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Welcome to our office.  It is our mission to provide you with the best personalized medical care.

Your care
We work with your referring physicians, including Primary Care physicians to coordinate all aspects of your care. Our practice will communicate and support treatment plans and health plans set by your Primary Care Physician.  Our office is available to you at all times with 24 hour access to a clinical decision maker, by phone or via email or fax, and we can address urgent appointments in a timely manner, depending on your medical needs.  A list of urgent care facilities in close proximity to this office is available for your convenience.

Confidentiality Release

If I am not available to accept laboratory or test results myself, I will permit the staff of Neal Alpiner, M.D., PLLC, The Alpiner Group to give the results to (signature page 4):

Consent for Treatment

I hereby voluntarily request to authorize my physician, Neal Alpiner, M.D., PLLC and The Alpiner Group to provide medical treatment and care, including but not limited to, diagnostic procedures, x-rays, and administration of medication as is deemed necessary and advisable. I am aware that the practice of medicine is not an exact science and I acknowledge that no guarantees have been made to me as to the results or the care of treatment which I have hereby authorized.

I authorize Neal Alpiner, M.D. and The Alpiner Group, to release information regarding myself or my dependent to my insurance company and agree to have my insurance company pay Neal Alpiner, M.D. PLLC and The Alpiner Group directly for services rendered relating to my treatment.  I understand that I will be held accountable for any balance left owing under the provision of my policy.

I further understand that my treatment may require more than one occasion of service therefore this consent shall carry full force and effect from the date of signature until I am discharged from further outpatient treatment.    

I understand that the verification of benefits does not guarantee payment. I acknowledge that it is my responsibility to obtain a referral or authorization for treatment and I will be responsible for any and all bills that are not covered by my insurance company pertaining to my treatment.

Financial Policies and Agreement

It is your responsibility to be aware of your insurance coverage, policy provisions, exclusions and limitations as well as authorization requirements.  This information is furnished by your insurance carrier.  If we are filing your claim, we will allow forty-five days from the filing date for the carrier to process your claim and make payment.  If an insurance payment is not received within this time frame, we will notify you to clear your account.   Insurance filing is done as a courtesy to 


you and does not dismiss your responsibility to pay for services.  We attempt to verify that your coverage is valid at the time of your visit. If your coverage is not in effect at the time of your visit, or the service is not a covered benefit, the financial responsibility is yours.

Insurance or Address Changes

You must notify the office of any insurance or address changes. Insurance verification is needed for each and every date of service.

Missed or Cancelled Appointments
 
There is a 24-hour cancellation policy.  A $25 charge will be assessed for appointments not cancelled by the day prior to your appointment.  These charges cannot be billed to insurance and must be paid before obtaining future services.  If you missed your scheduled appointment time arriving late we reserve the right to reschedule your appointment time.

Co-payments, Co-Insurance and Deductibles

Co-insurance and co-payments are the patient’s responsibility. Co-pays are due at the time of visit.  You should be prepared to make payment for these when in the office.  Failure to pay a required co-payment will incur a $20 charge. Deductibles are the patient’s responsibility. The deductible is determined by the contract that you have with your insurance carrier.  We do not know how much each person’s deductible is and how much has been met at the time of your visit. You will be responsible for a $25.00 service fee if your check or credit card payment is returned or denied.

Referrals

It is your responsibility to obtain referrals if required by your insurance plan. We are a specialist office and most referrals need to be obtained through your primary care physician office.

Authorizations

Your health insurance may require pre-authorization, or prior authorization, for certain drugs and procedures, especially those that are risky or expensive. For these services, your insurer must determine medical necessity and authorize their use before agreeing to pay. Our office will submit for prior authorization in a timely manner, but it is ultimately your insurance company that decides if and when treatment and payment will be made.

Non-Covered Services

All patients are responsible for “non-covered” services if denied or not covered by their insurance provider.




Litigated/Worker’s Comp Issues


Our office cannot legally bill your private insurance if there is pending litigation or if there is a Workman’s Compensation claim.  It is the responsibility of the patient/guarantor to disclose potential/impending litigation or potential Workman’s Compensation filing.  Failure to do so constitutes insurance fraud associated with legal consequences. Worker’s Compensation claims must receive authorization before being seen.


