
William L. Bargar, M.D. & Thomas J. Blumenfeld, M.D.

Patient Registration Information
- Please PRINT and complete ALL sections Below -

❏ Dr. Bargar

❏ Dr. Blumenfeld❏ Insurance card copied

Date: _______________ Account#:____________

Is your condition a result of a work injury?  YES  NO     An auto accident?  YES  NO      Date of injury: ______________

PATIENT”S PERSONAL INFORMATION                 ❏ Marital status:   ❏ Single   ❏ Marrried   ❏ Dicorced   ❏ Widowed

Sex:   ❏ M   ❏ F

Name:__________________________________________________________________________________________________________________

Street address:______________________________________________  (Apt#______) City:____________________ State:______  Zip:__________

Home phone:_______________________________ Work phone:_______________________________ Social Security: _______________________

Date of birth:__________________________  Driver’s License _____________________________________  (State): ________________________

Employer/name and address: ___________________________________________________________________________  ❏ Full time   ❏ Part time

Spouse’s name: ___________________________________________________________________________________________________________

How do you wish to be addressed? ______________________________________ Spouse’s social security #: _______________________________

PATIENT/RESPONSIBLE PARTY INFORMATION
Responsible party: _______________________________  Date of Birth: ________________  Relationship to patient     ❏ Self   ❏ Other   ❏ Spouse

Responsible party’s home phone: ________________________ Work phone: _______________________ Social Security #: ___________________

Address: _____________________________________  (Apt#______) City: _______________________ State: ______________ Zip: ___________

Employer’s name: _____________________________ Phone number: ______________________ Your occupation: __________________________

last name                                                                   first name                                                                           initial

last name                                                                   first name                                                                           initial

PATIENT’S INSURANCE INFORMATION           Please present insurance cards to receptionist

PRIMARY insurance company’s name: _____________________________________________________________________________________

Insurance address: ______________________________________ City: ______________________________ State: _______ Zip _______________

Name of insured: _____________________________ Date of birth: ____________ Relationship to insured:  ❏ Self   ❏ Spouse    ❏ Child    ❏ Other

Insurance ID number: ______________________________________________ Group number: __________________________________________

SECONDARY insurance company’s name: _____________________________________________________________________________________

Insurance address: ______________________________________ City: ______________________________ State: _______ Zip _______________

Name of insured: _____________________________ Date of birth: ____________ Relationship to insured:  ❏ Self   ❏ Spouse    ❏ Child    ❏ Other

Insurance ID number: _____________________________ Group number: ____________ Check if appropriate: ❏ Medigap policy   ❏ Retiree Coverage

WORKER’S COMPENSATION INFORMATION
Worker’s comp Carrier: _____________________________________________________________________________________________________

Address: _____________________________________________________ City: _________________________ State: _____ Zip: _______________

Adjustor: ____________________________________________________ Claim number: _______________________________________________

Phone number: _______________________________________________ Date of injury: _______________________________________________

Employer at time of injury: _____________________________________ Phone number of employer: _____________________________________

PATIENT’S REFERRAL INFORMATION
Referred by: _________________________________________________ Street address: ________________________________________________

City: ___________________________________ State: ______________ Zip: ____________________ Phone number: _______________________

Primary Care Doctor: __________________________________________________________________ Phone number: _______________________

If referred by a friend, may we thank her or him (please circle one)?     YES  NO   ______________________________________________________

EMERGENCY CONTACT
Name of person not living with you: _______________________________ Relationship: ________________________________________________

Address: ______________________________________________________ City: ___________________________ State: _______ Zip: ____________

Phone number (home): __________________________________________ Phone number (work): _________________________________________



Insurance information provided is not a method of payment. We process the insurance claims for you but you are responsible for payment

of services received. Professional services (charges) are due and payable at the time service is rendered. This includes urgent work-in

visits. All accounts are on a 30-day basis. There is a $20.00 service fee on all returned checks; please note NSF checks are not redeposited.

Visa & Mastercard are accepted.

If you are experienceing difficulty collecting reimbursement from your insurance company, we will be happy to assist you. However,

this office is not responsible for your insurance company; your policy is an agreement between you and your company.

For surgical procedures it is the patient’s responsibility to inform our office if your insurance needs prior authorization, second opinion

or requires you to go to an authorized facitility.

All HMO/PPO plans with deductibles and/or co-payments are required to pay these at the time of service. For the HMO/PPO plans of

which we are not providers, it is the patients responsibility to obtain written authorization prior to scheduling any appointments.

A $10.00 service fee per form is required prior to the the  completion and mailing of disability forms, excluding state disability.

A $20.00 no show fee will be billed if 24 hour notice is not received.

We appreciate your cooperation in adhering to our above policies.

ASSIGNMENT OF BENEFITS

I hereby authorize WILLIAM BARGAR, M.D. & THOMAS J. BLUMENFELD, M.D. to furnish to my insurance(s) all information

which said insurance company(s) may request. I hereby assign to WILLIAM  L. BARGAR, M.D. & THOMAS J. BLUMENFELD, M.D.

 all money to which I am entitled for medical and/or surgical expense relative to the service rendered by him, but not to exceed my

indebtedness to said physician and/or surgeon. It is understood that any money received from the insurance company(s), over and above

my indebtedness, will be refunded to me when my bill is paid in full.

This assignment shall remain in effect until revoked by me in writing. A photocopy shall be considered as vaild as an original.

Signature of Insured: ______________________ Date: ________________________________________________________________

I authorize the reslease of any necessary medical information from WIlliam L. Bargar, M.D. & Thomas J. Blumenfeld, M.D. to the

referring physician or any physicians which become involved in my care and may require records for apporpriate medical care.

Signature of Patient: ______________________ Date: ________________________________________________________________

Insurance Patients

Acceptance of insurance assignments by this office does not absolve the patient of responsibility for charges in

full treatment rendered. All charges are the direct responsibility of the patient. For your convenience, we prepare

and submit the necessary reports to the insurance companies, providing we have accurante, updated insurance

information. If we are unable to verify coverage or your insurance company does not pay within sixty (60) days,

we require payment from the patient. A monthly finance fee of 1.5% will also be charged until the account is

paid in full.


