REGISTRATION

(PLEASE PRINT)

Date Home Phone {

Patient

PRENATAL DIAGNOSIS CENTER

600 Peter Jefferson Pkwy., Suite 190
Charlottesville, VA 22911

Telephone: (434) 220-8620

) Cell ( )

Last Name

First Name Middle Initial

Responsible Party (if a minor)

Street Address

E-mail

City

State Zip.

Sex LIM]F Age Birthdate

Employer/School

I Married [_] Widowed [_] Single [_] Minor [_] Separated [_] Divorced [_] Partnered for years

Business/School Address

Occupation

Business/School Phone ( )

Spouse (or responsible party) Name

Birthdate

Business Name and Address

QOccupation

Business Phone )

Who is responsible for this account?

Relationship to Patient__

Social Security #

Spouse’s Social Security #

Do you have Medical Insurance? [ INo [ ]Yes»  If yes,

Name of Primary Insurer Policyholder
Contract # Group # Subscriber #
Name of Secondary Insurer (if any) Policyholder
Contract # Group # Subscriber #
L] Medicare (] Medicaid Claim ID #
If Welfare, your number County of
In case of emergency, who should be notified? Phone

How did you learn of our practice?

AUTHORIZATIONS

Insurance Assighment and Release
| certify that | have insurance coverage with

Name of Insurance Company(ies}
and assign directly to Dr. all insurance benefits, if any, otherwise payabie to me for
services rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all
insurance submissions.

The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This consent will end when my
current treatment plan is completed or one year from the date signed below.

Medicare/Medigap Authorization
I request that payment of authorized Medicare benefits and, if applicable, Medigap benefits, be made either to me or on my behalf to

. . Name of Doctor or Clinic
for any services furnished to me by that provider.

To the extent permitted by law, | authorize any holder of medical or other information about me to release to the Centers for Medicare and Medicaid Services, my
Medigap insurer, and their agents any information needed to determine these benefits or benefits for related services.

Signature of Beneficiary, Guardian or Personal Representative Date

Please print name of Beneficiary, Guardian or Personal Representative Relationship to Beneficiary

(Vers. M21SS04) #10501 — ©2004 Medical Arts Press®  1-800-328-2179



FINANCIAL AGREEMENT AND AUTHORIZATION FOR
TREATMENT

I AUTHORIZE TREATMENT AND AGREE TO PAY ALL FEES AND CHARGES
FOR SUCH TREATMENT PROMPTLY UPON PRESENTATION THEREOF. I
ACKNOWLEDGE THAT ALL PROCEEDS OF INSURANCE ARE ASSIGNED TO
THIS OFFICE WHERE APPLICABLE AND THAT THIS OFFICE ASSUMES NO
RESPONSIBILITY FOR THE COLLECTION OF ANY PROCEEDS OF INSURANCE.

IF MY ACCOUNT BECOMES ASSIGNED TO A COLLECTION AGENCY, I
AGREE TO PAY ALL COSTS OF COLLECTION, INCLUDING 25% AGENCY
FEES, COURT COSTS, AND ATTORNEY FEES.

SIGNED

DATE




- PATIENT NAME

PATIENT C
ONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

treatment, payment and healthcare operations (TPO
1 X 3 ti . i i i
: pa and heal (T 1 I.’Iease refer to Dr. Siva Thiagarajah's Notice of Privacy Practices for a

| have the I’ight to review the N i

A otice of Priva i i ignil i
X : : e ’ ! cy Practices prior to signing this i i

. P ( P I his consent. The office of Dr. Siva “l-aga|a-ah reserves
a written request to Dr. T hlaogf r!va?y ac?nces a.'t anytlme. A revised Notice of |ivaCV f lac;ices fl"ay ble ob aI.' 1ed b’y orwardir g

With my consent, the offi i

i . ica of Dr. Siva Thiagarajah

Voice mai ot n poren in rfo Agarajah may call my home or other designated locati

insurance fams and any ool ree:c_e to any items 'that assist the practice in carrying gut TPO osc: t:m o oot remrors
pertaining to my clinical care, including laboratory resuits among} oth?arsas Sppolniment reminders.

With my consent, the offi i
: f ice of Dr. Siva Thiagarajah
practice in carrying ou agarajah may mail to my home or other design i i ;
rying out TPO, such as appointment reminder cards and patient statemegt: iﬁlﬁ?ﬁgThi'iya'ii"ﬁr‘f’a'&iﬁaﬁs eona
ersonal

and
Confidential.

l have ‘he ﬂght to re .
I 'oweveh tl e P'ac“ce is “ol lequlred tO ag'ee tO my lequested l'estl lCﬂOI 1S, but " lt doas' it is bou“d bv ﬂ s aglee".e“t-

By signing this form, | am consenting to the office of Dr. Siva Thiagarajah's usé and disclosure of my PHI to carry out TPO.

1 may revoke my con§ent ir3 writing except to the extent that the practice has already made disclosures in reliance upon my prior
consent. If | do not sign this consent, he office of Dr. Siva Thiagarajah may decline to provide treatment to me.

DEEMED CONSENT FOR DESIGNATED BLOOD BORNE PATHOGENS CONSENT TO MEDICAL CARE
AND RELEASE OF INFORMATION.

Virginia law require§ health care providers to notify you that Hepatitis B and C or HIV (aids) Virus testing on a sample of your

_blc_tod may be done if a health care worker is exposed to your blood or body fluids. This following notice is to advise you that this

is in effect at this facility. ! '

As a health care provider under the Virginia Acts of Assembly Section 32.1-45.1, whenever any health care worker associated
fluids of a patientin a manner which, according

with or working for the practice of Dr. SivaThiagarajah is directly exposed to body
to the guidelines of the Center for Disease Control, may transmit human immunodeficiency virus or Hepatitis B. and C, the

practice of Dr. Siva Thiagarajah will heaith care worker(s) who
was/were exposed.

proceed to test the patient through his or her physician and to the

When a person is tested, we automatically test for Hepatitis B and C for the safety of all concemed.

Also... -
{ voluntarily consent to medical care in the practice of Dr. Siva Thiagarajah which may include examinations, tests, Pho@gfaphs
and treatments by doctors and the staff. No promises have been made to me as to the resuits of treatment or examination.

i i i i i _ | hereby authorize the release ot
1 certify that the information | have reported in regards to my insurance coverage is correct. | by 2
pertinent information to my insurance company and any other doctors involved with my case. 1 authorize insurance benefits to bfi
paid directly to this office, realizing that 1 am responsible to pay for any non-covered services. 1f my account becomes assigne
1o a collection agency, | agree to pay all costs of collections, including agency and attorney fees.

| have read, understand, and agree to all terms specified in the financial policy.
's Notice of Privacy Practices.

received or been oftered a copy of Dr. Thiagarajah

1 acknowledge that | have
Parent ___— Qther

Patient’s relationship to signer: Patient Spouse

I

/,// Date
Signed



