ORTHOPEDIC PAIN AND SPINE CENTER
2500 Morris Avenue, Suite 220, Union, NJ 07083
877-710-9324

info@redefinehealthcare.com

908-686-6476

www.RedefineHealthcare.com

PATIENT REGISTRATION FORM
H WC MVA
Last Name ___________________________________ First Name: ___________________________________ M.I.: ______

Date of Birth: _____/_____/_____

Street Address: __________________________________________________________ City: __________________________ State: _____ Zip Code: ________
Home Phone:___________________________ Cell Phone: ______________________ Work Phone:____________________ Email:______________________
Phone Contact: OK to leave message with detailed information on (circle all that apply):

Home Phone

Cell Phone

Work Phone

OK to leave message with callback information only on: (circle all that apply): Home Phone

Cell Phone

Work Phone

Written communication may be sent to (circle all that apply): My home address

My email address

Gender (circle): M

Language (circle): English

F

Race: African American

Marital Status (Circle): S M W D
American Indian

Asian

Caucasian

Hispanic Other

Other: _________________________________________
Spanish

Ethnicity: Non-Hispanic

Other: _________________
Hispanic/Latin American

Other

Occupation: _________________________________________________ Employer: _______________________________________________________________
Emergency Contact: ______________________________________________ Phone No.: ___________________________ Relationship: ____________________
Primary Care Physician:___________________________________________ Phone No.:___________________________ Fax No.:________________________
**Referred By: [ ] Insurance Company [ ] Friend/Family

[ ] Internet Search [ ] Doctor: (name) _______________________ Phone: ________________

Designated Person to/with Whom My Medical Information May be Disclosed/Discussed:
I designate the persons as being involved with my healthcare and/or payment thereof as persons to/with whom Redefine Healthcare may disclose/discuss my otherwise
protected healthcare information. I understand that I am not required to list anyone and that I may change this list at any time in writing.
Print Name: _______________________________________________ Last 4 digits of his/her SSN (required) ________________
Print Name: _______________________________________________ Last 4 digits of his/her SSN (required) ________________
Designated Exclusions:
The following persons (if any) are specifically not authorized to receive any of my healthcare information.
Print Name: _______________________________________________ Print Name: _______________________________________________

Assignment of Benefits/Financial Responsibility:
I hereby authorize Redefine Healthcare to provide diagnostic and therapeutic treatment considered medically necessary or advisable to me or my
dependent named above. Redefine Healthcare will complete necessary forms to expedite insurance carrier payments, but I hereby acknowledge that I
am responsible for all fees, regardless of insurance coverage. I agree to pay for services when rendered unless other arrangements have been made in
advance, and my failure to do so may result in additional fees, including attorney/collection fees and others as allowed by law. Public law of the State
of new Jersey mandates that a physician, chiropractor or podiatrist inform patients of any financial interest he or she may have in a health care service.
I am hereby advised that Dr. Eric Freeman has a financial interest in Middlesex Surgery Center (Edison, NJ), Millennium Surgical Center (Clifton, NJ)
and Union Surgery Center (Union, NJ). I authorize payment of medical benefits to Redefine Healthcare and agree to guarantee payment to Redefine
Healthcare for myself and my dependents.
Notification Regarding Cancellations and Missed Appointments:
I acknowledge that if I miss (do not show for) an appointment or call less than 24-hour hours prior to a scheduled appointment to cancel or
reschedule it, a $50 late cancellation fee will be charged.
Acknowledgment of Privacy Notice:
I acknowledge that I have received a copy of the HIPAA Privacy Notice for Redefine Healthcare.
________________________________________
_______________________
SERVING: Bergen | Essex | Hudson
| Middlesex | Morris | Passaic
| Union

________________________________________________
Patient/Responsible Party Signature

Printed Name of Responsible Party (if not patient)

Date
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INSURANCE INFORMATION

(Please complete applicable sections)
Patient Name: _________________________________________ ___

DOB: _____/_____/__________

Primary Health Insurance Carrier:
Carrier Name: ____________________________________________

