l100 Centennial Avenue Suite 202 Piscataway, N 08854  fax: 732.562.1770 tel: 732.562.1717

A"{fergy'rreatment Center

Patient Registration

(please print)
Patient’s Name: Today’s Date:
First Middle Last
Home Address: Phone: ()
City: State: Zip: Soc. Sec. No.:
Birthdate: Age: Cell Phone: () (optional)
Sex: [0 Male Are You?: O Single Employed?: O Full Time Student?: O Full Time
0 Female O Married D Part Time O Part Time
O Widowed O Retired ON/A
O Legally Separated 1 Not Employed
O Divorced
Employer: Work Phone: ()
May we contact you at work? O Yes 0O No
Primary Care Physician: Phone: ()
Address: City: State: Zip:
Pharmacy: Town: Phone: ()
Emergency Contact: Phone: ()

Relation to Patient:

How Did You Find Us? O Yellow Pages 0O Insurance Directory or Website O Another Website

0 Physician Referral: Name O Patient Referral: Name

If patient is below 18 years of age, please fill below for accompanying parent (see Financial Policy):

Name: Birth Date Soc. Sec.
First Middle Last
Home Address (if different from patient):
Street City/State/Zip
Employer
Address City/State/Zip
Home Phone: Work Phone:

Notice of Privacy Practices

Federal law requires our office to provide a copy of our Notice of Privacy Practices to you and obtain an
acknowledgment of receipt (below). An office copy is provided with this form. Copies are available upon request.

1 acknowledge that I was provided a copy of the Notice of Privacy Practices for the Allergy Treatment Center of
New Jersey, P.C.

Signed: Date:
(Patient or parent, if under 18)

Nayla Mumneh, MD FaAAAI
Diplomate American Board of Allergy and Immunoiogy
www.allergytreatmen:center.net

530 Green Street Suite 2 East Iselin, Nj 08830  fax: 732.283.3042 tel: 732.283.3040 %




Patient Name: Chart #:
First Mid. Initial Last

Payment Information
Please see Financial Policy (a copy should accompany this form)

1 (patient) don’t have insurance. T I (patient) have insurance.
Primary Insurance Co.; Member ID #: Group #: _
Insured’s Name (if not patient): Relationship to patient:
Birth Date: Soc. Sec. No.: Phone:
Home Address (if different from patient):
Street City/State/Zip
Employer
Address City/State/Zip
Secondary [nsurance Co.: Member 1D #: Group #:
Insured’s Name (if not patient): Relationship to patient:
Birth Date: Soc. Sec. No.: Phone:
Home Address (if different from patient):
Street City/State/Zip
Employer
Address City/State/Zip

I authorize the release of any medical information necessary to process my insurance claim and assign the
payment of medical benefits to Nayla Mumneh. MD.

Signed: Date:
(Patient or parent, if patient is under 18)

Financial Agreement Please see Financial Policy, accompanying this form.

| agree to the following:

e Failure 10 cancel appointments at least 24 hours prior 1o the appointment will result in a S25 missed
appointment fee.

» Payment of copay and missed appointment fces is expected before sceing the doctor. If these are not paid
at the time of service, [ will be charged a $10 billing fee.

o Payment of past due balances due to deductible. coinsurance or services not covered by insurance or
Medicare must be paid in full before future appointments or within 30 days of the date I was billed by
Allergy Treatment Center of New Jersey. P.C.

¢ [tis my responsibility to know if and when I need a referral from my primary care doctor. according to
rules set by my insurance plan. If I fail to obtain a referral when it is required. I will be responsible for all
charges for services provided.

¢ Ifthe practice does not participate in my insurance company's network or I do not have insurance. [ will
pay at the time of service.

¢ If I do not pay my outstanding balance within 60 days of the billing date, my account will be sent to a
collection agency.

s [f my delinquent account is sent to a collection agency. | understand that I will be charged a collection fee
of 550 or 20% of the balance owed, which ever is greater.

Signed: Date:
(Patient or parent, if under 18)
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A"{fergy-rreatment Center

Appointment Confirmation Preferences

We are now using a service for appointment confirmations. Through this service, you
may choose to receive our request to confirm your appointments:

e on a telephone (or voicemail),
« via text message on your mobile phone or
« by email

You will be able to respond automatically with all methods of communication. You will
also have the option of receiving the messages in Spanish or Hindi.

Please rank, from 1 to 3, the following means of communication (for appointment
confirmation purposes only).

NAME:

Telephone:

Phone calls will be made between 6 and 8 pm. If the system leaves you a

voicemail or a family member answers and doesn't respond, YOU MUST CALL
US to confirm.

___ Text Message - Mobile phone:

Some cell phone companies block our text messages. If so, we may also contact
you by phone.

Email:

Please circle your language preference for phone messages. Please choose the option
best for the person who will answer the phone:

English Spanish Hindi

Thank you! We appreciate your cooperation.
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