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(please print)

Patient’s Name: Birth Date:

First Middle Last

Home Address:

City:
Phone: ( )

State: Zip: Soc. Scc. #

O
1

Cell Phone: ( )

Sex:  Male Are You?:  Single Employed?:  Full Time Student?: Full Time
Female Married Part Time Part Time
Widowed Retired N/A
Legally Separated Not Employed
Divorced
Employer: Work Phone: ()
May we contact vou at work?  Yes  No

If patient is below 18 years of age. please fill out the following:

Mother: Birth Date Soc. Sec.
First Mid. Init. [.ast
Home Address Gi different from patient):
Street City/State/Zip
Home Ph: () Work Ph: () Cell: ()
Father: Birth Date Soc. Sec.
First Mid. Init. Last
Home Address (1 diffesent from patient):
Sireel City/Suntel/Zip
Home Ph: () Work Ph: () Cell: ¢ )

* Please Note: All children under 18 years of age must always be accompanied by a parent 10 receive medical services.

Pharmacy: Phone: ()

City:

Patient’s Primary Care Physician: Phone: ()

Address:

Strevt
Referring Physician:

City/State/Zip
Phone: ()

Address:

Street
Emergency Contact:

City/State/Zip
Phone: ()

Relation 1o Patent:

How Did You Find Us? Yellow Pages Insurance Directory or Website Internet Scarch

Physician Referral Patient Referral: Name

530 Green Street Suite 2 East

Iselin. NJ 08830

1100 Centennial Avenue Suite 202 Piscataway, NJ 08854

fax: 732.283.3042
fax: 732.562.1770

tel: 732.283.3040
tel: 732.562.1717

¥

Nayla Mumneh, MD FAAAI

Dyjaret= AnsianBardd Allog snllnmuade

www allergvtreatnientcenter net



Patient Name: Chart #:
First Mid. [nitial Last

Payment Information

Insurance
Primary Insurance Co.: Member D #: Group #:
Insured’s Name (if not paticnt): Relationship to patient:
Birth Date: Soc. Sec. No.: Phone:
Home Address (if different from patient):
Street City/State/Zip
Employer
Address City/State/Zip
This insurance policy requires me topav:  __ nothing __ acopay __ adeductible __ coinsurance
Secondary Insurance Co.: Member ID #: Group #:
Insured’s Name (if not paticnt); Relationship to patient:
Birth Date: Soc. Sec. No.: Phone:
Home Address (if different from patient):
Street City/State/Zip
Employer
Address CiysState/Zip
This insurance policy: __ covers my primary insurance deductible, __has adeductible  __ requires a copay
coinsurance or copay or coinsurance

[ authorize the release of any medical information necessary to process my insurance claim and assign the payment
of medical benefits to Nayla Mumneh, MD.

Signed: Date:
(Patient OR parent, if patient is under 18)

__ ldo not have insurance or Dr. Mumneh does not participate in my plan. | understand that payment must
be made at the time of service. I will pay with:

__Cash: Please pay the office visit charge prior to seeing the doctor. If any testing is done, you
will pay the balance atter secing the doctor.

__Creditcard: Please present your credit card prior to seeing the doctor. We will pre-authorize vour
card. Afier you see the doctor, we will then charge the actual fees from your visit and
provide you with a receipt.

___ Check: We require a photo ID and your Soc. Sec. #. Please pay the office visit charge prior
to service. If any testing is done, you will pay the balance after secing the doctor.

I agree that all the information provided on this form is correct and true. Should any of the information on
this form change, I will update Allergy Treatment Center in a timely fashion.

Signed: Date:
(Paticnt or parent, if patient is under 18)

Allergy Treatment Center of New Jersey, PC 530 Gireen Street, Suite 2East, Iselin, NJ 08830 * 732-283-3040
1100 Centennial Avenue, Suite 202, Piscataway, NJ 08834 * 732-562-1717




Patient Name: Chart #:
First Mid. Initial l.ast

Financial Agreement

¢ Allergy Treatment Center will submit all of your insurance and Medicare claims in a timely fashion.

e Co-payments must be paid before you see Dr. Mumnch, or you will be charged a $10 billing fec.

e If you have a deductible, coinsurance or limited coverage, you will be expected to make payment
arrangements prior to seeing Dr. Mumneh, based on an estimate of your responsibility. (This estimate
is not guaranteed. Your insurance company will determine how much you will be responsible for.
pending review of the claim.)

- We use Account on File to make electronic payments automatically through your checking. credit
or debit card account. Your account will not be charged until your insurance company has
finalized your claim. A statement of the transaction will be sent to you promptly.

- Ifyou do not wish to make payment arrangements, there is a 810 monthly statement fec.

¢ Should your insurance company require you to make any unexpected payments (i.c.. we did not know that
you have a deductible for certain procedures or your coverage was terminated), we will bill you once
without the $10 monthly statement. You must pay the bill in full prior to the end of the month to avoid
being charged the monthly statement fee.

¢ If your plan requires a referral, we will not be able to see you without one.

- If you wish to keep your appointment and be scen without a referral, you will be responsible for
payment of our full fec at the time of service.