Member ID No. __________________________

Address: _________________________________________________

Group No. ______________________________

_________________________________________________

Specialist CoPay Amount: $ ________________

Secondary Health Insurance Carrier:

Referral Required for OV? (circle)

YES

NO

Carrier Name: _____________________________________________

Member ID No. ________________________

Address: _________________________________________________

Group No. _____________________________

_________________________________________________

Specialist CoPay Amount: $ ______________
Referral Required for OV? (circle) YES

NO

***************************************************************************************************
Workers’ Compensation Insurance Carrier
Carrier Name: _____________________________________________

Policy No. ________________________________

Address: _________________________________________________

Claim No. _________________________________

_________________________________________________

Phone No. ________________________________

***************************************************************************************************
Motor Vehicle (PIP) Insurance Carrier
Carrier Name: _____________________________________________

Policy No. ________________________________

Address: _________________________________________________

Claim No. _________________________________

_________________________________________________

Phone No. ________________________________

What is the amount of your PIP coverage? $____________________
***************************************************************************************************
I certify that the above information is accurate and complete and that the policies listed are in full force and effect to cover
treatment being sought by me and that will be rendered to me by Redefine Healthcare.
_________________________________________
Patient Signature

____________________________________
Date

SERVING: Bergen | Essex | Hudson | Middlesex | Morris | Passaic | Union
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GENERAL MEDICAL AND FINANCIAL POLICIES

Medical Policy
It is important to your health that you carefully follow your provider’s instructions and orders. It is equally important for you to
keep us informed about all medications, whether prescription or over-the-counter, that you are taking, as well as any changes in
your health status. Please note that we cannot and will not refill controlled substance medications in advance of their refill date,
that we cannot and will not call in a controlled substance medication to your pharmacy, and we do not mail prescriptions.
Medication refills are provided at the time of your appointment. In some instances, requests for prescription refills of noncontrolled substance medications may be requested by phone. In those cases, a 3 business day notice is required from the time
you call with your request until the refill prescription will be ready for you to pick up at our office. (e.g. if you call on
Wednesday, your prescription will be ready for pick-up on Monday)
Financial Policy
If you have medical insurance, our goal is to help you receive your maximum allowable benefits. It is your responsibility
however to know and understand the terms and benefits of your own insurance policy, including need for referrals and the
application and amounts of your deductible, co-pay and co-insurance.
If your insurance coverage is with one of the plans with which we participate, we will bill your insurance company directly in
accordance with the guidelines of our contract with you provider for your plan. Please keep in mind that co-pays are due at
the time services are rendered. If your insurance coverage is with a plan that with which we do not participate, we will still
submit a claim to your insurance company on your behalf, however payment in full must be made at the time services are
rendered. We accept credit cards and debit cards only. We will gladly answer any questions relating to your insurance, but we
ask you to keep in mind that your insurance coverage is a contract between you and the insurance carrier, and we are not a party
to that contract.
You will be required to show a copy of your insurance card at the time services are rendered. If you do not have your insurance
information or if we are unable to verify your coverage, you will be required to pay up-front for the services rendered that day
or you will have to reschedule your appointment. It is your responsibility to notify us of changes to or termination of your
insurance.
Missed Appointments
The care of our patients is important to us. Missed appointments without appropriate notification will result in a “no-show” fee
of $30.00. If you are more than 15 minutes late for your scheduled appointment, you will be considered a “no-show”.
Account Balances
Any account balance that become 90 days overdue will be sent to collection unless you have entered into a payment plan with
us and are meeting the terms of that agreement.
Form Fees
There is a fee of $20.00 for completion of third-party/private disability, FMLA, work-related, or other forms. (Exception: no
charge for completion of NJ State Temporary Disability forms or Social Security Disability forms). The fee is due and payable
when you pick up your completed forms. No forms will be faxed to any third party. (Exception: Social Security Disability). It
is necessary that you bring your forms to our office and allow two (2) weeks for them to be completed and ready for pick-up.

