
Rlfif.,Barnabas
HEALTH

l (rda\'s l)irre

Patienl ll) B

Refening l,hysician

PATIENT Rf,GISTRATION FORM

Ibr oflice use onlvl

Patietlt Information

[-ast Name If irst Name

DateofBirth:_ Gender: Mo F tr

For Minors please indicate responsible Parent/Guardian

Address:

Social Seculity #

Street

)_CellPhone: (

Cil)

) Work l'honc: ( )

Dri\ er's l-icense 3:

Stale/7-ip

I IoIne Phonc: (

l: nril

Mariaal Statusi Single o Married o Widowed o Separated tr Divorced tr

Iimplol,er Occupation

'l'elephone:Itmergenc) Contacl

llow did you hear about us?

Please check as many corresponding boxes that apply:
Website o
Google/Yahoo/Bing 0
Newspaper/Magazine Ad a
Friend or family_ o
Other (e.9., CVS)_ tr

I would Iikc to receive cnlail ncwslctlers, gencral health tips and inlbrmltion fron l]ilrnabas Hcalth: Yes a No o
ll Yes, pleasc provide cmail address

l:acebook
Othgr lnternct Ad
Direct mailing (letter, post card, etc.)
Physician

o
o
D

tr

Responsible Party
Complete Only if Patient is Not the Responsible Party

[-ast Nams Irirst Name \'11

I)ate of Birth

Address

Age: _ SS# Sex (M/F)

Cil),/State zip

IIome Telephone: ( ) Work Telephone: ( )

lnsurance lnformation Present Insurance Ca (o nists

I'rimarv lnsurance Polio /l l) #

(iloup/Plan li l{elalionship to Subscribcr:

llllicti\,e Dalc ol Primar) lnsurancc

Sg.Ess.lDsrl-u&.rqalq,

l-ast Name: Irirst Namc MI

I)ate of Birth

r\ddress

Age: _ SS# Sex (M/F)

zip

llome Telephone: ( ) Work l-clcphonc: ( )

ltrr. 1,12021)

City/Sratc

Mt:



Secondarv Insurance:

Croup/Plan #

Effective Date of Secondary Insurance

Subscribcr Information

Last Namc

I)are of Birlh

First Name

SSf, Sex (M/F)Age

Cily/S1ale 7.ip

Ilome Telephone: ( ) Work'felephonc: ( )

Policy/lD #

Demographic Information Request

Race
tr American Indian o[ Alaska Nativg
tr Asian
o Black or African American
o Native Hawaiian or Other Pacific Islander
tr Whi(e
o Patient Declined

Ethnicity
o Hispanic or Latino
o Nol llispanic or Latino
tr Patient Declined

Advance Directives

Do you have a health care proxy/living will? o Yes tr No Do you rvant to discuss this with your physician? o Yes o No

Snroking Status
Please indicate youl smoking history:

o Never Smoked o Past Smoker o Current smoker - lndicate how many and horv often you smoke

Communication Preferetlces
I understand thar the staff and/or physicians of Barnabas Health Mcdical Group (''BHMG") may need to contact me regarding

appointments, test results or other issues related lo my health. Listed belorvarc my preferences:

Prelerred Language Prefirrcd nlothod for communication: tr llofic tr Wolk o Ccll

Can we lcave a mcssagc on machineorrvith rvhoever answers? (Circle Yes or No) HomeY/N WorkY/N CellY/N

DO NOT CALL: o Home tr Work o Cell

Disclosure to ated Fam /Friends/Care
I allorv BHMG to disclose medical information as needcd to the tblloning dcsignated individual(s) involved with m) health

care. I understand that I anr not rcquired to list anyone. I also undcrstand that I may change the list in writing any timc.

Print Name Date of B irlh Relationship I'hone Numbe r

Print Name Date of Bil1h Relationship I'hone l-\umhcr

Please indicate your prcfirrcd Pharmacy /Pharmacies below:

Phone N umberPharmac),Name
Address:

2

(lndicatc City and Cross Streets, Zip Code, ifknown)

Relationship to Subscriber: _

Address:

MI:

In order to comply rvith federal regulations, we are required to ask you lor thc lbllowing intbrmation:



Authorization to Access Electronic Prescri tion Records
I authorizc Barnabas Health Medical Group ('BHMG") and its afliliated providers to vicrv mr, exlernal prescription history via
electronic prescribing services. I understand that prcscriplion history from multiplc other unaffiliated medical providers,
insurance companies, pharmacics and pharmacy benefil managers may be vicrvable by my providers and stalT here, and it may
include prescriptions back in timc for scveral years, and may include prescriptions to treat HIV, substance abuse and
psychiatric condilions, ifapplicable. ! undcrsland that my prescription history r!ill become part ofmy BHMC medical record.

