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LASTNAME FIRSTNAMF '.""'- " ' .----.

MAILINCADDRESS,.. _ .. . .. -

STREETADDRESS , ,, ..,.,._,, _-.- .,., . -.-..

crTY ., ,--_- JTA1E

DATE OF BIRTTI SOd^L SECURTTY NUMBER .

EruNICl T LANGUACE .,

HoME# ,,- ,- JELL# MARITALSTATUS

PHARMACY & ADDRESS

REFERRINc pHystctAN -..,, , . PHONE-

pRlMARypgystctln - . PHONE-

FIvIERCENCY CONTACT & RELATIONSHIP

PI{ARMACY NAME & ADDRESS: --. -. ,-

EMPLOYER INFORMATION

coMpANy NAME _-_._ ,--- -., WoRKPHONE --- - =-Elcr

AoDRESS crrY-sr.-7lP'

CONSENT F'OR GENERAL MEDICAL TREATMENT

This is to certify that I, the undersigned, hereby voluntarily coD.sent to treatm€nt at LCGO, and such diagnostic procedures ard

medical care by tbe attandiog phpician, and designates, as is rrcessary in their judgment I acknowledge and undcrstand that thc

practicc of mciicine is not 
"i 

Lxact scicncc, and that no promises or guarantees havc bccn made conccrniog the outcome of
resuls of my care and trcatmcnt at LCCO.

CONSENT TO OBTAtrIOT RBLEASE PATIEM INFORMAIION

I HEREBY AUTHORIZE LcGo to REouEST from anyphysician orphysician group any medical information/records

pertaining to 6y carc. I ALSO Uenrey AUTHORIZE iiC-O to nriElsr to any physician or-physiciao group involved in

ry 
"ut* 

iy *i all informadon contained in the medical record of the l!sv6 nqmed patignt 
.to 

any third_ party gayer lor wbon I
may seet< piyment or reimbursement for expcnses related to my kesbnent: to any €ntity having responsibility for review'

invlsdgatiort ctaim processing, utilizatiou review, or finansial audit, in respect to paymcnt for care rendered by LCGO: or any

governmental agency rcquesting information for lawful purposes.

Plcase fill out this form completely and indicate with N/A where

applicable. If not completed in it's entirety our front end staffwill
ask you for any missing information.



INSURANCE FORM

PRIMARY INSURANCE INFOBMATION

Subscriber Name Relationship

Date of birth of subscriber (if other than self)

Insurance Copay

ID# Group*

Effective date Expiration date

SECONDARY INSURANCE INFORMATION

Subscriber Name Relationship

Date of birth of subscriber (if other than self)

Insurance Copay

ID# Group+

Effective date Expiration date

EILLING INFORMATION

IT IS THE PATIENT'S RESPONSIBILITY TO SEE THAT REFERRALS ARE OBTAINED PRIOR TO THEIR
APPOINTMENT IF ONE IS NEEDED IN ACCORDANCE WITH YOUR INSURANCE PLAN. IF TIIERE ARE ANY
CIIANGES RDLATED TO YOUR INSURANCE INFORMATTON (NEW CO., CHAI\GE OF ID. #, BILLING
ADDRESS, ETC.) IT rS YOUR RESPONSIBILTTY TO NOTTFY US OF THESE CHANGES AT THE TIME OF
THEIR APPOINTMENT. IF CHARGES ARE INCURRED DUE TO ANY OF THE ABOVE REASONS, THE
PATIENT WILL BE RESPONSIBLE AND BILLED DIRECTLY FORTHESE CHARGES.

AUTHORIZATION TO ASSIGN INSURANCE BENEFITS
By signing this form the patient (or the policyholder, if the patient is not the policyholder) hereby authorizes and directs that all
nredical benefits payable to or for the benefit of the Patient under the terms of any applicable insurance policy, be paid directly to
Lake Champlain Gynecologic Oncology. By signing this form the patient authorizes Lake Champlain Gynecologic to appeal any

claims on their behalf to ensure proper payment of a claim. Patient agrees to sign any additional assignment of benefit forms
requested by lake Champlain Gynecologic Oncology or any insurance company from time to time. Patient understands that she

is liable to lake Champlain Gynecologic Oncology for all related charges, whether or not cover€d by insurance. PLEJ'SE BE
ADVISED THAT ALL Cg.PAYMENTS ARE EXPECTED TO BE PAID AT THE TIME THE SERVICE IS
RENDEBED,

AGREEMENT TO PAY LA.KE CHAMPLAIN GYNECOLOGIC ONCOLOGY
Patient and guarantor (where applicable) agree that in consideration ofthe services to be rendered by Lake Champlain
Cynecologic Oncology reach personally promises and obligates himself/herself to pay the amount of Lake Champlain
Gynecologic Oncology charges in accordance with its regular rates and temrs. In the event of non-payment, patient and guarantor
(where applicable) understand that such non-payment will be reported to credit reporting agencies and aggress to pay all
reasonable costs of collections including attorney's fees. Lake Champlain gynecologic Oncology is authorized to access credit
bureau files and reports now and in the future for collection purposes. This information is given pursuant to Title 9 Sec. 2480E of
Vermont Statues.

AI[rroBrzATroN oF MEqTCARE B4NEFTTS

I request payment of authorized Medicare benefits To Lake Champlain Gynecologic Oncology on my behalf for services
furnished to me by take Champlain Gynecologic Oncology. I authorized any holder of medical and other information about me
be released to Medicare and its agents to help determine these benefits or benefits for related services.

DATE WITNESS IF CUARANTOR HAS SIGNED
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Authorization for Protected Health Information

Please indicate how you would prefer us to contact you regarding
the following information :

I{ow would you prefer to be contacted for Appointment information or questions?

How would you prefer to be contacted for Medical information or questions?

How would you prefer to be contacted for Billing information or questions?

tf y"r *o"ld tik" any of the above to be via email, please complete a patient portal form.

pluase indicate whom (if anyone) we may contact or speak with
regarding the following information :

Appointment information:

Medical information:

Billing information:

S i gnature o f PatienVGuardian Date

4l3lt2


