Borland-Groover Clinic, P.A.

3635 S. Clyde Morris Blvd., Suite 100, Port Orange, FL 32129
(386) 788-1242

Gregory J. Stella, MD Sunil P. Pasricha, MD
Louis M. Agnone, MD Lois Jaskulsky, ARNP
Harry Moulis, MD Joanna Calderon, PA

Donato R. Ricci, MD

Notice of Privacy Practices

L , understand that a copy of the Notice of
Privacy Practices is posted at Borland-Groover Clinic, PA and I may request a copy at any time for
my records.

Signature Date
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May we release your personal health information for research purposes in the event we
find you may qualify for a particular research study/trial?

Yes No

Patient Signature Date
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FINANCIAL POLICY

BORLAND-GROOVERS’ staff will do what they can to insure timely submission of primary and
secondary insurance claims for its patients. The patient, however, is responsible to provide all the necessary
insurance information to ensure the success of the claim and subsequent payment. Upon each visit, the
patient will be asked to provide their insurance cards.

OFFICE VISITS: All payment is due and must be paid at the time of the visit to the physician. Each
patient will be expected to pay before they exit the office- Please make sure that your plan covers your visit
and Borland Groover Clinic accepts your insurance. Additionally, all co-payments must be made at

this time. Failure to pay at the time of your visit may result in possible discharge from the practice.

MEDICARE WAIVERS: Medicare will only pay for services that it determines to be "reasonable and
necessary” under Section 1862(A) of the Medicare Law. If Medicare determines that a particular service
is “not reasonable and necessary” under Medicare program standards. Medicare will deny payment of that
service. Your physician may feel the service is in your medical interest, but you need to know that
Medicare is likely to deny payment and by signing this policy you agree to be personally and fully
responsible for payment.

RETURNED CHECKS: A service charge of $30.00 for checks returned for non-sufficient funds will be
charged to the patient. This will be paid prior to the next visit or within 30 days whichever comes first.
Failure to make payment may result in possible discharge from the practice.

REFERRALS AND AUTHORIZATIONS: The patient is responsible for obtaining all referrals and
authorizations prior to arriving for their scheduled appointment. The staff will assist in answering any
questions that may arise from your insurance carrier, but the contact lies between you and your insurance
company and therefore, you the patient, must obtain your authorization to be seen by the physician.
Authorizations will not be obtained the day of your referral appointment, unless in the case of an
emergency.

ADMINISTRATIVE: A $10.00 fee will be charged for forms needing to be filled out by our physicians
and for patients requesting a medical letter from their physician.

APPOINTMENT NO-SHOWS/CANCELLATIONS: Any established patient who no-shows for their
scheduled appointment will be required to pay $25.00 up front before scheduling a new appointment. Any
new patient who no-shows for their scheduled appointment will be required to pay $50.00 up front before
scheduling a new appointment. Any patient who no-shows for their scheduled procedure will be required to
pay $100.00 up front before scheduling a new procedure. Upon showing up for the 2nd scheduled appoint-
ment or procedure, the patient will be refunded their money back and we will file their insurance. If the
patient does not have insurance, the money will be applied towards that service, if the patient fails to show
up for the 2nd scheduled appointment or procedure we will keep the down payment they provided us.

A 48-hour notice must be given to cancel any procedure and a 24-hour notice must be given to cancel
an appointment. If the patient fails to provide the appropriate notice, the above policy will be enforced.

Any requests for special payment arrangements must be made prior to your visit. You will need to contact
the Collections Manager to make special arrangements. They will not be made the time of your visit.

I certify that I have read and accept all terms set forth ia this arrangement and I agree to pay
BORLAND - GROOVER CLINIC for services rendered.

Patient Signature Date



BORLAND - GROOVER CLINIC, P.A.

CONSENT TO CARE: I present myself to Borland-Groover Clinic, P.A. for medical care. I hereby
authorize and consent to such care, including any tests, examinations, diagnostic procedures, surgical
and medical treatment, or other care which my doctor feels is necessary and beneficial to me. No
guarantees have been made to me about the outcome of this care.

