H. MORTON BERTRAM, III, M.D.

DATE AGE

PATIENT NAME DATE OF BIRTH
LOCAL ADDRESS
CITY 5T ZIP
HOME PHONE SOCIAL SECURITY #
Single Married Widowed Divorced
OTHER ADDRESS
OTHER PHONE SPOUSE NAME
If patient is a minor, Parent/Guardian name
PATIENT OCCUPATION
EMPLOYER
EMPLOYER ADDRESS
EMPLOYER PHONE

REFERRED BY

FAMILY DR

IN CASE OF EMERGENCY, PLEASE NOTIFY
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INSURANCE INFORMATION

Does your spouse have group health insurance through employer? YES NO

If yes, are you covered under spouse’s group health plan? YES NO

PRIMARY INSURANCE: (WE WILL NEED TO COPY YOUR CARD)

INSURANCE COMPANY NAME
MAILING ADDRESS
INSURED’S NAME ID NUMBER
GROUP NUMBER
SECONDARY INSURANCE: (WE WILL NEED TO COPY YOUR CARD)
INSURANCE COMPANY NAME
MAILING ADDRESS
INSURED'S NAME ID NUMBER
GROUP NUMBER
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Is this visit for a liability accident? (another person at fault) YES NO
[s this visit for a job related injury? YES NO Date of Injury
The following information is asked by insurance carriers, please complete.
Accident YES NO
Auto YES NO
Prior similar symptoms YES NO

Date of first symptoms

REQRDOER # 03-7425:



BERTRAM TOTAL JOINT CENTERS

Financial Policy

Welcome to Bertram Total Joint Centers. We would like to thank you for selecting Dr. Bertram as your
physician. To avoid any misunderstanding regarding our Financial Policy, it is necessary for you to reay
initial and sign this financial policy as indicated before treatment can be rendered.

PAYMENT IS EXPECTED AT THE TIME OF SERVICE unless you have insurance coverage with
Medicare, Workers’ Compensation, Florida Blue Shield, or an insurance company where we participat
It is the Patient’s responsibility to provide the receptionist with their insurance cards, and to notify our
office of any changes in your insurance coverage.

NON-PARTICIPATING INSURANCE: Patients with insurance plans with which we do not participate
will be required to pay in full at the time services are rendered. We will file your claim to your insuran
carrier, as a courtesy to you, reguesting that payment be directed to you. Keep in mind your insurance
policy is a contract between you and your insurance carrier. Most insurance carriers have their own fee
schedule and will reimburse you accordingly. Our office is NOT required to accept your insurance
carrier’'s fee schedule. {initial)

PARTICIPATING INSURANCE: For those patients in insurance plans with which we are a participatis
provider, we will collect the co-pay, co-insurance, deductible and any non-covered services at the time
service. (initial)

MEDICARE INSURANCE: Dr. Bertram is a participant with Medicare. We file all claims to Medicare
and to your secondary insurance. If your second insurance is not with a Medigap insurance carrier, the
20% co-pay REQUIRED by Medicare will be collected at the time of service. Any deductible due will
collected at the time of service. {initial)

MEDICARE & INSURANCE AUTHORIZATION: I request that payment for authorized Medicare
benefits be made on my behalf to Dr. Bertram for any services furnished to me by Dr. Bertram. [
authorize Dr. Bertram to release to the Health Care Financing Administration and its agents any
information needed to determine these benefits payable for related services. I request that payment of
authorized Medigap benefits be made on my behalf to Dr. Bertram. I anthorize payment of medical
benefits directly to Dr. Bertram for medical services rendered.

Sioenature Date






