The Cardiovascular Clinics, PC
1129 Christine Avenue
Anniston, AL.  36207
Dr. Osita Onyekwere/Dr. John Nwogu








REGISTERED BY__________
1129 Christine Avenue Anniston, AL.  36207


326 Monger Street Oxford, AL.  36203

Phone: (256)237-0025  Fax: (256)237-4795



Phone: (256)835-6060 Fax: (256)835-6894

PATIENT INFORMATION

DATE:____________________________




MR#_____________________________
NAME___________________________________HOME PHONE_____________________CELL#_______________ 
MAILING ADDRESS_______________________________________CITY/ST/ZIP__________________

EMPLOYER____________________________________WORK#_______________________________
SEX____________RACE_______________MARITAL STATUS S  M  D  W
DOB_________________


RETIRED___________DISABLED_________SOCIAL SECURITY #___________________________ 
EMAIL ADDRESS:_____________________________________________________________________

(We would like to send you newsletters periodically.  We will never give out your email address)
Please tell us how you heard about us (commercial, yellow pages, internet, etc)___________________________________________________________
REFERRING PHYSICIAN________________________________________________________________

SPOUSE/PARENTS’______________________________SOCIAL SECURITY #__________________
SPOUSE/PARENTS’ EMPLOYER____________________________SPOUSE DOB_______________ 
EMERGENCY CONTACT________________________________PHONE_______________________

PRIMARY INSURANCE
Insurance____________________________________

Policy Holder_____________________________

Contract #________________________________Group #_______________________

Relationship to Policy Holder____________________DOB______________________

SECONDARY INSURANCE
Insurance_____________________________________

Policy Holder__________________________________

Contract #_____________________________________Group #__________________

Relationship to Policy Holder_____________________DOB_____________________

CONSENT TO TREATMENT

I authorize the physicians of The Cardiovascular Clinics, P.C., their associates, technical assistants and other health care providers under their direction to provide reasonable and proper medical care by today’s standards.  I understand that no guarantee exists or will be made to me regarding any possible result or cure based on my examination and/or treatment.

PATIENT NAME________________________________________DATE_________________________
The Cardiovascular Clinics, P.C.
Dr. Osita Onyekwere/Dr. John Nwogu

1129 Christine Avenue


326 Monger Street

Anniston, AL.  36207


Oxford, AL.  36203

(256) 237-0025/ FAX (256) 237-4795
(256) 835-6060/ FAX (256) 835-6894


In the event you (the patient) are unavailable to contact us or take our call we need for you to give us permission to discuss things like appointments, account information or an emergency medical situation or an emergency medical situation or decision with at least one family member of friends.

_________________________     _______________   _________________

Primary Contact


    Relation

      Phone Number

_________________________  _________________  _________________

Second Contact


 Relation

      Phone Number

_________________________  _________________  _________________

Third Contact


 Relation

      Phone Number

I, the undersigned, do give Dr. Onyekwere and associates and his staff permission to discuss my appointments, account, treatment or any other matter that may arise with the above contact persons.
_________________________________________    __________________

Patient Signature





    Date

(If minor under 18 years of age, parent of legal guardian signature required)

I do not want any information discussed with anyone except myself (the patient) including my appointments.

THE CARDIOVASCULAR CLINICS, P.C.
MEDICAL COST AGREEMENT TO PAY

PAYMENT POLICY
WE ARE HAPPY TO DISCUSS OUR CHARGES OR ASSIST YOU WITH FINANCIAL ARRANGEMENTS.  HOWEVER DUE TO THE RISING COST OF PROVIDING MEDICAL CARE, WE ASK THAT BALANCES WHICH ARE NOT COVERED BY INSURANCE BE PAID AT THE TIME SERVICE IS RENDERED.

The Patient and the Responsible Party listed above hereby agree to pay any and all amounts and charges submitted by Dr. Osita A.Onyekwere on behalf of the professional corporation set forth above for services rendered by Dr. Osita A.Onyekwere and any and all physicians who are now employed or become employed by such professional corporation or affiliated with The Cardiovascular Clinics, P.C. (hereinafter referred to as “Physicians”), or any of their agents, employees or contractors during the course of treatment for the Patient, including hospitalization, unless such parties are otherwise obligated to accept payment solely from a third party.  The Patient and the Responsible Party hereby acknowledge their understanding that the payment is due in full upon receipt of invoice statement, and agree to pay a 1.5% per month late charge on all accounts over thirty(30) days past due.  The Patient and the Responsible Party recognize and agree that their obligations to make payment are joint and severable and that they, and not any insurance company, are solely responsible for their entire bill, even though the cost of this medical care may exceed the amount reimbursed by third-party insurers or payers.
The Patient and the Responsible Party herby acknowledge, understand and agree that it is difficult to project the full cost of medical services and treatments in advance since it is impossible to know what services, tests, procedures and/or treatments will be required in the course of medical care.

The Patient and the Responsible Party hereby agree to be fully responsible for any and all amounts and charges submitted by the Physicians in the course of treatment or any of their agents, employees or contractors, which shall include, but shall not be limited to, the amounts set forth on the fee schedule attached here or at kept at the front desk by The Cardiovascular Clinics, P.C. (which I (we) acknowledge is available to me [us]).  The Patient and the Responsible Patient that the charges may exceed the amount Blue Cross or another insurance carrier may define as “usual and customary or reasonable” but the Patient and the Responsible Party agree to pay the amount of such billed charges.

AUTHORIZATION TO RELEASE INFORMATION
I authorize the release of medical information and records concerning my treatments to Medicare, Medigap and/or other insurance companies and assign my claim for medical benefits to The Cardiovascular Clinics, P.C. to the extent permitted under applicable law or insurance agreements.  I agree to allow The Cardiovascular Clinics, P.C. to request and release my medical records from and to other physicians or medical institutions as it deems necessary for my medical care and I further authorize the release of my medical records by such parties for such purpose.  I release The Cardiovascular Clinics, P.C. from all legal responsibility or liability that may arise from the above authorizations and agreements.

PATIENT___________________________________DATE______________________

(IF MINOR UNDER 18 YEARS OF AGE, PARENT OR LEGAL GUARDIAN SIGNATURE REQUIRED)

THE CARDIOVASCULAR CLINICS, P.C.
PATIENT MEDICAL RECORDS REQUEST

Today’s Date:____________________________________________________________

To:_____________________________________________________________________

Records Requested:________________________________________________________

I REQUEST THAT A COPY OF MY MEDICAL RECORDS BE RELEASED TO:
Dr. Osita A. Onyekwere/Dr. John Nwogu

1129 Christine Avenue Anniston AL36207
Phone: (256) 237-0025  
Fax:  (256) 237-4795
PLEASE PRINT:

PATIENT:______________________________________________________________

ADDRESS:_____________________________________________________________________________________________________________________________________________________________________________________________________________

DATE OF BIRTH:_______________________________________________________

PATIENT’S SIGNATURE:________________________________________________

DATE:_________________________________________________________________

WITNESS:______________________________________________________________

1129 Christine Avenue
ANNISTON, AL.  36207




PHONE (256) 237-0025

FAX (256) 237-4795
