
M.I.

M.I.

I hereby assign my insurance benefits to be made directly to my physician and any assisting physicians, for services rendered. I hereby attest and 

understand that I am responsible for knowing my benefits/coverage and tests ordered by my doctor may NOT be covered. I will be financially responsible 

for all charges that are not covered by my insurance company. I understand that I will be charged a 1% finance charge on all accounts over 90 days. I also 

hereby authorize the release of all information to other physicians and insurance carriers upon request for the purpose of payment for medical services 

and further treatment of care by another physician. I further agree that a photocopy of this agreement shall be as valid as the original. Payment is due at 

the time services are rendered. All charges are the direct responsibility of the patient. We cannot render services on the assumption that out charges will 

be paid by the Insurance Company. Insurance is an agreement between you and you insurance company. If we have problems collecting payment from 

you, we will also add attorney's fees, collection agency costs and any related fees to your bill. I hereby acknowledge that I have read, understand and 

agree to hereby give consent for treatment.

PATIENT SIGNATURE:_____________________________________________________  DATE:______________________

HOME PHONE: (____) _______ - ________CELLPHONE: (____)______-_______LEAVE MESSAGE:(____)_____-_______

V. APPOINTMENT POLICY
If you are unable to keep an appointment, please call the office in advance. After hours, you may leave a message with our exchange 

service. There will be a $50.00 charge for no shows and cancelations less than 24 hours in advance. 

NAME OF CONTACT PERSON: _______________________________________   RELATIONSHIP:____________________

ADDRESS:___________________________________________________________________________________
STREET CITY STATE ZIP CODE

IV. EMERGENCY CONTACT

 NAME: ________________________________________________________             MALE            FEMALE

PRIMARY CARE PHYSICIAN:_____________________________________________________________________

MARITAL STATUS:           SINGLE           MARRIED             DIVORCED          WIDOWED      DATE OF BIRTH: ____/____/_____

EMPLOYER NAME: ____________________________________ OCCUPATION:__________________________

EMPLOYER ADDRESS: _________________________________ EMPLOYER PHONE: (_____) ______-_________

II. RESPONSIBLE PARTY

III. ACKNOWLEGEMENT OF NOTICE OF PRIVACY  PRACTICES

LAST

NEWPORT PULMONARY AND ENDOCRINE ASSOCIATES
PATIENT ACCOUNT INFORMATION

PATIENT EMAIL ADDRESS: _____________________________________________________________________

ETHNICITY:__________________________________ PREFERRED LANGUAGE: ___________________________

HOME PHONE: (____) _______ - ________CELLPHONE: (____)______-_______LEAVE MESSAGE:(____)_____-_______

            MALE            FEMALE
LAST FIRST

PATIENT'S ADDRESS:__________________________________________________________________________
STREET CITY STATE ZIP CODE

I. PATIENT 

PATIENT NAME: _________________________________________________

FIRST

ADDRESS:___________________________________________________________________________________
STREET CITY STATE ZIP CODE

HOME PHONE: (______) _______ - ________            CELLPHONE: (_______)________-_________

MARITAL STATUS:           SINGLE           MARRIED             DIVORCED          WIDOWED      DATE OF BIRTH: ____/____/_____

EMPLOYER NAME: ____________________________________ EMPLOYER PHONE: (_____) ________-_________

EMPLOYER ADDRESS: _________________________________

By signing this form you acknowledge you were advised of the Notice of Privacy Practices for Newport Pulmonary and Endocrine Associates. Our Notice of 

Privacy Practices provides information about how we may use and disclose your protected information. We encourage you to read it in full. Our Notice of 

Privacy Practices is subject to change. The Notice of Privacy is available on our website at www.pulmonaryendocrine.com and in our office. You may 

request a copy of the Notice of Privacy.

_______________________________________________ __________________________
Signature of Patient/Patient Representative Date


