New Patient Registration & Delivery Ticket                                                         
Associated Medical, Inc.

Referring Physician’s Name:__________________________________________________ Date of Surgery: _____________________________

Practice Name: _____________________________________________________________ Date of Equip. Delivery:_______________________

Patient’s Name:_________________________________________________________________
SS #: __________________________________

                            First Name


MI
Last Name

Date of Birth:____________________
   
__Male
__ Female
__Single   __Married   __Widowed   __ Divorced   __ Separated

Street Address :________________________________________________________________________________________________________

City/State/Zip Code:_____________________________________________________________
Home Phone w/Area Code:_____________________________

Cell Phone w/Area Code:__________________________ ______________________ ________
Fax w/Area Code:_____________________________________

Spouse’s Name:___ _____________________________________________________________
Spouse ‘s Phone:_____________________________________

If patient is a Minor, Custodial Parent:________________________________________________________​_______________________________


Custodial Parent’s Home Phone w/Area Code:_______ _______________________  Work Phone w/Area Code:____________________ _________

Is this work-related? __Yes   __No  If yes, date of injury?______________________________
Claim #:________________________________


How did this injury happen?__________________________________________________________________________________________________

PLEASE PRESENT INSURANCE CARD(S) & PHOTO ID FOR COPYING AND COMPLETE THE REQUESTED INFORMATION

Primary Insurance Company:______________________________________________
Phone Number:______________________________________

Subscriber Name:________________________________________   Date of Birth:___/____/____   Subscriber SSN:_ __________________________________

Policy #:________________________________    Group #:_____________________________
Relationship:____________________________  Employer: ________________________________________________
Secondary Insurance Company:___________________________________________
Phone Number:________________________________ ______
Subscriber Name:________________________________________   Date of Birth:___/____/____   Subscriber SSN:_ __________________________________

Policy #:________________________________    Group #:____________________________

Relationship:____________________________  Employer: ________________________________________________

If you do not have insurance, have you applied for Medicaid? __Yes  __No   If yes, what is the name and phone number of the social worker with whom you are working?___________________________________________________________________________________________

Please Read AND Initial Below:
________I acknowledge that I have received the requested equipment or products by an agent of Associated Medical, Inc.  I confirm that the equipment is in standard, functional working condition.  I further acknowledge that I have been trained on proper use of the equipment and provided with instructions and contact info for answering of any questions I may have.  I confirm that I will only use the equipment for the intended, prescribed purpose; I agree to hold harmless Associated Medical, Inc. from any use in a non-prescribed, non-authorized manner. 
_________I understand that I am responsible to make arrangements for pickup or return of the equipment at the end of my prescription period.
_________I understand that I am responsible for payment of co-pays, co-insurance, deductibles, and anything that my insurance denies as a “non-covered benefit” or “not medically necessary.”  Remaining balances after insurance payment are to be paid within one (1) month of notice.

_________I assign the benefits from my Insurance Carriers(s), Medicare, Medicaid, or Worker’s Compensation to Associated Medical, Inc. for medical/surgical/home care benefits to which I am entitled.
 ________ I authorize my provider to release to Associated Medical, Inc. and its agents and my Insurance Carriers(s) and its agents any information needed to determine benefits payable for related services.
________ If I have supplied my credit card information on this form or another, I authorize the charge for my insurance assigned patient responsibility.  I understand that I will receive a mailed receipt and invoice statement from such a charge.

________ I understand that in the event of my breakage, theft, destruction, or willful irresponsibility pertaining to the equipment provided to me, I am financially responsible for the repair or replacement cost of said unit.  I understand that Associated Medical reserves the right to charge me in full for the repair or replacement cost as above in the event of my non-cooperation or non-response.
 ________ I herby confirm that I have received a copy of the HIPAA patient privacy policy in accordance with HIPAA laws.

>>_X____________________________________________________RELATION___________________________
DATE______________________
>>Patient’s, Insured’s, or Responsible Party’s Signature (If patient is a Minor, must have Responsible Party Signature, list family relation)



I hereby authorize Associated Medical, Inc. or its agents to provide durable medical equipment, home care and/or related products and services as requested per my referring physician.
>>_X ___________________________________________________RELATION____________________________
DATE______________________
>> Patient’s, Insured’s, or Responsible Party’s Signature (If patient is a Minor, must have Responsible Party Signature, list family relation)



I have delivered and trained the above named patient and/or guardian(s) in the proper use and care of the requested medical equipment or products.  It is my understanding that the patient and/or guardian(s) is fully aware of proper procedure for fulfillment of the referring physicians’ applicable prescription as well as the associated insurance, financial, and return of equipment responsibilities.
>>________________________________________________________________________________
______________________

>>Associated Medical, Inc’s Representative or Agent’s Signature





Date

