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Please Update Your Information Below:
Last time Paperwork was done:

DOB:

PATIENT NAME:

HAS YOUR HOME ADDRESS/PHONE NUMBERS CHANGED? Yes or No

% IF YES, PLEASE LIST NEW INFORMATION BELOW:

HAS YOUR INSURANCE CHANGED? Yes or No
% IF YES, PLEASE LIST YOUR NEW INSURANCE INFORMATION BELOW:

INSURANCE NAME:

POLICY HOLDER : D.0.B:

RELATIONSHIP TO POLICYHOLDER:

ID#: GRP#:

HAS ANY OF YOUR MEDICAL HISTORY CHANGED SINCE LAST SEEN? Yes or No

< IF YES, PLEASE LIST ALL CHANGES BELOW:

I have verified that all above information is true and accurate to the best of my knowledge.

Patient/Guardian Signature Date
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Plastic Surgery & Dermatology

FINANCIAL POLICY STATEMENT

Patient Responsibilities & Financial Policies: You have the responsibility to provide accurate and complete
information about your health and other billing information. If any information changes — name, address, phone,
insurance coverage, etc., you must inform Galaria Plastic Surgery & Dermatology immediately. Insurance denials
and billing errors due to patient supplied information will result in the transfer of the account balance to the
patient’s immediate financial responsibility.

Your | Ben irem : Your health insurance is a contract between
you and your health insurance plan(s). Patients are responsible for understanding their health insurance
coverage(s), benefits and referral requirements to Pre-authorizations or Pre-certifications from your primary care
physicians. Patients are responsible for securing the necessary written referrals from your primary care physician
or health plan prior to service rendered. If you have not received the necessary authorizations prior to your
appointment, the appointment may either be rescheduled or you may be responsible for all of the charges for your
medical visit. Please present your Insurance ID card upon registration for each visit. Co-pays are expected to be
paid at the time of your visit as per your contract with your insurance company. An additional fee may be charged
if co-pays are not paid at the time of visit.

Self-Pay Patients: Patients without insurance coverage are expected to pay for services received in full at the time
of service.

Patient Payment Agreement: | understand that | am financially responsible for all charges, regardless of third-party
involvement. | agree to pay the deductible coinsurance, co-payments, or service deemed as “non-covered” by my
insurance carrier at the time of service. Should any balances arise due to insurance co-payments, co-insurance,
deductibles, termination of coverage, non-payment at the time of service and/or any other reason, | agree to pay
all charges within 30 days of notice. | understand that if | fail to pay outstanding balances or make payment
arrangements that my account will be considered as delinquent and subject to legal action. | will be responsible
for any legal fees and/or court fees if they are necessary to collect a delinquent payment. | hereby authorize
Galaria Plastic Surgery & Dermatology PLC to apply for benefits on my behalf for covered services rendered. |
certify that the information | have reported with regard to my insurance coverage is correct. | further authorize the
release of any necessary information, including medical information for this or any related claim to my insurance
carrier, (or, in case of Medicare Part B benefits to the Social Security Administration and Health Care Financing
Administration). A copy of the authorization may be used in place of the original. This authorization may be
revoked by either me or my insurance carrier at any time in writing. Failure to make payments within 60 days may
result in being temporarily or permanently discharged from the practice.

Assignment Of Benefits: | hereby authorize payment of all medical benefits which are payable to me under the
terms of my insurance policy to be paid directly to Galaria Plastic Surgery & Dermatology, PLC for service rendered
to myself or minor child. | further authorize the release of any information needed for processing my insurance
claims. All cosmetic claims will not be filed to my insurance company. | permit a copy of this authorization and
signature to be used in place of this original on all insurance claim submissions and for the release of specific
medical or other protected health information, whether manual, electronic or telephonic. | authorize Galaria
Plastic Surgery & Dermatology to contact my employer or insurance company regarding insurance information,
existence of insurance and coverage of my benefits. | understand and agree that | am financially responsible for
charges not paid by my insurance company.

In consideration for medical services rendered, | acknowledge receiving notice of the financial policy and agree to
pay for said medical services according to the above terms. My signature below indicates that | have read and
agree to the above policy.

PATIENT/GUARDIAN SIGNATURE DATE