Auto Insurance

We will bill your auto insurance as a courtesy.  It is patient’s responsibility to know billing order for insurance.   Patient is financially responsible for payment for all services rendered.  Depending on how your personal automobile policy is written will determine if Auto is primary or Secondary insurance.  If your auto is Secondary you will be responsible for all accompanying co-pays that are associated with your primary health insurance.  Please check your insurance before your appointment.  We must receive an open claim letter from your insurance carrier in order to bill them.

We must know your health insurance for all claims we bill.  We must receive a denial from your health insurance before Auto claims can be billed in most cases.  Withholding healthcare information may be considered insurance fraud and you may be subject to financial as well as criminal penalties.  Failure from compliance with result in immediate dismissal from The Alpiner Group.

Paperwork Fees not reimburseable by Insurance – Must be paid in advance

There is a $25 minimum fee for all patient paperwork not covered by your insurance policy.  Fees are to be paid in advance of releasing forms; School forms, Camp forms, Sports participation forms, Disability forms, FMLA forms, Life insurance forms, Paperwork for patient assistance programs, Referrals, Refills or prescription changes handled outside of an office visit, No-show fees,Medical Record Copies.

Insurance Requests

You are responsible for responding to any request from the insurance company for further information (i.e. accident/injury, coordination of benefits, etc.).  Not responding to such a request will result in a claim denial and you will be responsible for payment.

Billing Issues

We are happy to bill your medical insurance for you.  Please understand that our billing service is offered as a courtesy to you.  It does not obligate us to wait indefinitely for payment by your carrier.  






Co-payments and any prior balances, including co-insurance and/or deductible are required to be paid before every visit.  We reserve the right to reschedule your appointment if you are not prepared to pay your account balance. 

Patient balances (balances after insurance processing or charges not covered by insurance) are due immediately.  Any account 60 days past due will incur a $20 service charge.  Accounts 90 days past due will be sent to a collection agency and further elective medical care will be denied.

Collection Accounts

In the case your account is forwarded to a collection agency, you are responsible to pay reasonable attorney fees if applicable. There is a 35% surcharge for all accounts that are in collections.

We emphasize that as a medical care provider, our relationship is with you and not your insurance company.  It is your responsibility to know your policy.  

Again, we thank you for choosing The Alpiner Group as your healthcare provider, and we are here to help you!





· I acknowledge that I have read and agreed to the Confidentiality Release.  You may release my information to the following individuals _____________________________________________
· I have received a copy of the office’s Notice of Privacy Practices Form or acknowledge having read them.
· I acknowledge and agree to The Alpiner Group Consent for Treatment.  
· I acknowledge that it is my responsibility to notify Dr. Alpiner’s staff of dates that tests have been taken so that results may be properly followed up.
· I have read, understand and agree to The Alpiner Group Financial Policies as described above.
· I have read, understand and agree to all policies and terms of The Alpiner Group.

Signature of Patient /Guarantor                 Relationship to Patient                 Date                  

________________________________   _____________________           _______________
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	Patient Name
	Guarantor’s (Policy Holder’s) Date of Birth 

	Date of Birth (Patient)
	Address

	Home Phone
	Work Phone

	Mobile/Cell Phone 
	Email Address

	Employer or School Name (if minor)

	Occupation (if applicable)

	Is this an Auto Insurance case?    Yes  /  No

Is this a Worker’s Comp case?      Yes  /  No

PRIMARY 
Insurance co. name ___________________ 

Policy #_____________________________

Claims Address/Phone
___________________________________
 
Effective Date ____________________  

Referral necessary to see a specialist?
	If Yes, is Auto Primary or Secondary



SECONDARY  or AUTO
Insurance co. name ______________________

Policy #______________________________

Claims Address/Phone
____________________________________

Effective date____________________

	If this is an Auto case you must include the adjuster’s contact information, claim number and date of accident.
If this is a Worker’s Comp case you must include the claim # and address with date of injury.                     
If there is Attorney on case we must have name and contact info for release of records

	PRIMARY CARE PHYSICIAN NAME, ADDRESS, PHONE, FAX- Please provide 




NEW PATIENT INFORMATION

Date ___________Name: _____________________ DOB: ________ Age ___ Sex:    M      F

Who may we thank for this referral? _______________________________

The reason for today’s office visit is: _________________     Chief Complaint________________

What tests have you had for this problem? _____________________________________

Did you sustain an injury or trauma?   Y     N        Date of Injury _________________ 

Is there a lawsuit pending or anticipated in this case?   Y     N                      Filing for disability?   Y     N
                                                  
Patient treated at hospital for this condition?   Y     N                    When?                       Where?

