
DR. MARY CLIFTON, M.D.

Please print this form, complete it and bring it
to the office on the day of your appointment.

TODAY’S DATE____________    EMAIL ADDRESS_________________________                 

 PATIENT NAME:
(LAST)________________________ (FIRST)__________________(M.I)______
 
ADDRESS_______________________________CITY_____________ ST______

ZIP_________ HOME PHONE_________________CELL PHONE______________ 

WK. PHONE______________ DATE OF BIRTH__________ AGE_____ SEX______  

MARITAL STATUS_________ SS#__________________________

HOW DID YOU HEAR ABOUT US? 
________________________________________________________________

EMPLOYER (IF APPLICABLE)  _____________________BUS.#_______________

ADDRESS _____________________________CITY____________ ST_________
                                                        
PATIENT/GUARDIAN/SPOUSE

(LAST)_________________________(FIRST)__________________(M.I)_____

ADDRESS_______________________CITY____________________ STATE____

ZIP___________HOME PHONE______________     CELL PHONE_____________

DATE OF BIRTH_____________ SS# _________________________

I WISH TO BE CONTACTED IN THE FOLLOWING MANNER:
(WITH TEST RESULTS, ACCOUNT BALANCES/QUESTIONS, APPOINTMENTS, ETC ….)

__HOME TELEPHONE #________________                          
__OK TO LEAVE MESSAGE WITH DETAILED INFORMATION       
__LEAVE MESSAGE WITH CALLBACK NUMBER ONLY

__WORK TELEPHONE #________________
__OK TO LEAVE MESSAGE WITH DETAILED INFORMATION
__LEAVE MESSAGE WITH CALLBACK NUMBER ONLY

__MOBILE TELEPHONE #_______________
__OK TO LEAVE MESSAGE WITH DETAILED INFORMATION
__LEAVE MESSAGE WITH CALLBACK NUMBER ONLY



PRIMARY MEDICAL INSURANCE:

(PRIMARY INS. CO.) NAME)_________________(CARDHOLDER)______________

SECONDARY MEDICAL INSURANCE:                                         
(SECONDARY INS. CO. NAME) ______________(CARDHOLDER) ________________                                                                             

EMERGENCY CONTACT INFORMATION:

NAME: _______________________________ PHONE: ______________________

RELATIONSHIP: ________________

AGREEMENT TO PAY FOR TREATMENT

I, hereby agree to pay all charges submitted by this office during the course of treatment for the patient. If the patient 
has insurance coverage with a managed care organization with which this office has a contractual agreement, I agree to 
pay all applicable co-payments. co-insurance and deductibles, which arise during the course of treatment for the patient. 
The responsible party also agrees to pay for treatment rendered to the patient, which is not considered to be a covered 
service by my insurance.  I understand that if I do not show for an appointment or do not give 24 hours notice, I may be 
responsible for charges up to the potential cost of the visit.

                         X ___________________________________________________
                                                Responsible party                            Date

RELEASE AND STATEMENT TO PERMIT PAYMENT OF PRIVATE INSURANCE BENEFITS TO THE PROVIDER 

I, hereby authorize Dr. Mary Clifton, MD and employees to release and disclose all or any part of the patient’s medical 
records to any entity which is, or may be liable,  for all or part of the provider charges.
I, authorize the release and disclosure of any and all medical records to specialty physicians, hospitals, and other 
healthcare providers which may be of assistance in the opinion of this office in providing treatment of the patient.
I, authorize the release of records necessary to assist in the reimbursement of benefits to which I may be entitled.
I, authorize and request that payment of any third party or insurance company benefits be made directly to Dr. Mary 
Clifton, MD for any services furnished to the patient. 

                            X___________________________________________________
                                                 Responsible party                            Date
FINANCIAL POLICIES

1. It is our office policy for you to pay your copay at the time of service, unless other arrangements have been made. 
Therefore, it is your responsibility to know what your copay amount is. Payment methods available are cash, check, 
Mastercard and Visa. 
2. We participate with BCBS, Priority Health, Medicare, Tricare, United Healthcare, ASR and Cigna. Our office will bill 
insurances for the patient, however , you are responsible for all copays and deductibles and remaining balances your 
insurance does not cover.
3. It is your responsibility to be aware of  your policy and what procedures may or may not be covered, (such as skin tag 
removal, physicals, office visits, ekg’s, immunizations, etc.)
4. Regardless of your insurance status, you are responsible for the balance of your account. If payment arrangements are 
necessary, please contact the office account representative for assistance.
        
I have read and understand the above statements and received the Notice of Privacy Practice in regards to my protected 
health information at the practice of Dr. Mary Clifton, MD.

Signature of patient: ______________________________ Date:__________________