- We cannot wait for referrals. although we will refund any payments you have made if you can
provide a valid referral within a reasonable time after your appointment.

* If we do not receive payment from your insurance company within 60 days after we submit a claim, you
will be responsible for payment of all charges. Should we receive payment from your insurance
company, we will send you a refund.

o [f we do not participate in your insurance plan. you must pay in full at the time of service.

e Your health insurance coverage is a contract between you and your insurance company. You are
ultimately responsible for payment of your bill.

e If you do not have health insurance, we expect full payment at the time of service, unless prior
arrangements have been made.

¢ Past due balances must be paid in full before future appointments are made.

e All account balances must be paid in full within 60 days from the date of service, unless you have made
formal payment arrangements with our office.

» Delinquent accounts, for which payment has not been received within 60 days, will be forwarded to a
collection agency. We will charge you a collection fee of $60 or 30%, whichever is greater.

e We expect payment from the parent/guardian who accompanies a dependent minor to our
office. The accompanying parent/guardian will be considered the responsible party. We will not
bill a non-custodial parent, even though this may be a part of a divorce agreement. Our office is not
part of divorce agreements between parents. We will be pleased to provide a paid receipt for
services rendered.

e Failure to cancel appointments at least 24 hours prior to the appointment will result in a $25 charge.

* Returned checks are subject to a $25 charge.

Who is the person responsible for payment? If the patient is a child, this person must be the accompanying parent

Name: Birth Date:
First Middle Last
Home Address: Phone: ()
City: State: Zip: Work Phone:( )
Social Security # (not necessary if you put your credit card on file)
Signed: Date:
Allergy Treatment Center of New Jersey, PC 530 Green Street, Suite 2East, Iselin, NJ 08830 * 732-283-3040

1100 Centennial Avenue, Suite 202, Piscataway, NJ 08854 * 732-562-1717




Patient Name: Chart #:
First Mid. Initial Last

Consent to the Use and Disclosure of Health Information
for Treatment, Payment or Healthcare Operations (TPO)

e [ understand that as part of my healthcare, Allergy Treatment Center of New Jersey PC (ATCNJ)
originates and maintains health records describing my health history, symptoms, examination and
test results, diagnoses, treatment, and any plans for future care or treatment. [ understand that this
protected health information (PHI) serves as:

- a basis for planning my care and treatment.

- ameans of communication among the many health professionals who contribute to my care,

- asource of information for applying my diagnosis and treatment information to my bill,

- ameans by which a third-party payer. such as an insurancec company, can verify that services
billed were actually provided. and

- atool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals.

* T understand that I have the right to review ATCNI’s Norice of Privacy Practices, which provides a
more complete description of information uses and disclosures. This notice is available on our
website, www.allergytreatmentcenter.net, or at our offices upon request.

e With this consent, ATCNJ may communicate with me, by telephone, voicemail, mail or email in
reference to any items that assist the practice in carrying out TPO, such as appointment reminders,
insurance items, patient statements, clinical care, including laboratory test results, among others.

¢ Tunderstand that I have the right to request restrictions, in writing. as to how my health information
may be used or disclosed to carry out treatment. payment. or hcalthcare operations and that ATCNJ

is not required to agree to the restrictions requested.

¢ [l understand that ATCNIJ reserves the right to change their notice and practices at any time. A copy of
the revised notice will be posted on our website.

¢ [l understand that [ may revoke this consent in writing, except (o the extent that the organization has
already take action in reliance thereon.

By signing this form. I am consenting to allow ATCNJ to usc and disclose my PHI to carry out TPO.

Signature of Patient or Legal Guardian Date
Print Patient’s Name Print Name of Legal Guardian, if applicable
Allergy Treatment Center of New Jersey, PC 530 Green Street, Suite 2East, Iselin, NJ 08830 * 732-283-3040

1100 Centennial Avenue, Suite 202, Piscataway, NJ 08854 * 732-562-1717
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Appointment Confirmation Preferences

We are now using a service for appointment confirmations. Through this service, you
may choose to receive our request to confirm your appointments:

e on a telephone (or voicemail),
e via text message on your mobile phone or
e by email

You will be able to respond automatically with all methods of communication. You will
also have the option of receiving the messages in Spanish or Hindi.

Please rank, from 1 to 3, the following means of communication (for appointment
confirmation purposes only).

NAME:

Telephone:

Phone calls will be made between 6 and 8 pm. If the system leaves you a

voicemail or a family member answers and doesn't respond, YOU MUST CALL
US to confirm.

____ Text Message - Mobile phone:

Some cell phone companies block our text messages. If so, we may also contact
you by phone.

Email:

Please circle your language preference for phone messages. Please choose the option
best for the person who will answer the phone:

English Spanish Hindi

Thank you! We appreciate your cooperation.

530 Green Strect Suite 2 East Iselin, N) 08830  fax: 732.283.3042 tel: 732.283.3040 * Nay]a Mumneh, MD FAAAAI
1100 Centennial Avenue Suite 202 Piscataway, N| 08854 fax: 732.562.1770 tel: 732.562.1717 Diplomate, American Board of Allergy and Immunoiogy

www.allergytreatmentcenter.net



