Samreen Hasan, MD, MPH

New York Physicians, LLP

635 Madison Avenue, 7th Floor ( New York, New York 10022

Tel (212) 857-4654 ( Fax (212) 752-2454

Patient Registration Form_______________________________________________________________
Name: _____________________________________________ Date of Birth:____________________ Sex:________

S.S. #: ______________________________________________Email: ______________________________________

Email Consent:
I authorize the use of unsecured (non-HIPAA-compliant) email for communication.    Yes_____ No_____

Address: __________________________________________City/State/Zip#: ________________________________

Home Phone: _____________________________________ Cell Phone:____________________________________

Work Phone:______________________________________ Fax:___________________________________________

Emergency Contact: _______________________________ Relationship:___________________________________

Phone: __________________________________________________________________________________________

Preferred Pharmacy (name and phone): ___________________________________________________________


Mail Order Pharmacy (name and phone): ​​​​​​​​​​​_________________________________________________________
Insurance Information___________________________________________________________________

Primary Insurance: ​​​​​​​​​​​​​​​​___________________________  Secondary Insurance:_____________________________

Address: _______________________________________Address: _________________________________________
City/State/Zip: __________________________________City/State/Zip: ___________________________________
Policy Holder: __________________________________Policy Holder: ____________________________________
DOB: __________________________________________DOB: ___________________________________________
Policy #: _______________________________________Policy #: _____________________________________
Group #: _______________________________________Group #: _________________________________________



I authorize the release of any medical information to my insurer and/or CMS and its agents to process my insurance claims. I authorize payment of benefit directly to Dr. Hasan on my behalf. I agree that this authorization will cover all medical services rendered until such authorization is revoked by me. I agree that a photocopy of this form may be used in lieu of the original. I agree to pay all charges not covered or later to be determined to be ineligible by my insurance carrier(s). These charges include but are not limited to deductibles, coinsurance, and copayments on my insurance policy. If the doctor is not participating with my insurance plan, I am responsible to pay the full bill for all services rendered.

Signature:_______________________________________Date:_________________________________

Version 9.18

Notice of Policies________________________________________________________________________
Our office policies allow us to focus our attention on providing premier medical care and attention to all of our patients. These policies are outlined below:

Patient Communication: It is your responsibility to provide us with accurate information pertaining to your insurance plans and/or demographic changes. You are responsible for understanding your insurance plans(s) and policies. You should be aware of your deductibles, co-payments, co-insurance, requirements for electing and/or changing your primary care doctor, and any necessary referrals and pre-certification for procedures. Failure to provide accurate information will result in total patient responsibility for all charges incurred.

Cancellations: Please provide 24 hours’ notice of any appointment cancellation. This will allow us to schedule another patient in need of care. For all annual exams, failure to provide notification may result in a service charge of $200 (subject to change at any time). For follow up appointments, there will be a fee of $100 (also subject to change).

Prescriptions: 72 hours’ notice is required for routine prescription renewals. Please send all prescription renewal requests to Joanne at secretaryhasan@newyorkphysicians.com. Prescriptions for your mail order pharmacy require advance notice of 10 business days. Please plan accordingly.

Uncovered Services: 

· Telephone calls: We currently only bill for those calls which are complex or which substitute for an office visit, although this may change in the future without notice.

· Computer-based searches of the medical literature

· Review of outside medical records

· Hospital visits: If you are admitted to the hospital, a hospital physician will be your primary physician while you are admitted. If you require a visit from Dr. Hasan, you will be charged a full fee for a complex visit. This applies to all insurance plans including Medicare.

· Forms: There is a $50 fee for all forms (unless they are associated with an appointment).

· Email consultations that substitute for an office visit.

· Second opinion (over phone or email) about care received from other physicians.




Please sign, date below acknowledging you have read the above information.

Signature: ______________________________________  Date: ___________________________

Print name: ​​​​​​​​​​​​​​​​​ ​_________________________​​​​​​​​​​___________

Version 9.18

Acknowledgement of Fee for Medicare Annual Preventative Visit

Dear Patient,

There is often confusion over Medicare’s policy regarding covering “annual check-ups.”

Medicare covers only what is called an “Annual Wellness Visit.” This covers some specific aspects of preventative care and can be performed by non-physician providers, such as a nurse, physical therapist, or dietician. It unfortunately does not include a full physical exam.

This is not what you think of as your annual check-up. The annual check-up is an in-depth look at every aspect of your medical care, including a comprehensive physical exam. It is a service that Medicare still does not cover.

My practice rests on a solid foundation of preventative medicine, and I believe you both benefit and need a full annual checkup. My check-up and consultation remains a non-covered service under Medicare, and the cost is entirely out of pocket to you. Because Medicare does not cover this visit, your secondary insurance is almost certain to deny it as well.

Please sign below indicating that you wish to proceed with your annual check-up and physical examination with me, and that you are responsible for paying for this service at the time of the visit.

Sincerely,

Dr. Samreen Hasan MD MPH

Agreed to:

​​​​​​​​​​__________________________    _____________________________    ____________________

                Signature                                            Print Name                                        Date

Version 9.18

Acknowledgement of Notice of Privacy Practices
EFFECTIVE APRIL 14, 2003

This Acknowledgment Form is provided to you as required by the Privacy Rule and related Regulations under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) 
You are asked to sign this form so that we can confirm that you have received it. Your signature only confirms that you have received this form. Your signature does not mean that you agree with any of the policies and procedures outlined herein.

You may refuse to sign this Acknowledgement Form, at which time our staff is required to document the date and time of your refusal, as well as your reason for not signing.

I acknowledge that I have received a copy of New York Physicians LLP Notice of Privacy Practices, as of the date indicated below.

_________________________________________________

Name of Patient

_________________________________________________                      _____________________

Signature of Patient                                                                                      Date Signed

Version 9.18

