
INSURANCE INFORMATION

PRIMARy INSURANCE
Name of INsuraNce co. subscrIber Name

subscrIber ssN subscrIber d.o.b.

polIcy No./Id # Group No.

patIeNt relatIoNshIp to subscrIber           spouse    chIld  
  mother    father     other: (please specIfy)

FINANCIAl RESPONSIbIlITy (OTHER THAN PATIENT)
respoNsIble party Name

relatIoNshIp to patIeNt socIal securIty No.

address

cIty state ZIp code

home phoNe cell phoNe

work phoNe preferred coNtact Number
  home    cell    work

employer

SECONdARy INSURANCE
Name of INsuraNce co. subscrIber Name

subscrIber ssN subscrIber d.o.b.

polIcy No./Id # Group No.

patIeNt relatIoNshIp to subscrIber           spouse    chIld  
  mother    father    other: (please specIfy)

yOU MAy RElEASE MEdICAl INFORMATION TO
Name

relatIoN phoNe

Final authorization and acknowledgement:
The following authorization and acknowledgement must be signed by the patient if over 18 years of age. It must be signed by the responsible person if the patient is a minor or not responsible for their care.

this authorization/acknowledgement must be signed prior to treatment being rendered:
I hereby authorize the release of any information relating to my insurance claims. I hereby authorize payment to the doctor of benefits otherwise payable to me but not to exceed the charges shown. I agree to pay 
for the services rendered and acknowledge that I am legally liable for the services. I understand that insurance is being filed as a courtesy to me and that I am responsible for the full bill 60 days from the date 
the insurance is filed. I agree to pay a 25% collection agency fee/attorney fee and any filing fees, court costs or other expenses incurred if my account is referred to a collection agency or attorney for collections. 
I understand there is a $25.00 fee for any check returned by the bank. I understand that my insurance will not cover cosmetic services.

_______________________________________________________
sIGNature of patIeNt or respoNsIble party

______________
date

________________________________________________________
sIGNature of patIeNt or INsured

______________
date

declINe 
to sIGN



NOTICE OF PRIVACy PRACTICES ANd ACKNOWlEdGEMENT
I understand that under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights to privacy regardng my protected health information. I understand that this information 
can and will be used to:
•	 Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.
•	 Obtain payment from third-party payers.
•	 Conduct normal healthcare operations such as quality assessments and physician certifications
I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I understand that this organization has the 
right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address below to obtain a current copy of the Notice of Privacy Practices. I understand 
that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment and payment of health care operations. I also understand you are not required to agree to 
my requested restrictions but if you do agree then you are bound to abide by such restrictions.

PATIENT INFORMATION

prefIx last fIrst mIddle suffIx

maIdeN Name GeNder
  m        f

socIal securIty #
              -           -

marItal status dob

race ethNIc Group laNGuaGe

address

cIty state ZIp employer

phoNe (h) phoNe (cell) phoNe (work) ext

emaIl preferred coNtact Number
  home    cell    work

who referred you to dr. mckeowN? phoNe

famIly physIcIaN (full Name) phoNe

Direct inquiries to our HIPAA officer at:
Dr. Joseph McKeown

ATTN: Joan Moore
420 N. Ridge Rd., Suite 100

Richmond, VA 23229


