURE: DATE

lf legal r€presentative, sign below and stato relationship and authority to do so and attach the document of authority.
LEGAL REPRESENTATIVE:
RELATIONSHIP:

DATE

WITNESS:
(Two signatures required for verbal consent)

ORIGINAL - MAIL TO DISCLOSING PROVIDER COPY - RECORI)

DATE

COPY - PATIENT

CIry

EEmail Correspondence
flcomplete Record
EAbstract
EBilling Information
Eother-