CONSENT TO THE ASSIGNMENT OF INSURANCE BENEFITS AND GUARANTEE OF PAY-
MENT FOR SERVICES: I request payment of authorized insurance benefits (health, casualty or other)
including Medicare benefits, due for any services furnished by Borland-Groover Clinic, P.A. be made
to the provider(s) of the service(s). I assign the benefits payable for physician services to the physician
or organization furnishing the services or authorize such physician or organization to submit a claim to
my insurance company for payment to me. I authorize any holder of medical or other information about
me to release to the insurance company or its intermediaries or carriers any information for this or
future claims. I understand I may receive billing for services performed by outside facilities, laborato-
ries, etc. I hereby authorize Borland-Groover Clinic, P.A. to apply any payments made by me and/or on
my behalf by a third party payor toward the account referenced. I understand I am responsible for, and
agree to pay, upon presentation or demand, any charges that are my responsibility not covered or not
paid by any applicable insurance. I understand and agree that regardless of my insurance status, [ am
ultimately responsible for the balance of my account for all professional services rendered.

I understand that the physicians of Borland-Groover Clinic, P.A. treat only Gastrointestinal problems,
and that my primary care physician is responsible for all other medical care. Information regarding my
condition will be made available to the payors and/or providers associated with coordination of my
care. [ hereby authorize the release of medical, psychiatric, drug an/or alcohol abuse or HIV testing and
AIDS information in my records. Written consent must be given if information is to be provided to any-
one else (ie. souse). Verbal information regarding my condition may be given to:
relationship

I have read all of the information on this form and have answered the questions. I hereby certify that all
information is true and correct to the best of my knowledge. I will notify Borland-Groover Clinic, P.A.
of any changes in my health status or the above information.

SIGNATURE DATE

SIGNING AS (please check one) : PATIENT GUARDIAN GUARANTOR

If signed by other than the patient, state the reason the patient was unable to sign

RELATIONSHIP TO PATIENT

WITNESS
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BORLAND-GROOVER CLINIC, PA.
PATIENT INFORMATION SHEET

TODAY’S DATE

Patient Name Date of Birth: / / Age
Local Address Social Security # / "/
City State Zip Code Home Phone # ( ) -
Permanent Address Cell Phone # ( ) -
Martial Status: Single Married Widowed Divorced Gender: M F
OCCUPATION WORK TELEPHONE( )
PLACE OF EMPLOYMENT

WORK ADDRESS

SPOUSE’S NAME (SIGNIFICANT OTHER)

WORK TELEPHONE( )

SPOUSE’S PLACE OF EMPLOYMENT

WORK ADDRESS

NEAREST RELATIVE (not living with you) RELATION

NEAREST RELATIVE’S ADDRESS

NEAREST RELATIVE’S PHONE

PERSON TO CONTACT IN EMERGENCY PHONE( )
PRIMARY PHYSICIAN PHONE( = )
ADDRESS

DO YOU HAVE MEDICAL INSURANCE? YES NO

PRIMARY INSURANCE CARRIER

NAME OF INSURED MEMBER ID#

GROUP # BIRTHDATE OF INSURED / /
EMPLOYER

SS # OF INSURED / / RELATION TO INSURED

SECONDARY INSURANCE CARRIER

NAME OF INSURED MEMBER ID#

GROUP # BIRTHDATE OF INSURED / /
SS # OF INSURED / / RELATION TO INSURED

IF PATIENT IS UNDER 18 OR IF COVERED UNDER PARENTS INSURANCE:

INSURED PARENTS NAME PHONE(_ )

PLACE OF EMPLOYMENT

ADDRESS

PAYMENT IS EXPECTED AT TIME OF SERVICE. HOW WILL YOU BE PAYING YOUR BILL?
CASH CHECK CREDIT CARD

May we contact you at all phone numbers listed above?  Yes No

May we leave your personal health information on your answering machine/voicemail? Yes No___

Special instructions:
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