
PATIENT INFORMATION (Please Print) 

Name:          Date of Birth:     
 

Age:     Social Security Number:    Martial Status:      
 

Home Address:  
 

City:        State:     Zip:  
 

Home Phone:     Cell Phone:    Work Phone:  
 

Employer:       Occupation: 

 

SPOUSE/GUARDAIN INFORMATION (Please Print) 

Name:          Date of Birth:     
 

Age:     Social Security Number:    Martial Status:     
 

Home Address:  
 

City:        State:     Zip:  
 

Home Phone:     Cell Phone:    Work Phone:  
 

Employer:       Occupation: 

 

INSURANCE INFORMATION (Please Print) 

Policy Holder:    Date of Birth: 
 

Social Security Number:     Relation to Patient: 
 

Employer:  
 

ID/Policy:   Group Number:     
 

Insurance Company Name:  
 

Insurance Address (where to send claims) 

 

EMERGENCY CONTACT (Relative not living with you) 

Name:          Relationship:     
 

Home Phone:                              Cell Phone:                Other Phone:    
 



Exodus Healthcare Network 

Financial Policy 

�x Patients are responsible to know the coverage of their insurance plan including; co-payments, deductible, and provider 
participation.  

�x Insurance co-payment and deductibles are expected to be paid at the time of service. 
�x A valid insurance card is needed at each visit. 
�x Exodus Healthcare Network will bill your insurance company as a courtesy to the patient, therefore the patient will be 

responsible for keeping their account in good standing and are also responsible for any balances denied by insurance and that are 
not paid within 90 days. 

�x If there is an outstanding balance 90 days after the date of service we may turn your account over to collection agency.  We may 
be able to set up payment arrangements if needed. In the event that my account does go to an outside agency I agree to pay court 
costs and reasonable attorneys’ fees, with or without suit, incurred in collecting any past due balance, and a collection fee equal 
to 50% of the outstanding balance as compensation to this office for any commission it must pay to a collection agency in 
collecting any outstanding balance.   

�x Personal pay patients must pay for their visit in full at the time of service. When payment is made in full the patient will receive a 
10% courtesy discount.  

�x Any payments can be made by cash, check, or credit/debit card. 
�x Patients will be expected to pay a $20.00 returned check fee for any checks that are returned. 
 

Medical Consent for Treatment 

I am voluntarily seeking health care and hereby consent to medical treatment, procedures, x-rays, laboratory test, and other healthcare 
services.  I have the right to refuse specific treatments and procedures. This agreement can be revoked by me at any time with written 
notification and valid until revoked.  

Assignment of Benefits 

I hereby assign Exodus Healthcare Network my right to the insurance benefits that may be payable to me for services provided, arising 
from any policy of insurance, self-insured health plan, Medicare, or Medicaid in my name or in my behalf. I further authorize payment of 
benefits directly to Exodus Healthcare Network. I understand that acceptance of insurance assignment does not relieve me from any 
responsibility concerning payment for medical services and that I am financially responsible for all charges whether or not they are 
covered by my insurance. 

PF-2000 Acknowledgement of Receipt of Notice of Privacy Practices 

I have received a copy of the PF-1000 Notice of Privacy Practices of Exodus Healthcare Network. Exodus Healthcare Network reserves 
the right to modify the privacy practices outlines in the notice.   

 

I understand that my signature below indicates that I have read and understand the financial policy, medical consent for treatment, 
assignments of benefits, and the Privacy Practices of the Exodus Healthcare Network. This agreement can be revoked by me at any time 
with written notification and valid until revoked.  

 

Patient Printed Name    Patient Signature (Parent if minor)   Date        

 

Witness                 Date 


