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PEDIATRIC CARDIOLOGY OF LONG ISLAND, P.C.
100 Port Washington Bivd., 500 West Main Street 5505 Nesconset Highway 70-31 108th St 70 C Old Riverhead Road
Ros!yn, NY 11576 Babylon, NY 15702 Mt Sinai, NY 11766 Forest Hills, NY 11376 Waesthampton Baach, NY 11978
516-365-3340 631-669-9624 £31-331-5014 718-520-5464 - 516-365-3340
CHILD'S NAME | Sec___ DatectBith___J____/
_ LAST FRET ML
Patients Social Security No.:
Patient’s Stroet Address: ‘ :
Zip Code: __. i City, State . ~
Patient's Phone #:{ ) Alternate Phone #{ )
Pediatrician NAME:
. ADDRESS:
7 City STATE . ( ) PHONE
Reason tor Visit

PARENT/LEGAL GUARDIAN INFORMATION:

1. Father's Name Mother's Name: —

LAST FIRST ML LAST . FiRsY i

2. Street Address: ' Sireet Address:

3. Zip Code: Zip Code:

4. City; State: _ . City, State:

5. Social Security #: : _ Sociat Security #:

€. Dale o Birth: _ , Date of Birth:

7. Empioyer Name: Empioyer Name:

8. Empioyer Address: Emplayer Address: <

9. Empioyer Phone #-{ ) - Empioyer Phone #:{  }

INSURANCE INFORMATION: Please check the type(s) of insurance plans under which palient is covered:
O Commearcial (indemnity type} L1 Managed Care 00 Medicaid (O Medicaid Managed Care  [J Medicare {0 Other

MEDICAID # "MEDICARE # :
" PRIMARY insurance Company Name: ' Etfective Date:
Primnary insurance Company Address: ]
Name of Poiicy Holder: __ Cerlificate No.. -
Group No.: _ - Plan No.: Ins. Co. Phone No.:
Relationship of Patient to Policyhoider: ~ ____DependeniChild ~ __Other  __Co-Pay$ ___(Amt)  ___NoCo-Pay
SECONDARY Insurance Company Name:. - , Effective Date: -
Secondary insurance Company Address: /
Name ot Policy Holder: . : Certilicate No.:
Giroup No.: — Pian No. . ins. Co. Phone No.:
Asiationship of Patient 1o Policyhoider:  ___ Dependent Child  ___Other  __CoPay$______(Amt) _No Co-Pay

PLEASE NOTE: MANAGED CARE INSURANCE REGLARES REFERARAL 10 A SPECIALIST BY THE PRIMARY CARE PHYSICIAN, EITHER IN WRITING OK BY
NUMBER, AGCORDING TO THE POLICY. ¥ SUCH REFERRAL IS HOT PROVIDED, PARENT, LEGAL GUARDIAN OR GUARANTOR MAY BE RESPONSIBLE FOR PAYMENT.

Authorization for release of information
lWMWﬁmhMmmmmm.hmmmydepmdent,loraleasahqo?ermm ies, insurance carrers, of others
mmmmmmmm.mmmﬁm needed 10 subsiantate paymenl for such medical care to permil represantatives thereof
reconds refaling o such care and reatman. _

DATE ‘ SIGNATURE OF PATYENT OR AUTHORIZED REPRESENTATIVE

Assignment 10: . _ .
t horaby mwuwummwmmmmmwuunmtmmmwwm
mm or My dependentin said practice.

‘whoare fnancially fable for my or wdq:erﬂuisnﬁulmhmumdm anvd weawment renderad 1

DATE SIGHATURE OF PATIENT OR AUTHOMZED REPRESENTATIVE
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PEDIATRIC CARDIOLOGY OF LONG ISLAND, P.C.

100 PORT WASHINGTON BOULEVARD, ROSLYN, NY 11878  516-385-3340 - Fax: 516-385-5512
§505 NESCONSET HIGHWAY, MT. SINAI, NY 11766  €31-331-5014
500 WEST MAIN STREET, BABYLON, N.Y. 11702 631-668-0624

70-31 108TH §T., FCREST HILLS, NY 11375 718-520-5464 _

70 C OLD RIVERHEAD ROAD, WESTHAMPTON BEACH, NY 11978  516-386-3340 - -

MILTON J. REITMAN, M.D.

AMBROSE M. VALLONE, M.D.

