
TERENCE  H. YOUNG, MD LLC                                          www.terencehyoungmd.com                                                                                                          
1875 LIBERTY ST NE         SALEM, OR  97301                                PATIENT INFORMATION FORM
Ph: (503)371-1558   Fax: (503)375-3866____​​​​​​​​​​​​​​​​​​​​​​​​​​__________________________________________
Date: __________   Referred by: _____________       preferred pharmacy _______________
Mr. ___ Mrs. ___  Miss ___ Child ___               Male ___ Female ___                Age ____

Patient’s Legal Name:__________________________________________________
(Should match insurance, if applicable)   Last Name                             First                          Middle       
Name you prefer to be addressed as: _____________ 
SSN # ________ -_____-__________               Birthdate _______/_______/_______
Address ___________________________________ City, St, ZIP ____________________
Please identify the phone #’s;  Hm, Cell ph or Wk & LIST in order you’d like us to use for appt confirmation calls
Ph Number#1 ____ (____) _______________     Ph#2 ____ (____) ________________ 
     PATIENT’S primary care provider __________________________   City & State ____________________
Is there someone else who will be financially responsible for the account? _____Yes     _____No

         If so, please ask us for page 3!
Emergency Contact: ___________________  Ph # : _______________  Relationship to Pt. ___________
If you are unable to make your appointment, please notify us at least 48 hours before your scheduled appointment.  There will be a $25 rescheduling fee for missed appointments and/or failure to notify us 48 hours in advance.   Please respect our time as we respect yours.

CREDIT POLICY:  

In the interest of good business practice, it is necessary to establish a policy to avoid misunderstandings.  

I, _________________________ hereby acknowledge by this statement that I have been fully informed that some and perhaps ALL of the medical services provided by Terence H Young, MD LLC may be “non-covered” and/or deemed “not medically necessary and reasonable” under any medical insurance. I will be personally responsible for payment of all such services and understand that payment is expected in full at the time of service, unless arrangements have been made with our financial coordinator, in advance of scheduling the treatment. 
On accounts which have established arrangements, payment is due upon receipt of the monthly statement.  Accounts which become delinquent may be subject to collection activity, and a $25.00 late fee may be added to cover the cost of additional handling required.
Returned/NSF checks/bank card charges will be subject to a $25.00 fee, as specified by state law.  This ensures that our active accounts will not be penalized to cover the cost resulting from those who do not pay on time.  It is not our intention to cause undue hardship, however we must collect our receivables as efficiently as possible in order to continue our service to the community.
 I agree that in the event additional costs and/or fees are incurred in connection with the collection of my account, I will pay all such costs and fees, including collection costs, attorney fees and all other court costs.
Signature________________________________________
               Date__________________
INSURANCE BILLING INFORMATION:
Terence H Young, MD is a NON-PARTICIPATING provider and not contracted with any insurance carrier or in any Preferred Network or Health Management Organization (HMO), nor does he accept assignment.  As part of integrative medicine, Dr Young often recommends procedures that are considered investigational and/or experimental and therefore NOT considered medically necessary or billable by insurance carriers.  Therefore THOSE procedures (including, but not limited to electrolyte testing, acupuncture, chelation therapy, intravenous drip or push of vitamins and/or minerals, DMPS, oral vitamin and mineral supplements, herbs, homeopathic remedies, etc.) will NOT be billed and by signing this agreement, YOU also agree NOT to submit them to an insurance carrier.  This serves as an Advance Beneficiary Notice. 