Health Information E HI
BHMC also panicipates in elcctronic hcalth inlbrmation exchanges (HIEs) wilh hospitals and various orher health care
providers. I authorize BHMG and the lllEs r.vith rvhich it participates to share my health inlbrmation. through rhe HIE
networks, lbr purposes permittcd by larv, including my treatmenl and coordination of my carc, wi(h all hcalth carc providers
that are aulhorized under the IllEs policies and applicable larv to access m)' infbrmation. I understand and agree that the
information about me thal ma1'be shared and accessed through the HIES may include inibrmation about HIV/AIDS status,
sexually transmitted diseases, l'amily planning, menlal health treatmcnt, genclic test resultsJ use ol alcohol and other substances
and other sensitive categories ol my hcallh infbrmation. I undcrstand that I havc the righl to "opt-out" of having my
informa(ion shared through HIEs, and instructions on horv to do that can bc lound in the BHMG Notice of Privacy Practices,
the HIE brochure rrhich is available from panicipating IlllMC ol'fices, or ma) be requested from BIIMG's Privacy Oiliccr.

Financial ResDonsibility

Igrant permission and consent to RWJBIIPhysician Services, thc Hospilal, its assignees, all clinical providers who have
provided care or intcrpreled my lests, along uith any billing servicc and their collection agency or attorncy who may work on
their behall, and third palt) collection agents (l) io contacl me by phone al an] number associated rrith mc including $ircless
cell numbers, (2) to leave ans\lcring machinc and \oicemail mcssages for me and include in any such mcssagcs, inlormation
requircd by law (including debt collection laws) and/ or regarding amounts owed by me (3) to send me text messagcs or emails
using any email addresses I provide and; (4) to usc pre-recordcd/ artificial loiae messages and/or an automatic dialing device
(an auto-dialer) in connection \vith any aommunications made to me or any related scheduled services and my account.

I hcreby aulhorize and consent 10 the taking ofphotographs and moving pictures ofme by BIIMC, its agents or employees. I
hereby authorize and consent to the use and storage ofsuch photographs and moving pictures lbr identiflcation purposes and

as part of my medical record.
I hereby release BllMG, its medical stafl, agents and employccs tiom all liability related to the making, slorage. and use of
such pholographs and moving pictures lbr idcntification purposes and as parl of my medical record.

Release and A m€nt of Benefits
I directly assign all health insurance bcneflts, 10 rrhich I am cntided, by Medicare, Medicaid, Blue Clross, or any other

insurance plans, dircctly to thc providers in BHMC fbr services rendered on my bchall'. I understaod that I am financially
responsible for all charges, \\'hether or not I am insured at the time of service. including dcductiblcs, co-insurance, co-

payments and benelits serviccs that are out oI nenvork, denicd and/or nol covered b)' my heallh insurance plan. I authorize

BHMG or any other holdcr of medical or other inibrmation aboul me to rclcase to Mcdicare, Medicaid, or Blue Cross, or any

other insurance carricrs or their authorized agents any information needed tbr this or a rclated claim.

Consent to Treat
I, the undcrsigned, !oluntarily consent to and authorize BHMC through its physicians. employccs, and/or agents, to provide

such medical carc and examinations, on a continuing basis, and to administer such routine diagnostic, radiological and/or

therapeutic procedurcs, tests, and treatments as are considered necessary or advisable, in my diagnosis, care and trcatment, in

the judgment of my BIIMC physician(s), including, but not limited to, collecting and testing bodily fluids, and administration
of pharmaceutical products. I acknowledge that no guarantees have been made to me about thc results of any examination or
treatmenl.

l

Authorization for PhotograDhs and Release for use in Medical Records



Acknowledgments atrd Agreement

I acknowledge that I have been advised of my right to an Advance Directive.
I acknowledge receipt ofthe Patient Financial Policy, and agree to all the terms and conditions contained therein
I acknowledge receipt ofthe Nolice ofPrivacy Practices.
I agree to allow access to my electroniq prescription records as described above.
I agree to the release and assignment ofbenefits as described above.
I agree to treatment as described above.
I have read this lbrm, my questions have been answcred, and I understand and agree to its content.

