COMPREHENSIVE MATERNAL-FETAL MEDICINE CONSULTATIONS

WALEED DOANY, M.D. INC.,

18399, Ventura Blvd, Suite # 249 Tarzana, CA-91356              Waleed Doany, M.D.

Phone: (818) 345-2455; Fax: (818) 344-3101                              Roy Mansano, M.D.

PATIENT INFORMATION

FIRST NAME



MIDDLE


LAST NAME

HOME ADDRESS

CITY


STATE


ZIP

HOME PHONE



CELL PHONE



HOME FAX

DATE OF BIRTH


SOCIAL SECURITY #

        MARITAL STATUS

YOUR  EMPLOYER





EMPLOYER’S ADDRESS
CITY


STATE


ZIP

_____________________________
_________________________________________________________

WORK PHONE 





EMAIL ADDRESS 

SPOUSE’S NAME/EMERGENCY CONTACT





SPOUSE’S ADDRESS, if different from above.
CITY

STATE


ZIP

HOME TELEPHONE




HOME FAX

DATE OF BIRTH


SOCIAL SECURITY #

        

SPOUSE’S EMPLOYER



OCCUPATION

EMPLOYER’S ADDRESS
CITY


STATE


ZIP

_____________________________

WORK PHONE 

Revised 9/2011
If your insurance deductible has been met or there is no deductible, your insurance company will be billed.  If there is a co-payment required, it must be paid at the time of service.  You are responsible for the remaining balance after your insurance pays.  If your insurance deductible has not been met, you will be asked to pay at the time of service.  As a courtesy, your insurance company will be billed.

It is the patient’s responsibility to obtain insurance authorization for any and all procedures and services for which they are referred, in addition to any services recommended by the consulting physician and accepted by the patient.  The patient will be responsible for any additional costs insurance does not cover.  If, at the time of your visit, additional procedures are recommended by the consulting physician, you will be advised of any additional insurance authorizations required or patient costs in advance.  

I HEREBY AUTHORIZE WALEED DOANY, M.D., INC. TO BILL MY INSURANCE COMPANY AND RECEIVE PAYMENT FROM THEM ON MY BEHALF. I ACKNOWLEDGE, HOWEVER, THAT I AM RESPONSIBLE FOR PAYMENT OF MY ACCOUNT AND ANY AND ALL CHARGES ASSOCIATED WITH ITS COLLECTION.

I ALSO AUTHORIZE WALEED DOANY, M.D., INC. TO PROVIDE MEDICAL TREATMENT FOR ALL OF MY VISITS ASSOCIATED WITH MY CURRENT PREGNANCY, AS REQUESTED BY MY OBSTETRICIAN.

____________________________________    _____________________________________        ______________    

Signature


                   Print Name



             Date

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:

(  I have received the Notice of Privacy Practices.

Signature: _________________________________________

Date: ____________________

Relationship, if other than Patient: (  Spouse    (  Parent     (  Child     (  Sibling     (  Guardian    (  Other: (specify):

(  Patient refuses, or is unable, to acknowledge receipt of the Notice of Privacy Practices.

Employee Signature: ___________________________________

Date: _____________________

AUTHORIZATION FOR RELEASE OF INFORMATION

Completion of this document authorizes the disclosure and/or use of individually identifiable health information, as set forth below, consistent with California and Federal law concerning the privacy of such information.  Failure to provide all information requested may invalidate this authorization.  This form may not be used to simultaneously release psychotherapy notes with other types of health information.

Patient Name: _____________________________
Birth Date: _________________________

Social Security #: __________________________
Today’s Date: _______________________

	Expiration: Twelve months from today’s date 

	Information to be Released to: (OB doctor/Other – For treatment purposes):

	Name:
	Telephone:                                                           Fax: 

	Address:

	City/State/Zip:

	Information to be Released:

	· All Medical Records

· All laboratory results

· Other Medical Reports available to date and for 12 months from today’s date

· Reports from Other Healthcare providers

· Other (Specify)

	Information NOT to be Released: (specify, if any)

	

	Restrictions:

	California law prohibits recipients of your health information from making further disclosure of your health information unless that individual or entity obtains another authorization from you, or unless such disclosure is specifically required or permitted by law.  

However, If you have authorized the disclosure of your health information to someone who is not legally required to keep it confidential, it may be redisclosed and may no longer be protected.

	Patient Rights:

	· You may revoke this authorization at any time.  Your revocation must be in writing, signed by you or on you behalf and delivered to this office at the address at the top of this form.

