
PLEASE ARRIVE 30 MINUTES

EARLY AND STOP AT THE

REGISTRATION DESK ON THE

FOURTH FLOOR PRIOR TO

APPOINTMENT.

If your insurance requires a referral, please call your PCP

prior to appointment. Our NPI number is 1841226099.

PLEASE BE ADVISED;

IF YOU CANCEL YOUR NEW PATIENT APPOINTMENT LESS THAN

24 HOUR PRIOR OR DO NOT COME TO YOUR APPOINTMENT AS

SCHEDULED, WITHOUT NOTICE, YOU MAY BE SUBJECT TO A $75

CHARGE.

Hematology/Oncology

Suite 440









  PATIENT INFORMATION 
  Patient’s Last Name:                     First Name:                    Middle Initial:                        Date of Birth:                    
                                                                                                                                                                                                
 Patient’s Street Address:                                                                                                         Sexual Orientation:  q Straight q Gay 

                                                                                                                                                                                                                                              q Lesbian  q Bisexual q Other  
  City:                                                                State, ZIP:                                  Patient’s Home Phone #:                            Patient’s Cell Phone #:         
                                                                          (9 digit if known) 
  Billing Street Address of Responsible Party (if different from above):             Race: q African-American q Asian q Caucasian q Other 
                                                                                                                             Ethnicity: q Hispanic q Non-Hispanic 
  City:                                                                State, ZIP:                                  Primary Language:                       Email: 
                                                                                                                             q English  q Other:____________ 
  Employer’s Name:                                                                                             Work Phone #: 

 
  Pharmacy Name, Address, and Telephone #:                                                                   
 

  Referring Physician’s Name and Telephone #:                                                              Primary Care Physician’s Name and Telephone #: 

BRYN MAWR MEDICAL SPECIALISTS ASSOCIATION 
Patient Registration Form 

      PLEASE PRINT CLEARLY           Date _________________      Account Number _____________________

  INSURANCE INFORMATION                                    
  Primary Insurance Company Name:                        
   
  Identification or Policy Number:                                 Group Number:                                  Insurance Company Phone #:  
 

  Name of Policyholder:                                                  Patient’s Relationship to Policyholder: 
                                                                                              q Self           q Spouse          q Partner        q Dependent      q Other  
  Policyholder’s Date of Birth:                                       Policyholder’s Sex:                            Effective Dates of Insurance: 
                                                                                             q Male      q Female               
  Secondary Insurance Company Name:                         
 

  Identification Number:                                                  Group Number:                                  Insurance Company Phone #:  
 
  Name of Policyholder:                                                  Patient’s Relationship to Policyholder: 
                                                                                               q Self         q Spouse          q Partner        q Dependent      q Other  
  Policyholder’s Date of Birth:                                        Policyholder’s Sex:                            Effective Dates of Insurance: 
                                                                                              q Male      q Female               

  EMERGENCY CONTACT/PARENT OR GUARDIAN OF PATIENT  
  Name:                                                                                                         Relationship To Patient: 
                                                                                                                          q Spouse    q Partner   q Parent/Guardian   q Child   q Other  
  Home Phone #:                                                              Cell Phone #:                                                                  Work Phone #:

                                    AUTHORIZATION AND RELEASE 
 

*  I authorize any holder of medical information about me to release this information to the Centers for Medicare and Medicaid Services,  
   my insurance company or its intermediaries or carriers, or to this physician’s office. 
 
*  I authorize direct payment of medical benefits and/or surgical benefits, to include major medical benefits to which I am entitled, including 
   Medicare, Medicare supplemental carrier, private insurance, and any other health plan to Bryn Mawr Medical Specialists Association. I also 

permit a copy of this authorization to be used in place of the original.  This assignment will remain in effect until revoked by me in writing. 
  
* I understand that I am financially responsible for all charges whether or not paid by said insurance.  
  
 
PATIENT/GUARDIAN SIGNATURE __________________________________________________________    DATE_________________ 

 

Please hand this form and your insurance cards to the Receptionist. 
                                                                                                   REV 12/21 

Sex: q Male (M)   q Female (F) 

Gender Identity: 
q Transgender Male (FTM) 
q Transgender Female (MTF) 
q Genderqueer (G)  q Other (O)



Financial Policy

We would like to take this opportunity to welcome you to our offices and
assure you that we will do our utmost to provide you with the best
possible care.

Patients with Insurance Coverage

We will be glad to help you obtain the appropriate benefit from your insurance
carrier. It is your responsibility to read and understand your insurance
agreement; certain services may or may not be covered, depending on your
individual policy. Please provide current insurance information to the office,
including any changes in coverage. If your insurance requires a form, please
provide one to the office. We will bill your insurance carrier as a courtesy to you.
However, you are ultimately responsible for the payment of the bill.

Portions of the bill may not be paid by the insurance company, and are to be
paid by the patient. For example, a co-payment may be required by you as per
your insurance agreement. If you are having treatment over a period of time, we
appreciate payment during the course of treatment. Our Business Office will
gladly assist you in arranging a payment plan. If you are unable or unwilling to
accept responsibility for your account balance, please be advised that your
account may be forwarded to a collection agency, which will adversely affect
your credit.

If you have a High Deductible Health Plan (HDHP), please notify the office
prior to your visit. If you have not met your deductible, we will bill you directly for
any balance due. Please note, the office may request payment up front.

If you are covered through an out-of-state insurance plan, it is your
responsibility to contact your carrier and determine if our physicians participate
with your plan. Please note that these types of plans typically carry high out-of-
pocket expenses.

Patients without Insurance Coverage

Patients without insurance coverage are requested to pay for services as
rendered. We accept MasterCard and Visa payments.

I have read and understand the Financial Policy of Bryn Mawr Medical
Specialists Association.

X_______________________________ _____________
Signature of Patient or Guardian Date

_______________________________
Account Number

Revised: January 13, 2020
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