Paticnt/Represcntative's Signaturc Dale

Ifsigned by Authorized Rcpresentative, prinl name ofSignatory Relationship to Patient/A uthorify to Sign for Patient

1



GA n Cancer g Qelvtc Eurgeru
New Patient Medical Information Sheet

Please fill in information sheet completely and bring with you to your office visit.

Patient's Name: Date of Birth:

Today's Date Reason fbr Visit

Do you have any allergies to medications? O Yes (list below) O No Known Drtrg Allergies

Do you take nredications/vitamins on a regular basis? O Yes (list belorv) O No Daily Medicrtions

4

5

6

2

3

Past Medical History: O Yes (see list below) O No Past Medical Problems

O Diabetes

O Heart Disease

O High Blood Pressure

O Kidney Disease

O Arthritis

O Hepatitis/Liver Disease

O Blood Clots in Veins or Lungs

O Thyroid Over/Under Active

O Bladder Problems

O Sexually Transmitted Diseases

O Osteoporosis

O Glaucoma

O Emotional Disorders

O Pulmonary Disorders

O Other:

History of Previous Surgeries: O Yes (list below) O No Previous Surgeries

Drtc1

2

3

I)atc

l)al e

Please provide your pharmacv's name/address/phone number:

Page 1
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GA n Cancer g Qelvic Surgegy

Family Medical History:

O Diabetes O H)?ertension

O Yes (see list below) O No Family Medical History

O Heart Disease O Kidney Disease O Cancer (see below)

Family Histor"v of Cancer(s): (Any Ovarian, Uterine, Breast, Colon, Stomach, Kidney, Brainl

Relative

Relative

Relative

Age

Age

Age

Type:

Type:

Type:

Social History:

Smoking: O Yes

Recreational Drugs:

Sexual Dysfunction:

O No Amount Alcohol: O Yes

Sexual Orientation:

Sexual Problems:

O No How Often

O Yes ONo

Cervical Canccr Risk Assessment:

Age of First htercourse Numher of Sexual Partners

Sexually Transmitted Diseases

Menstrual Historv:

Age of Onset of Menses

Days Intervening

Duration

Date of Last Menses

Amount

Datc 01'Last Mamnrogram:_Date of Last Pap Smcar

Weight Height

Page 2

TotaI#ofPregnancies:#De1iveries:-#Vaginal:#C/S:-

# Abortions,Miscarriages:_Menopause (Year):-



GA n Cancer g Qebtc Eurgeru

Review of Systems: (fill in all that apply that have occurred in the last 48 hours or apply to your reason for
this visit)

Gynecological:
O none

O heary periods O hot flashes O abnormal vaginal discharge
O infertrlity O painful intercourse O lrequent yeast infections
O pelvic pain O vaginal dryness O postmenopausal bleeding

Constitutional:
O none

O weight gain/loss O fever O night sweats O insomnia

O fatigue

Eyes:

O none

O glasses/contacts O blurred vision O tunnel or double vision
O unusual sensitivity to light O excessive tearing or dry eyes

O cataracts O floater spots O halos O flashing lights

ENT:
O none

O hearing loss O dizziness O earaches O hoarseness

O inf'ection or discharge O nose bleeding O loss of smell

O sinus problems O excessive dryness/salivation

O ulceration/bleeding in mouth O difficulty swallowing

Cardiovascular:
O none

O palpitatlons O chest pain O pressure or tightness

O swelling of timbs O dilficulty breathing O feeling ofsuffocation
O heart murmur O varicose veins O cold hands or feet

Respiratory:
O none

O coughs with,/without mucus O spitting blood O night sweats

O shonness ofbreath O wheezing O pain with breathing

O SOB upon exertion How many pillows do you sleep on?-

Gastrointestinal:
O none

O changes in appetite O heartbum O excessive belching/gas

O nausea O vomiting O vorniting blood O sour stomach

O belty pain O change in bowel habits O constipation

O dianhea O rectal bleeding O itching O tarry or bloody stools

Genitourinary:
O nonc

O excretion of large arnounts of urine O licquent urination at night

O pain or burning upon urination O blood in urine
O difficulty urinating O incontincnce

Page 3



GA n C ancer g Qelvic Eur gegy

Revielv ol Systems (continued):

Musculoskeletal
O none

O joint pain O stiffness O backache O sciatica
O pain in calves when walking O weakness O warm orhotjoints