OUR OFFICE POLICY SEAN G. LEVCHUCK, M.D.
. DOUGLAS M. LUXENBERG, D.O.

We appreciate your confidence in choosing Pediatric Cardiclogy of Long Island. Please
take a moment to review our office financial policy below: '

CO-PAYMENTS: If you are an enrollee of a managed care plan (HMO, PCS, PPG)
that we are contracted with, you are required o pay the co-payment each time you are
seen. This must be paid prior to being seen. if you are not prepared at the time of
service, there will be a $5.00 surcharge imposed.

ANNUAL DEDUCTIBLES: !n addition to the co-payments, some plans have annual
deductibles. You are required to pay at the time of service if it has not been satisfied.
IN the event that there is a balance after the insurance carrier has paid its portion, the
billing office will bill you. It is the office policy to send five bills. After 90 days your
account will incur finance charges. Your fast statement will advise you that the balance
will be turned over to a collection agency. To avoid this, please pay your bill promptly.
If you do not understand the reason for the balance, please do not hesitate to contact
the office. ' '

REFERRALS: if you are enrolled in an HMO, which féquires a referral from your
Primary Care Physician, you must have that referral at the time of service. If you arrive
without it, a financial waiver can be signed or the appointment can be rescheduled.

It is the responsibility of the patient to be familiar with their insurance policy. ltis
impossible to get any guarantee of payment untit a claim is submitted. Therefore, the

patient/parent/guardian is liable for any charges that are not covered under their
contract.

MEDICAL RECORDS: All requests for medical records must be in writing. Upon

receiving request and if records are current, they \/Nill be available in one week’s time. If
records are in storage, it will take one month for availability.

Please sign below and return to our staff.

| have read the abbve and understand my obligations.

i

‘Signature of Patient/Parent/Guardian Date
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PEDIATRIC CARDIOLOGY OF LONG tSLAND P.C.

100 PORT WASHINGTON BOULEVARD, ROSLYN, NY 11576 516-365-3340 — Fax: 516-365-5512
5505 NESCONSET HIGHWAY, MT. SINAI, NY 11768 = 631-331-5014 '
- 500 WEST MAIN STREET, BABYLON, N.Y. 11702 631-660-9624
70-31 108TH ST., FOREST HILLS, NY 11375 718-520-5464
70 C OLD RIVERHEAD ROAD, WESTHAMPTON BEACH, NY 11878 516-365-3340 , . -~

_ MILTON J. REITMAN, M.D.
AMBROSE M. VALLONE, M.D.
SEAN G. LEVCHUCK, M.D.
DOUGLAS M. LUXENBERG, D.O.

-

FINANCIAL WAIVER

In consideration of services tende'red by Dr. to the

undersigned patient, fhé uﬁdersigned promisé(s) to pay Dr. any

co-payment, coinsuranéé .o.r other éharges required to be paid by my heaith insu:ané.e
coverage. In addition, | promise to pay for all services/procedures (i.e.: .pulse ox, ekg,
etc) that are not covered by my health insurance plan provided | am informed to same

prior to rendering of said services.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN

DATE

SIGNATURE OF AUTHORIZED REFRSENTIVE OF
Pediatric Cardiology of Long Island

i
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PEDIATRIC CARDIOLOGY OF LONG ISLAND, P.C.

100 PORT WASHINGTON BOULEVARD, ROSLYN, NY 11576 516-365-3340 - Fax: 516-365-5512
5505 NESCONSET HIGHWAY, MT. SINAI, NY 11786 631-331-6014

500 WEST MAIN STREET, BABYLON, N.Y. 11702  631-668-9624

70-31 108TH ST., FOREST HILLS, NY 11375 718-520-54684 '

70 C OLD RIVERHEAD ROAD, WESTHAMPTON BEACH, NY 11978  516-365-3340

MILTON J. REITMAN, M.D.
AMBROSE M. VALLONE, M.D.
SEAN G. LEVCHUCK, M.D.
DOUGLAS M. LUXENBERG, D.0.

RECEIPT OF NOTICE OF PRIVACY PRACTICES

WRITTEN ACKNOWLEDGMENT FORM

I, have received a copy

of Pediatric Cardiology of Long Island’s Notice of Privacy Practices.

I, am over 18 and give

permission for any test results and health information to be shared with

who is my

Thank you.



