The Sullivan Centre
Patient information form
	(Please Print)

	Today’s date:
	Account number:

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.

( Miss

( Dr.
	Marital status (circle one)

	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	(Former name):
	Birth date:
	Age:
	Sex:
	Social Security no.:

	
	
	     /          /
	
	( M      ( F
	

	Street address:


	Home phone no.:

	
	(        )

	City:
	State:
	ZIP Code:
	Cell phone no.:

	
	
	
	(       )

	Occupation:
	Employer:
	Employer phone no.:

	
	
	(          )

	Email address:


	
	Would you like to receive our e-newsletter?

         ( Yes      ( No
	Referred by:



	Emergency Contact:


	
	Relationship to patient:


	Home phone:

(      )


	Cell phone:

(     )



	I give The Sullivan Centre permission to contact me through these methods:                             

Detailed message on   □HOME    □ CELL    □ VOICEMAIL  □WORK  □EMAIL

Leave a detailed message or speak with the following family members: ________________________________________

	HIPAA Patient Rights and Responsibilities:   Would you like a copy of The Sullivan Centre’s Patient Rights and Responsibilities?  □Yes  □No

	

	Please list your areas of concern:


	Please list previous surgeries (include date and physician):



	Please check all medical conditions  that you are being treated for:

□ High Blood Pressure     □ Anemia (low iron)     □ Sleep Apnea     □ Diabetes     □ Cancer     □ Heart Murmur    □ Pacemaker     □ Seizures    
□ Kidney Disease     □ Liver Disease     □ Strokes     □ Blood Clots   □Bronchitis    □ Chronic Asthma     □ Stomach ulcers or Reflux     □ Eye/Vision     
□ Rheumatoid Arthritis     □ History of TB   □ Current or past treatment of a MRSA infection (yourself of a close family member) 
□ Accutane in the last year       □ Other:________________________________________________________________

	Please list all medications (prescriptions and over the counter) that you currently take:



	Please list all allergies (medicine/latex/adhesive/food):


	Have you ever been treated for drug/alcohol dependency?             □ YES     □ NO

Do you smoke?    





     □ YES     □ NO  Packs per day:________   
More than 2 alcohol drinks per day? 


     □ YES     □ NO
Any Recent Crisis in your life:________________________________________________________________

	The quality of medical care depends upon a good patient-doctor relationship. To achieve this, we ask that you discuss with us any concerns regarding diagnosis, treatment, and results.  In an attempt to control medical cost to you, we ask that you pay for all consultations and procedures in advance, thus eliminating unnecessary billing.  Video cameras and recording devices are not permitted in this facility without the prior written consent of Dr. Sullivan.  PLEASE NOTE THAT WE ARE NOT PROVIDERS OF MEDICARE (WE HAVE “OPT-OUT” STATUS) AND ALL MEDICARE BENEFICIARIES ARE REQUIRED TO SIGN A PRIVATE CONTRACT WITH THE APPROPRIATE PROVIDER.
I hereby authorize any physician or medical facility to provide any applicable information of my medical history and treatment to The Sullivan Centre.  I hereby authorize photocopies of this form to be valid as the original. I authorize my insurance benefits be paid directly to the physician. I also authorize The Sullivan Centre or insurance company to release any information required to process my claims.  I understand The Sullivan Centre cannot process Medicare claims.  I understand that I am financially responsible for any balance on my account. 
Patient or Patient’s Guardian Signature:                                                                                Date:


REV 3/2011 



 
(OVER)


PLEASE ALSO COMPLETE REVERSE SIDE
The Sullivan Centre

Patient insurance information
	(Please Print)

	Today’s Date:

	Account number:


	Patient’s Last Name:                                        First:                                      Middle:


	( Mr.

( Mrs.

( Miss

( Dr.
	Marital status (circle one) 

Single  /  Mar  /  Div  /  Sep  /  Wid

	(Former name):

	Birth date:
/          /
	Age:

	Sex:
 ( M      ( F
	Social Security no.:


	Subscriber’s name:
	Address (if different):

	Home phone:

	
	
	(          )

	Employer:
	
	Employer address:
	Employer phone:

	
	
	
	(          )

	Please indicate primary insurance:

( Aetna       ( Medical Mutual      ( OSU Prime Care      ( Other:
	Birth date:   

       /         /
	Subscriber’s S.S. #:


	Group no.:
	Policy no.:
	Co-payment:
	Patient’s relationship to subscriber:
( Self      ( Spouse      ( Child      ( Other

	
	
	$
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:

	
	

	Patient’s relationship to subscriber:      ( Self      ( Spouse      

                                                               ( Child    ( Other
	Group no.: 

	Policy no.:


	PLEASE NOTE THAT WE ARE NOT PROVIDERS OF MEDICARE (WE HAVE “OPT-OUT” STATUS) AND ALL MEDICARE BENEFICIARIES ARE REQUIRED TO SIGN A PRIVATE CONTRACT WITH THE APPROPRIATE PROVIDER.

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize The Sullivan Centre or insurance company to release any information required to process my claims.

	
	Patient/Guardian signature
	
	Date
	


 REV 3/2011
Dear Patient:

The following is a statement of our Financial Policy that we require you to read prior to any treatments. 

PATIENT VISITS

1. Consultation Fee: The cosmetic consultation fee with Dr. Christine Sullivan and Dr. Michael Sullivan is $100.  All patients are obligated to pay this fee prior to their appointment.  If you are consulting with more than one doctor in a 12-month period, you will only have to pay the consult fee once. After 1 year, if you would like to consult with either doctor, you will be expected to pay another consult fee.  Consultations for hair removal are complimentary.  Skin care consultations with our aesthetician are $25.

2. The $100 consultation will be applied to any surgery that is performed under general anesthesia within 6 months of the payment.  In the event that multiple surgeries are performed during the 6 month period, the consultation fee will only be deducted once.  The consultation fee will be applied to Botox injections if you have your treatment injection the day of the consultation. 

3. Fees for Services:  All fees are due at or prior to the time of service as stipulated during your cost analysis.  We are not able to hold checks nor do we permit post-dating of checks. 

4. Excessive no-shows or cancellations without a 24 hour notice may result in the patient having to pre-pay prior to any visit. 

5. All skin care packages expire 1 year from the date of purchase.  The $100 laser hair removal deposit fee expires 1 year from the date of deposit. 

6. Please also note that we are not Medicare Providers (we have an Opt-Out status).  This means that every Medicare patient must sign a “Private Contract between the physicians of the Sullivan Centre and Medicare Beneficiary” prior to each visit at our facility.  This contract acknowledges that our practitioners and physicians do not contract with Medicare and claims cannot be submitted by patient or provider to Medicare for reimbursement.

PAYMENT

1. We accept payment in the following forms: cash, check, money order, Visa, MasterCard, and Discover.   Any returned checks will result in a $50 penalty. 

COLLECTIONS

1. Accounts that are 90 days past due will be sent to collections. 

I have read the Financial Policy of The Sullivan Centre and agree to comply with it. 

______________________________________


_____________________

Patient’s Signature (Parent if pt is minor)



Date














2/2011