O rashes O lurnps O itching O dryness O hives

O changes in skin O changes in nails O new moles

O changes in moles O breast lumps O breast tenderness

O nipple discharge or bleedrng O breast swelling

Neurological:
O none

O dizziness

O tingling
O blackouts

Psvchiatric:
O none

O nervousness O tension

O phobias O fear/panic

O mood swings O depressron

O anxiety O dementia

Endocrinc:
O none

O sensitivity to cold/heat O excessive sweating O excessive thirst

O excessive hunger O excessive urination O hot flashes

O missed periods O dry skin O infertility

Hematological/Lymphatic: O bruise easily

O none O nose bleeds

O transfusion reactions O bleeding gums

O swollen or tender lymph nodes

Allergl':
O none

O hay fever O sneezing O hives O itching

O multiple colds O slow healing O allergies to foods

O allergies to plants O allergies to dyes O allergies to tape

Page 4

Integumentary/Breast:
0 none

O drowsiness O confusion O nurnbness

O tremors O weakness O paralysis O fainting
O seizures O headaches



RWSarnabas
HEALTH

PATI ENT FINANCIAL POLICY

RWJBH Physicians Services (includes both legacy BHMC and Iegacy RWJPE) is dedicated to providing our
patients with the best possible care and service.

We ask for your support b) undentanding and cooperating rvith our FINANCIAL POLICY.

Il ii imporlanl for J)ou to undetstund tut health insurance coverage is sn ugreement belween lou otttl yqur
insuruce compuny BeneJils are set b! them os il relates to seeking cure, notiJicution to lour plan and
foll otrtin g 1" ou r p I uns p roscribed re qu irements.

AND

Your doctor's bill for services provided is an agteemenl beflreen you and your doclor,

YOUR RESPONSIBILITY: Our Physicians participate with rnany insurance companies. lt
responsibility to call your insurance company to verify that the doctor you are seeing is participating.
provide a listing of insurances that our physlcians are participating with on our website.

is your
We also

If we do not participate with your insurance company and decide to move forward with seeking care in our
practice, we will bili your insurance carrier as a courtesy to you; however, we will expect payment from you. lf
you do not have valid insurance information, or we cannol confirm coverage, we will consider you "self-pay"
and ask for full payment at the time of service or for a deposit for scheduled procedures. This will be set at
I l5% ofthe Medicare fee as defined in New Jersey state law.

All co-payments or payments for non-covered services are the patient's responsibility and will be collected by
our staff at time ofservice.

ln the event that your insurance carrier denies payment for authorized services, you may be asked to help
resolve these issues with your carrier.

PRIMARY CARf, OFFICES: [f you are required to choose a Primary Care Physician ("PCP"), be sure that
you have chosen one of the Physicians in the office where you have an appointment. You must contact your
insurance company prior to scheduling an appointment to make this PCP selection. Ifyour insurance company
requires referrals for services at a Specialist's office, please allow five (5) business days for non-emergency
services prior to seeing that specialist or facility. Ifyou go to the Specialist's office without a refenal, you may

be responsible tbr the entire bill.

SPECIALIST OFFICES & REFERRALS: [fyour insurance company requires a referral/authorization lrom
the Primary Care Physician, be sure that you have obtained a valid referral/authorization prior to your
appointment. lfyou do not have a valid referral/authorization, you may be asked to reschedule your service to a
future date. You agree to be responsible fbr payment ofyour account regardless ofreferral status.

You understand that it is your responsibility to know and abide by the terms of your benefit coverage including
but not limited to properly securing referrals for specialized care before making appointments. You also
undersland that you are responsible for full payment for services provided if you fail to supply all required
referral forms,

Rcv.0l/2020



RWJBarnabas Physician Services Patient Financial Policy

PAYMENT FOR SERVICES PERFORMED:
I . Our offices accept Visa, Mastercard, Discover and American Express, as well as Cash, Debit Cards and

Personal Checks for payment of services.
2. Any co-payments, deduclibles or co-insurance as required by an insurance company must be paid at the

time of service.
3. All payments are expected at the time ofservice, inclusive ofcunent copays and incurred open balances

lor prior dates of service. Should your account require the action of a collection agency, you would be
financially responsible for all collection and legal fees that our office incurs through the process utilized
to collect the outstanding delinquent balance.

