	Plattsburg Medical Clinic                          816-539-2117
	
	

	Patient Name:
	 
	 
	 
	 

	
	Last
	
	First
	
	Middle

	Physical
	
	
	
	
	

	Address: 
	 
	City:
	 
	Zip:
	 

	
	
	
	
	
	

	Social Security:
	 
	Male    Female (circle one)
	 
	 

	
	
	
	
	
	

	Date of Birth:
	 
	Race: White    Black    Am. Indian    Hispanic    Asian  Other

	
	
	
	
	
	

	Married    Widowed    Divorced    Single (circle one)
	 
	 
	 

	
	
	
	
	
	

	HomePhone:
	 
	Cell Phone:
	 
	 
	 

	
	
	
	
	
	

	Work Phone:
	 
	Fax Number:
	 
	 
	 

	
	
	
	
	
	

	Others living in home: ______________________________________________________________________

	________________________________________________________________________________________

	***E-Mail Address:
	 
	 
	 
	 
	 

	***Complete email only if it is ok to use this to communicate regarding appointments with you!!

	
	
	
	
	
	

	Patient's Employer:
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Patient's Occupation:
	 
	 
	 
	 

	
	
	
	
	
	

	Responsible Party's Name:
	 
	 
	 
	 

	Billing
	
	
	
	
	

	Address:
	 
	City:
	 
	Zip:
	 

	
	
	
	
	
	

	Social Security:
	 
	Male    Female (circle one)
	 
	 

	
	
	
	
	
	

	Date of Birth:
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Home Phone:
	 
	Cell Phone:
	 
	 
	 

	
	
	
	
	
	

	Work Phone:
	 
	Fax Number:
	 
	 
	 

	
	
	
	
	
	

	***E-Mail Address:
	 
	 
	 
	 
	 

	***Complete email only if it is ok to use this to communicate regarding appointments with you!!

	
	
	
	
	
	

	Responsible Party's Employer:
	 
	 
	 
	 

	
	
	
	
	
	

	Responsible Party's Occupation:
	 
	 
	 
	 

	
	
	
	
	
	

	Emergency Contact Name:
	 
	 
	 
	 

	
	
	
	
	
	

	How related:
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Home Phone:
	 
	 
	 
	 
	 

	
	
	
	
	
	

	Work Phone:
	 
	Cell Phone:
	 
	 
	 

	 
	 
	 
	 
	 
	

	
	
	
	
	
	


Plattsburg Medical Clinic
816-539-2117

Financial Policy

We would like to take this opportunity to thank you of allowing us to provide your healthcare needs, and to let you know we are committed to providing you with the best possible care.  So there is no misunderstanding as to what our Financial Policy is please take this time to read this information.

If you have no insurance or we are treating for a motor vehicle accident, payment for service is due at the time services are rendered unless payment arrangements have been approved in advance.  To assist you, we accept cash, checks, MasterCard and Visa.

If you have insurance, we will file it for you as a courtesy provided we have assignment of benefits.  You must realize, however, that your insurance is a contract between you and the insurance company.  Payment to us is your responsibility.  If, at the end of thirty working days, your insurance hasn’t remitted payment to us, payment will be due in full from you.  Please keep in mind that not all services are a covered benefit in all contracts.  Some insurance companies have selected certain services they will not cover.
We realize that temporary financial problems may affect timely payment of your account.  If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account.  We do use an outside agency as a means of collection should we deem it necessary.

If your insurance requires a copay, we collect the copays prior to the office visit.

If you have any questions about the above information, don’t hesitate to ask us.  We are here to help you!

Authorization:

I have read and agree to the terms and conditions on this form and I hereby authorize the release of any medical information necessary to process my health insurance claim and request payment of benefits to the provider of services.  I understand I am financially responsible to Plattsburg Medical Clinic for charges not covered or denied by my insurance company.  
Insured / Patient’s Signature: ________________________________________________

Date: ___________________________________________________________________

