PATIENT REGISTRATION AND CONSENT FORM
ALLERGY, ASTHMA AND IMMUNOLOGY CLINIC, P.A. (“AAIC”)

Patient Information
First Name: ____________________________________________________________ Last Name: _________________________________________________________ M.I. ___________
Address: ____________________________________________________________City/State/Zip: _________________________________________________________________________
Home Phone: (______) ______-_______________ Cell (______) ______-___________Marital Status: □ Married □ Single □ Divorced □ Separated   □ Widowed
Date of Birth: __________________________   
       Sex:  □ Male    □ Female         Social Security Number: ________________________________
E-Mail Address (For clinic communication use only) _______________________________________________________
Country of Birth: ________________________________________________________________
Race:  □ White  □ Black  □ Asian   □ Hispanic   □ American Indian  □ Pacific Islander  □ Declined  □ Other (specify) ____________________
Preferred Language: _________________________________________
Employer Name: ____________________________________________________
Work Phone:  (_______) __________-________________  

Employer Address: ________________________________________________________ City/State/Zip _________________________________________________________________
Primary Care Physician: ____________________________________________________________ Clinic Name: _______________________________________________________________________
Referring Physician-if not Primary Physician: _______________________________________________ Clinic Name-if different: ________________________________________
Emergency Contact Relationship to Patient:   □ Spouse     □ Parent   □ Step Parent    □ Legal Guardian
First Name: _______________________________________________________________ Last Name; ______________________________________________________________________
Address (if different than patient’s): _________________________________________________________________ City/State/Zip: __________________________________________________________________
Home Phone:_____________________________________________________ Cell Phone: _____________________________Work Phone: __________________________________
*If patient is a minor please fill out the following information:

Mother’s Name: _____________________________________________ Cell Phone: ______________________________________ Work: _____________________________________
Father’s Name: _______________________________________________Cell Phone: ______________________________________ Work: _____________________________________
Responsible Party □ Self    □ Spouse     □ Parent or Guardian   □ Other______________________ 
First Name: ___________________________________________________________ Last Name: __________________________________________________________ MI ____________
Birth Date: _____________________________________________________ Social Security Number: _________________________________________________

Address (if different than patient): __________________________________________________________________ City/State/Zip: __________________________________________________________________
Home Phone: ________________________________________ Cell Phone: _________________________________ Work Phone: __________________________________________
Employer: _______________________________________Employer Address: ___________________________________ City/State/Zip __________________________________
Insurance Information: Policy Holder Name ________________________________________Relationship to patient:______________ Date of Birth ____________
Insurance Company: __________________________________  ID Number: _______________________________________ Group#: ______________________________________
Employer: ______________________________________ Address: _____________________________________ City/State/Zip _____________________________________________
Secondary Insurance-Policy Holder Name:  ________________________________________Relationship to patient:  _________________________________________________
Insurance Company: _______________________________________  ID Number: _______________________________________ Group#:  _________________________________
Employer: ______________________________________ Address: _____________________________________ City/State/Zip _____________________________________________
Pharmacy Information
Pharmacy Name: ______________________________________________
Location (City):________________________________________

Mail Order Pharmacy: _______________________________________ Phone Number: _________________________________________
Pharmacy Insurance ID# (if applicable) _____________________________________________

How did you hear about us?
□ Newspaper Ad (Press or Stillwater)   □ Brochure   □ Employee   □   Internet    □ Clinic Website 

□ Physician/Nurse Referral   □ Friend/Relative    □ Yellow Pages    □   Hospital     □ Insurance Directory 
Please read the statements below and initial.

 Consent for Treatment

I authorize AAIC to provide any treatment, including the performance of the diagnostic tests, procedures, and/or the administration of the medications which may be deemed appropriate by the physician, provider or other personnel involved in my care.  I understand and consent that persons receiving medical training may be involved in my care.



Consent and Authorization for Release of Information

I consent to the release and use by AAIC of medical and other information about me as permitted by law to a health care provider being advised or consulted in connection with my treatment/care, a health plan, insurer, third-party payer, third-party administrator or other organization providing me with health benefits, for the purposes of claims payment and benefit determinations, fraud investigations, quality of care studies, and to a person or organization in connection with AAIC’s health care operations.  I consent AAIC may review my medication and prescription history.  I consent AAIC may leave detailed voice messages for me on any phone number I provide to AAIC.  I acknowledge and consent such voice messages may contain protected health information about my treatment, care, medical conditions, and test results.  I consent to the release of medical and other information about me to the following other individuals (e.g. spouse, family member, coach, trainer, employer, etc.): 


I understand my consent continues until revoked, which can occur by providing written notice to AAIC.  




Payment Authorization

Payment Responsibility. I agree to pay for all services furnished to me by AAIC, including, but not limited to, charges that are not paid in full by my insurance, government program benefits or other third party payers, within 30 days of the statement date.  I also agree to pay or reimburse AAIC for all costs it may incur in collecting such amounts, including, but not limited to attorneys’ fees and collection agency fees. I consent to the exclusive jurisdiction and venue in Ramsey County, Minnesota for any disputes.  I consent to a minimum of a $100 administrative charge if my account is sent to an attorney for collection and that I will incur late interest accruing at the maximum rate allowed by law calculated from the date my payment was due. 
I understand that it is my responsibility to obtain pre-authorization for treatment, if required by insurance, and that I am responsible for any charges insurance does not pay because pre-authorization was not obtained.  I further understand that co-payments or other payments that insurance plans do not cover for services rendered by AAIC are due at the time of service.  AAIC reserves the right to collect payment up-front, prior to service.
I understand that checks returned without sufficient funds will result in a $45.00 NSF fee.  

Payment Authorization. I authorize AAIC to directly bill my health plan or third-party payer for services rendered to me by or on behalf of AAIC, but acknowledge AAIC is not obligated to submit claims to third-party payers on my behalf unless required by law or by its contracts.  I also authorize any third-party payer through which I may have benefits to make payment directly to AAIC for such services.  I understand and agree that AAIC is not responsible for collecting third-party payments or negotiating disputed settlements on my behalf.  

Statement to Permit Payment for Medicare Benefits. If I am entitled to Medicare benefits, I request payment of authorized Medicare benefits to me, or on my behalf to AAIC, for any services furnished to me by AAIC.  I authorize any holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.   
I acknowledge that I have been offered a copy of AAIC’s Notice of Privacy Practices as posted in the reception area.  I also understand that I have a right to receive a copy of these privacy practices at any time upon request.

Patient/Guardian’s Signature:  __________________________________  
Relationship to Patient: ______________________   Date:_______________
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