If Dr Young prescribes one of these interventions for you, he believes that the intervention does provide positive clinical benefits.  Beneficial results may not occur or occur slowly over time.  More traditional medical interventions such as drugs and/or surgery are always available elsewhere.
If you complete the following section & provide us with a copy of your current insurance I.D. card, we will submit office visit claims to your insurance carrier as a courtesy:

Carrier _____________________________________________

Subscriber Name: ________________________________ dob____________
Group # ___________________        ID# ______________________

We do not bill secondary insurance.
Are you seeing the Dr. for an issue related to an injury on the job, or due to a motor vehicle or property accident?                                                                               Yes_____ No_____ 

Date of Injury ___________                   State/Location of Injury________

If so, is there insurance to be billed?   Yes_____ No_____                                 please ask us for page 3
Even if and when your insurance coverage will not pay for such services, you will be personally responsible for payment of all such services received and understand that there will NOT be an adjustment to or refund of payment for services.

This document also authorizes any holder of medical or other information about you, to release to the Health Care Financing Administration and it’s agents (or insured insurance carrier) any information needed to determine these benefits or benefits for related services.
I _______________​​_​​​​​​​​​____ hereby authorize Terence H Young, MD LLC, to furnish the insured’s insurance carrier all information which said insurance company may request concerning my present claim.  I hereby assign to the doctor all monies to which I am entitled for expenses relative to the services performed from time to time, but not to exceed by indebtedness to Terence H Young, MD LLC.  
Efforts will be made to encourage that the subscriber is reimbursed directly from an insurance carrier.

I understand that any monies received from the insurance carrier in relation to these services over and above my indebtedness will be refunded to me.
I have read, and accept the insurance billing terms outlined above.
Signature_________________________________________                  Date_____________________

LAB TESTING:  We are not certified as a CLIA lab by MEDICARE standards.  That means that a urinalysis, strep screen and other tests may not be covered by MEDICARE or any other insurance administering MEDICARE rules. Although we will charge for a blood draw (venipuncture) and/or specimen handling; you and/or your insurance will be billed SEPARATELY and directly from the laboratory for the lab tests.  Tests done IN the office are to be paid for at the time of service.               If you have any questions including a cost estimate, please ASK BEFORE the test is done.
PATIENT’S NAME __________________________________________

GUARANTOR (PERSON RESPONSIBLE FOR ACCOUNT, if other than yourself or for minors)
Name: ________________________________                    Relationship _____________

Address: _________________________________________          City,St.,Zip ______________

Birthdate: _________________ SS# ________________________________

Phone #’s   (______)__________________      Ph # (______) ___________________
GUARANTOR’S EMPLOYER ___________________________      Ph #: ______________
ADDITIONAL INFORMATION NEEDED FOR ACCIDENT RELATED SERVICES:

Workers’ Comp ______   Homeowners/Commercial Property _____   Motor Vehicle Accident ______

Have you already see another provider regarding this issue?       _________Yes         ________No

If so, who is the Attending Physician?________________________             Ph#_______________

Address_________________________                                City, St, ZIP __________________
Insurance carrier to be billed ________________________       Claim#______________________
Contact Person at insurance co____________________________               Ph#_______________
Credit Policy:  
In the interest of good business practice, it is necessary to establish a policy to avoid misunderstandings.  

I, _________________________ hereby acknowledge by this statement that I have been fully informed that some and perhaps ALL of the medical services provided by Terence H Young, MD LLC may be “non-covered” and/or deemed “not medically necessary and reasonable” under any
 medical insurance. I will be personally responsible for payment of all such services and understand that payment is expected in full at the time of service, unless arrangements have been made with our financial coordinator, in advance of scheduling the treatment.
On accounts which have established arrangements, payment is due upon receipt of the monthly statement.  Accounts which become delinquent may be subject to collection activity, and a $25.00 late fee may be added to cover the cost of additional handling required.

Returned/NSF checks will be subject to a $25.00 fee, as specified by state law.  This ensures that our active accounts will not be penalized to cover the cost resulting from those who do not pay on time.  It is not our intention to cause undue hardship, however we must collect our receivables as efficiently as possible in order to continue our service to the community.
  I agree that in the event additional costs and/or fees are incurred in connection with the collection of my account, I will pay all such costs and fees, including collection costs, attorney fees and all other court costs.
Signature________________________________________
               Date__________________
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