
 

PATIENT INFORMATION/MEDICAL COST AGREEMENT TO PAY 

Patient's Name: _________________________________________________________________ Age: _____________  
Last First Middle 

Address: ______________________________________ City: ________________ State: ________ Zip: _____________  
 
Date of Birth: _________________ Sex: ______________  Marital Status: (circle one)   S   M   W   D  Race: ____________  
 
Home Telephone: ( ) __________________ Work Telephone:( ) _________________  Extension:_______ 
 
Social Security Number: ___________________ Referring Physician:_____________________________________  
 
Place of Employment: __________________________________________________________________________ 
 
Employer's Address: _______________________________ City: ______________ State: _______ Zip: _____________  
 
If minor, Responsible Party: ______________________________ Address: ____________________________________  
 
City: ________________ State: _____________________ Zip: _______________  
 
Name of Spouse: _____________________________ Spouse's Social Security Number: _________________________  
 
Spouse's Employer: ________________________________________ Phone: __________________________________  
 
In case of emergency, who should be notified? ___________________________________________________________  
 
Phone No. ___________________________________ Relationship to Patient: __________________________________  
 

INSURANCE INFORMATION 
1. PRIMARY: 

_______________________ Contract # ____________________________________ Group #____________________ 
Name of Carrier 

 
Insured's Information If Other Than Patient: 
Date of Birth: _____________ Relationship to Patient: _______________ Place of Employment:__________________ 

2. SECONDARY: 

_______________________ Contract # ____________________________________ Group #____________________ 
Name of Carrier 

 
Insured's Information If Other Than Patient: 
Date of Birth: _____________ Relationship to Patient: ________________ Place of Employment: ____________________  

PATIENT'S OR AUTHORIZED SIGNATURE: I authorize the release of any medical information needed to process 
my insurance claims. I also request payment of benefits to Hearts South, P.C. for services rendered. This signature 
shall suffice for all claims on a continuing basis. A copy of this authorization 
may be used in place of original. 
 
SIGNED: _________________________________________________________ DATE: _________________________  

RELEASE OF MEDICAL RECORD: In order to insure proper follow-up and continuity of care, I agree that a copy 
of my medical record may be released to Hearts South, P .C., my physician, a designated referring physician 
and/or the provider, if any, who referred me here. 

SIGNED: _________________________________________________________ DATE:_________________________ 
 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 
I acknowledge that I have received or been offered a copy of the Notice of Privacy Practices from Hearts South, P.C. 
                   . 
_____________________________________________________________     ___________________________ 
Patient or Personal Representative                                                                       Date 

 



 
 

MEDICAL COST AGREEMENT TO PAY 
(continued) 

The Patient and Responsible Party listed above hereby agree to pay any and all amounts and charges
submitted by Hearts South, P.C. on behalf of the professional corporation set forth above for services rendered 
by any and all physicians who are now employed or become employed by such professional corporations or 
affiliated with Hearts South, P.C., (hereinafter referred to as "Physician"), or any of their agents, employees or
contractors, during the course of treatment for the Patient, including hospitalization, unless such parties are
otherwise obligated to accept payment solely from a third party. The Patient and the Responsible Party hereby
acknowledge, understand, and agree that they are financially responsible for payment for such professional 
services even though there may be insurance or third party coverage, and agree that failure to make payment
when requested is the basis for legal action, and all agree to pay any and all costs of collection including a
reasonable attorney's fee to the extent permitted by law. The Patient and Responsible Party hereby
acknowledge their understanding that the payment is due upon receipt of invoice statement, and agree to pay a
1.5% per month late charge on all accounts over thirty (30) days past due. The Patient and the Responsible
Party recognize and agree that their obligations to make payment are joint and severable and that they, and not
any insurance company, are solely responsible for the entire bill, even though the cost of the medical care may 
exceed the amount reimbursed by the third-party insurers or payors. 
 
The Patient and the Responsible Party hereby acknowledge, understand, and agree that it is difficult to project
the full cost of medical services and treatments in advance, since it is impossible to know what services, tests,
procedures, and/or treatments will be required in the course of medical care. 
 
The Patient and the Responsible Party hereby agree to be fully responsible for any and all amounts and
charges submitted by the Physicians in the course of treatment or any of their agents, employees, or
contractors, which shall include, but shall not be limited to, the amounts set forth on the fee schedule attached
hereto or kept at the front desk by Hearts South, P.C., (which I[we] acknowledge is available to me [us]). The
Patient and the Responsible Party acknowledge that the charges may exceed the amount Blue Cross or another
insurance carrier may define as "usual and customary, or reasonable", but the Patient and Responsible Party 
agree to pay the amount of such billed charges. 
 
I, the undersigned, understand and agree to the above information. 

DATE: _____________         _______________________________________________ 
PATIENT 

 

DATE:  ____________         _______________________________________________ 
 RESPONSIBLE PARTY 
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