Please print this form on your home printer if you are filling it out prior to coming into the office.
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For Dr. Drayer’s Office

Dear Patient:

We welcome you as a new patient to our office and are pleased to extend to you every possible courtesy. To avoid billing and insurance problems, we would like to review with you the office policies of Dr. Steven L. Drayer, M.D., P.C. Payment/co-pays are expected as services are rendered. If for some reason this is not possible, please arrange to discuss this with the office manager.

We have reserved an appointment for you. Please hand-carry all x-rays, MRI, CT Scan, etc. to your appointment or your appointment may be rescheduled. If you need to cancel your appointment, we ask for a 48-hour notice. Failure to notify the office will result in a $30.00 no show fee. Dismissal from the practice will be the result after three no show appointments.


If you have health insurance, please review your policy to understand your benefits. We will submit your claim to your health carrier for whatever portion of your rendered services they will cover, although it is important that you realize a portion or the entire total fee may be your responsibility. If you change insurance companies, PLEASE NOTIFY THE OFFICE.
Patient Authorization:

In order to submit a claim to your insurance carrier for services rendered, we must have the following authorization on file.

MEDICARE

I certify that the information given by me in applying for payment under Title XVII of the Social Security Act is correct. I authorize any holder of medical or other information about myself released to the Social Security Administration or its intermediaries or carriers any information needed for this or a related Medicare claim. I request that the payment of the authorized benefits be made on my behalf. I assign the benefits payable for services rendered payable to Dr. Steven L. Drayer, M.D., P.C.

Signature________________________________________ Date____________________

Other Health Insurances

I, __________________________________________, authorize Dr. Steven L. Drayer, M.D., P.C. to submit a claim to my insurance carrier or its intermediaries for all covered services rendered by Dr. Steven L. Drayer, M.D., P.C. and direct my insurance carrier or its intermediaries to issue payment directly to Dr. Steven L. Drayer, M.D., P.C. for the covered services.

Signature________________________________________ Date____________________

I authorize Dr. Steven L. Drayer, M.D., P.C. to furnish complete information to my insurance carrier or its intermediaries regarding services rendered.

Signature________________________________________ Date____________________

I understand that I am responsible for any charges that my insurance does not cover. If there is not any insurance coverage, I understand that I am responsible for paying any expenses that I may have incurred.