________________________________
Print Patient Name

________________________________
Patient Signature

____________________
Date
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ASSIGNMENT OF BENEFITS
Patient Name _________________________________ Date of Birth: ______/______/________ SSN:_________-______-________
I authorize and direct my insurance carrier or payor to pay directly to Redefine Healthcare any and all benefits that would otherwise be
payable to me (or the patient, if this form is being signed by the responsible party or representative of the patient) up to the full amount of
my bill, accruing to me in connection with my treatment at Redefine healthcare.
I request that payment of authorized Medicare, Medigap, and/or other health insurance policy benefits for services furnished to me by
Redefine Healthcare be made on my behalf to Redefine Healthcare. I agree to cooperate with Redefine Healthcare to ensure that it receives
all amounts due.
I hereby authorize Redefine Healthcare to pursue any means necessary to collect all charges on my account, including follow-up calls,
appeals, arbitration and civil suit, as allowable by law.
In the event Redefine Healthcare brings an appeal, lawsuit or petition for arbitration against the insurance carrier, I hereby assign to them
my rights, title and interest under any insurance policy under which I am entitled to benefits.
This assignment shall allow an attorney chosen by Redefine Healthcare to bring suit or submit to arbitration Redefine Healthcare’s claim of
any unpaid or underpaid bills for treatment rendered to me and/or my dependents or those for whom I am the financial responsible party.
_________________________________________________________
Signature of Patient or Responsible Party
If by Responsible Party: Name: ______________________________

_____________________________
Date
Relationship: __________________

***********************************************************************************************************
ACKNOWLEDGMENT AND AGREEMENT REGARDING INSURANCE COMPANY PAYMENTS
I understand that even though I have signed this Assignment of Benefits, the insurance company may send payment of services rendered by
Redefine Healthcare to me rather than sending it to Redefine Healthcare. In such event, I agree to immediately forward to Redefine
Healthcare payment of the amount received by me from the insurance company.
_________________________________________________________
Signature of Patient or Responsible Party
If by Responsible Party: Name: ______________________________

_____________________________
Date
Relationship: __________________

***********************************************************************************************************
RELEASE OF RECORDS
I authorize Redefine Healthcare to release to my insurance carrier(s) and/or their representatives, the Health Care Financing Administration,
or other entity, any and all medical information necessary for the purpose of determining benefits and collecting payment for claims for
services rendered to me (or my dependent or person for whom I am financially responsible).
_________________________________________________________
Signature of Patient or Responsible Party
If by Responsible Party: Name: ______________________________

_____________________________
Date
Relationship: __________________
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SOAPP 14
Please circle your answer to the questions below using the following scale:
0 – Never; 1 = Seldom; 2 = Sometimes; 3 = Often; 4 = Very Often
1. How often do you have mood swings?

0

1

2

3

4

2. How often do you smoke a cigarette within an hour after waking up?

0

1

2

3

4

3. How often have you or your family members, including parents and
grandparents, had a problem with alcohol or drugs?

0

1

2

3

4

4. How often have any of your close friends had a problem with alcohol or
drugs?

0

1

2

3

4

5. How often have others suggested that you have an alcohol or drug problem?

0

1

2

3

4

6. How often have you attended an AA or NA meeting?

0

1

2

3

4

7. How often have you taken medication other than the way it was prescribed?

0

1

2

3

4

8. How often have you been treated for an alcohol or drug problem?

0

1

2

3

4

9. How often have your medications been lost or stolen?

0

1

2

3

4

10. How often have others expressed concern over your use of medication?

0

1

2

3

4

11. How often have you felt a craving for medication?

0

1

2

3

4

12. How often have you been asked to give urine screening for substance abuse?

0

1

2

3

4

13. How often have you used illegal drugs, (for example, marijuana, cocaine, etc.)
in the past five years?

0

1

2

3

4

14. How often in your lifetime have you had legal problems or been arrested?

0

1

2

3

4

_______________________
______________________
Patient Signature
Print Name
Date

____/____/_____
TOTAL
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