RETURNtrD CHECK FEE IS $30

CHARGES TO ACCOUNT: We shall have the right to cancel your privilege to make charges against your
account at any time. Future visits would then need to be paid at the time ofserv,ce.

MISSED APPOINTMENT FEE: Patients who do not show up on time tbr an appointment, or fail to
reschedule or cancel with less than 24 hours' notice will be charged a $25.00 fee. This charge wili not be
reimbursed by your insurance. Patients with three missed appointments may be asked to transfer their records to
another doctor.

MISSED TEST FEE: Patients who do not show up on time for a scheduled office based test, or fail to
reschedule or cancel rvith less than 24 hours' notice will be charged a $150.00 fee. This charge will not be

reimbursed by your insurance.

MISSED PROCEDURE FE[: Patients who do not show up on time for a scheduled procedure, or fail to
reschedule or cancel with less than 48 hours' notice will be charged a $250.00 fee. This charge will not be

reimbursed by your insurance.

RtrLEASE OF RECORDS: Ifyou require a copy ofyour records lbr personal use, you must submit a request

and pay a copying fee of $ I .00 per page up to a ma-\irnum of $ 100.00.

Copies of records, including payment history, will be provided at no charge to other healthcare providers
pursuant to a valid HIPAA authorization*.

RIGHT TO AMEI\D: You understand and agree that RWJBH Physician Services may amend the terms of this
Financial Policy at any time without prior notification to the patient.

*Valid HIPAA Aulhorizaron: PlBse note lhat certain inlbrmalron (e g , HlV. alcohol and/or subsbnce abuse, mental heahh treatment rccords, genetic
information, family planning) reqLrire confidenrialily prorections Queslions concernrng the disclosure of this iDformation should be broughr !o the
attention of$e Privacy Ofllcer

2
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RWJBarnabas Physician Services Patient Financial Policy

UNINSURED PATIENTS: Patients who are uninsured at the time of service will be afforded a discounr from
posted charge ifpayment is made at the point ofservice. This discount will reflect ll50lo ofthe current stated
Medicare fee. This discount will be extended for a period ofup to l0 days after a scheduled procedure or
discharge from a facility. Payment in full or a deposit equal to 75oZ ofthe expected outstanding balance is
required prior to service.

Uninsured patients will be required to provide a 75% deposit of the estimated patienl fee at the time of
scheduling elective procedures. Actual fees may vary based on the actual clinical circunstances at the time the
procedure.

PATIENTS WHO QUALIFY FOR HOSPITAL BASED CHARITY CARI: The New Jersey Hospital Care
Payment Assistance Program (Charity Care Assistance) is free or reduced charge care which is provided to
patients who receive inpatient and outpatient services at acute care hospitals throughout the Slate ofNew Jersey.
Hospital assistance and reduced charge care are available only for necessary hospital care. Some services such
us phl,sician fees, aneslhesiolog)t fees, radiologt inlerprclstion, and outpolient presciptions are separule

from hospilal chorges and mqt not be eligiblefot reduction.

RWJBH Physician Services, however, elfective l/)/2019 does accept Charity Care botlr for employed hospital
physicians and in our community based physician offices. RWJBH is a leader in NJ healthcare and believes that
access to our physician community along rvith our Hospital services is one component of insuring the health of
our communities for all who require preventive, sick or emergent care. Our providers will honor hospital
charity care determinations when providing services in hospital based clinics, in an emergency, on-call situation
or in their established practice. Charlty Care deternlinations along with required documents mlrst be completely
submitted and will be honored for the duration ofCharity Care provision.

FINANCIAL RESPONSIBILITY: I grant permission and consent to RWJBH Physician Services. the

Hospital, its assignees, all clinical providers who have provided care or interyreted my tests, along with any
billing service and their collection agency or attorney who may work on their behalfl and third party collection
agents (l) to contact me by phone al any number associated with me including wireless cell numbers, (2) to
Ieave answering machine and voicemail messages for me and include in any such messages, information
required by law (including debt collection laws) and/ or regarding amounts owed by me (3) to send me text
messages or emails using any email addresses I provide and; (4) to use pre-recorded/ artificial voice messages

and/or an automatic dialing device (an auto-dialer) in connection with any communications made to me or any
related scheduled services and my account.

PalienVRepresentative's Signature Date

II signcd by Aurhorized Rcpresentative.
print name ol'Signatory

Relalionship to Paticnt/Authority to Sign lbr Patient

)

Rev 01/2020


