CEP.
EMERGENCY PHYSICIAN PARTNERS
Gateway Family Medical Center

PATIENT INFORMATION

PAYMENT IS REQUIRED AT THE TIME TREATMENT IS RENDERED.

SELF INSURANCE __ WORK RELATED
PLEASE PRINT
PATIENT’S NAME AGE DATEOFBIRTH _/ /

LAST FIRST MI
ADDRESS CITY STATE____ ZIP
SEX M F MARITAL STATUS SPOUSE’S NAME
EMAIL
HOME PHONE SS# DL#
EMPLOYER PHONE
EMPOYER’S ADDRESS CITY STATE _ ZIP
PERSON RESPONSIBLE FOR PAYMENT RELATIONSHIP
ADDRESS, JF OTHER THAN ABOVE
(STREET) (CITY)  (STATE) (ZIP)

SS# DATEOFBIRTH __ / __/ DL#
EMPLOYER PHONE CELL
EMPLOYER’S ADDRESS CITY STATE ___ ZIP

NAME OF PERSON TO CONTACT IN CASE OF EMERGENCY (OTHER THAN HOME)
IF NONE PLEASE INDICATE “NONE”

NAME RELATIONSHIP
HOME NUMBER CELL

A $25 ADMINISTRATIVE FEE WILL BE CHARGED FOR ALL RETURNED CHECKS AND ACCOUNTS OVER 60 DAYS
PAST DUE.  HEREBY AUTHORIZE GATEWAY FAMILY MEDICAL CENTER TO REALEASE ANY INFORMATION
ACQUIRED IN THE COURSE OF MY EXAMINATION TO MY EMPOYER AND/OR INSURANCE COMPANY FOR ANY
WORK RELATED ILLNESS AND/OR INJURY, AND/OR PRE-PLACEMENT EXAM, AND/OR PERIODIC EXAM, AND/OR
ANY REFERRING PHYSICIAN/FACILITY SHOULD SUCH REFERRAL BE NECESSARY FOR MY CARE.

I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE. I CONSENT TO THE MEDICAL TREATMENT
RENDERED UNDER THE GENERAL AND SPECIAL INSTRUCTIONS OF THE PHYSICIAN ON DUTY.

I ACCEPT RESPONSIBILITY FOR ALL CHARGES REALTED TO THIS OR SUBSEQUENT TREATMENT; EXEMPT ARE
WORK RELATED ILLNESSES AND/OR INJURIES WHICH HAVE BEEN AUTHORIZED BY AN EMPLOYER.

SIGNATURE OF PATIENT . DATE

RELATIONSHIP IF OTHER THAN PATIENT

DETAILED MESSAGES MAY BE LEFT ON THE FOLLOWING NUMBERS:
Home Work Cell

1580 S. Winchester Blvd., #202, Campbell, CA 95008 phone: 408-364-7600 fax: 408-364-7615 www.clinic.cep.com



PRACTICE INFORMATION AND PAYMENT POLICY

Welcome to Gateway Family Medical Center. Our clinic is open Monday through Friday 9:00am until
6:00pm.

You have been given this Practice Information and Payment Policy sheet to read and sign, along with a
Patient Information sheet. Once you have completed these forms, please return them to the receptionist
along with your insurance card (s) and a picture ID to copy for your chart.

PATIENT RESPONSIBILITY

It is the patient’s responsibility to know what the insurance does and does not cover. In addition, it is the
patient’s responsibility to verify whether the physician you are seeing is contracted with your insurance
plan. You can find out more about insurance by calling member services or by calling your human
resources department at work.

APPOINTMENTS AND WALK-INS

If you have an gppointment, we will do our best to see you at your appointment time. However, there may
be circumstances such as emergencies or walk-in patients that may prevent us from seeing you at your
exact appointment time. If you are coming in on a walk-in basis, we will be working you into the schedule
and do our best to see you as quickly as possible. However, scheduled appointments take priority (with the
exception of emergency medical situations).

PAYMENT POLICY
You are responsible for paying your copayment at the time of service. We accept cash, check, Visa and
MasterCard. If you do not have a method of paying your copayment, please see the receptionist to
reschedule your appointment (new and established patients). Patients that will be paying for their services
will be required to leave a deposit before being seen by the physician. We will collect either a credit card,
check, or a cash deposit. Please stop by the front desk before you leave to verify whether additional
payment is due or a partial refund. '
It is Gateway Family Medical Center’s policy to verify insurance coverage every 30 days for all patients. If
we are unable to verify your insurance coverage, you may be asked to pay for your visit at the time of
service. We will call to advise you whether we were able to verify your coverage. If insurance has been
verified, we will with credit your credit card minus your co-pay or mail your check back to you.

INSURANCE BILLING

By signing this form you are authorizing Gateway Family Medical Center to bill the insurance that you
have provided. You will also be requesting that payment for medical services that were provided to be sent
to Gateway Family Medical Center.

As a courtesy, we will bill your insurance and wait 60 days for payment. If we have not heard from your
insurance carrier within the time allowed, the balance will become the patient’s responsibility (excluding
HMO patients through SCCIPA).

OUT OF AREA PATIENTS
We require that you pay at the time of service by cash, check or credit card (exception: Medicare). We will
give you an itemized bill that you may submit to your insurance carrier for reimbursement.

ESTABLISED PATIENTS
You will be asked to verify your patient information on every visit. Please notify the receptionist
immediately if there are any changes to your personal or insurance information.

Patient Signature: Date
If minor,
Parent/Guardian Signature: Date




CONFIDENTIAL CHANNEL COMMUNICATION REQUEST

As required by Health Information Portability and Accountability Act of
1996 you have the right to request that communications concerning your
personal health information be made through confidential channels. This
medical practice will not ask you why you’re making your request, and will
make reasonable efforts to accommodate all reasonable requests.

1 (print name) hereby request the use of
the following confidential channels for the communication of information
related to my personal health, treatment or payment for treatment. This
request supersedes any prior request for confidential channel of
communications I have made.

Please check all that applies. YES NO
I want you to contact me by phone

Leave a detailed message on
answering machine

E-mail