Physicians you have seen for this problem __________________________Approximate Date treated________________


Past Medical History

Other medical problems _____________________________________________________________________________
Surgeries and Dates ________________________________________________________________________________
Previous Accidents _________________________________________________________________________________
Current Medications ________________________________________________________________________________
Allergies to Medications _____________________________________________________________________________

Other problems:  Review of Symptoms
		 YES         NO			       YES         NO		            YES          NO
	Head
	Bladder
	Psychiatric

	Throat
	Bowel	
	Weight Gain

	Chest
	Fevers/Chills
	Weight Loss

	Heart
	Muscles
	Appetite

	Abdomen
	Bones
	Blood

	Skin	
	Endocrine Glands

	


														
Concussion, Head Injury,  Seizures,  Migraines/Headaches,  Pain Syndromes,  Autism/Spectrum Disorders,
Muscle Weakness,  Hypotonia,  Cerebral Palsy,  Torticollis,  Gait Disturbance,  Other___________________
 
Behavioral (circle all that apply)

ADD/ADHD,  Depression,  Anxiety,  Bipolar,  Personality Disorder,  Other_________________

Has patient had any behavioral/counseling therapy previously?

Provider name: ____________________________  Date of Treatment __________________


General Medical (circle all that apply)

Obesity,  Asthma,  Heart Disease/Congenital Heart Disease,  Arthritis,  Diabetes,  Colic, Cancer/Oncologic 

Other ____________________________________________________


HISTORY OF PRESENT PAIN (if applicable):

How long has patient noticed the pain?

____Days    _____Weeks     ____Months _____Years


Rate USUAL pain: (circle)

No pain     0    1    2    3    4    5    6    7    8    9    10    Worst pain imaginable


Describe pain: (circle) 

Burning,   Tingling,   Numbness,   Pinprick,   Stabbing,   Deep-Pressure,   Tightness,   Spasms


Any prior injury or pain before the event above?   Please describe.


Have you seen a specialist concerning this pain prior?  Please indicate specialist and date if seen.
[image: ]
_________________________________________________________________


PAIN (if applicable)
Has the patient had therapy or treatment related to this condition previously?

Physical Therapy		Occupational Therapy

Speech Therapy		Other____________________



PRIOR IMAGING/TESTING?   Y   /   N


If yes, when and where test performed?
	X-Ray
	MRI
	CT
	EMG
	Bone Scan
	Laboratory 
	Other




IF THE PATIENT HAD A CONCUSSIVE/HEAD/BRAIN INJURY:

Are you currently experiencing any of the following (circle all that apply):

	Dizziness

	Headaches
	Nausea
	Vertigo

	Loss of Balance
	Concentration Issues
	Visual Disturbance
	Sound/Light Sensitivity

	Difficulty Reading
	Mood Changes
	Academic Struggles
	Other(Please Explain)






PREVIOUS MEDICATIONS PRESCRIBED OVER PAST TWO YEARS

Name of Medication				       Dosage
	
	

	
	

	
	

	
	

	
	



FAMILY HISTORY:

Please list any major medical conditions that your Mother, Father, Maternal/Paternal Grandparents, Aunts, Uncles and Siblings may have 

Relationship 						Diagnosis
	
	

	
	

	
	

	
	

	
	



SOCIAL HISTORY

Primary language spoken in home

Who lives in home with patient?

Please check if appropriate

· Tobacco/smoke use
· Tobacco/smoke exposure
· Substance abuse
· Exercise regularly
· If yes, how often ________________

OTHER MEDICAL HISTORY
Please notify this office of any prior relevant medical history.  Please inform of any outside health encounters.

PEDIATRIC PATIENTS (Adult patients do not need to complete)
Developmental History:

        Not Delayed		       Delayed		    Other (explain)

School Name: ____________________________   Current Grade ________ 
Attendance (circle)               Good	         Fair	     Poor
Performance/Grades      A		 B	      C		D	       E
History of Learning Disability              YES                  NO
Other activities outside of school?  ______________________________

Safety:
· Seat belt use 
· Helmet use
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