· Your revocation will be effective upon receipt, but will not be effective to the extent that the recipient of your information or others have acted in reliance upon this authorization.

· You have a right to receive a copy of this authorization.

	Signature: _____________________________________
	Date: _____________
	Time: ____________

	             Patient or Other Responsible Party
	
	

	Relationship, if other than Patient: (  Spouse    (  Parent     (  Child     (  Sibling     (  Guardian    (  Other: (specify):

	Witness: ______________________________________


PATIENT INFORMATION COMMUNICATION FORM

Patient Name: _____________________________
Birth Date: _________________________
Alternate Communication Method or Location:

	· No alternate communications; use address & telephone numbers as provided on registration form. 

	· Use alternate telephone number (specify):____________________________________________

	· Use alternate address (specify):____________________________________________________ 

	· Send all communications in writing via U.S. mail

	· Send all communications in writing via electronic mail to: ________________________________

	If voicemail, an answering machine, or someone other than patient answers the telephone:

	· Ok to leave the name of the office and the reason for the call

	· Leave the name of the office as the caller and request that I call you back

	· Leave the office number only and request that I call you back

	· Do not leave any messages, either on voicemail, a machine or with another person; do not identify this office as the caller

	Restricted Disclosures of Patient Information:

	Information
	Restriction

	
	

	Family Members / Friends Involved in My Care:
	Revised Date:
	Patient Initials:

	· Ok to disclose information to any individual who states that they are a family member or friend.

	· Ok to disclose information to only the following family members or friends (check all that apply):

	( Spouse
	( Any children
	( Any parents
	( Any siblings

	(  Other (specify by name)

	( Do not disclose information to any individual, regardless of relationship.

	Signature: ___________________________________
	Date: _____________
	Time: ____________

	             Patient or Other Responsible Party
	
	

	Relationship, if other than Patient: (  Spouse  (  Parent  (  Child  (  Sibling  (  Guardian  (  Other: (specify):


Medical Services & Fee Schedule

You have been referred to a high-risk pregnancy consultation practice. The services that you will receive in our office are not covered by your global obstetrical package. Your visit may consist of several service components. Please read carefully the standard services provided to all referrals to our office. Please allow our billing manager, Harsha, to determine an estimate of your financial responsibility. Your financial responsibility is determined by your insurance policy. It is your responsibility to understand the terms and requirements of your insurance plan.  If you need clarification of your policy, please contact your insurance carrier. If our office is non-participating with an insurance carrier, you will receive 20% discount on the billed amount.  As a courtesy to you, the claim will be sent to your insurance company. Payment in full is expected at completion of visit.

A-STANDARD SERVICES
1-New visit, Follow up visit, or Consultation.

Depending on the complexity of your medical history and the time needed to address your problems, you will receive a new visit, follow up visit, or consultation, which may be limited, moderate, or extensive. The billing will vary based on the time spent directly with the Maternal-Fetal specialist.
2-Ultrasound: Ultrasound evaluation of the fetus, placenta, uterus, cervix, and ovaries may be performed at each visit if medically necessary. Expect the ultrasound evaluation on average to last between 30-60 minutes as it entails a detailed evaluation of the uterine and fetal anatomy. Ultrasound billing will vary based on the following:

a-Complete/Detailed obstetrical ultrasound (abdominal and/or vaginal): one or more fetuses

b-Limited obstetrical ultrasound (abdominal and/or vaginal): one or more fetuses

c-Vaginal Ultrasound: mostly for pregnancies prior to 10 weeks’ gestation.

A complete/limited ultrasound is preformed at each of your visits if you have not been seen for 3-5 weeks. The fetal anatomy is reviewed and the fetal weight is assessed. If your visits are more frequent than every three weeks then the ultrasound evaluations are considered limited, unless a fetal weight estimate is deemed necessary and the fetal anatomy is reevaluated.

Billing for the ultrasound will include two components: I) technical, obtaining the necessary views and measurements; and II) professional, interpreting the technical component. The technical component may be performed either by the ultrasound technician or by the physician. The physician will always review the technical component and will always perform the professional component.
3-Doppler flow studies: the ultrasound equipment in our office is equipped with Doppler capability. This technology allows assessment of blood flow patterns in different parts of the fetus, placenta, and uterus. In the fetus, by using color Doppler flow for example, the heart anatomy can be evaluated more completely. Also, evaluation of the umbilical, middle-cerebral, and uterine arteries by pulsed Doppler may assist in early diagnosis of pregnancies at risk of poor fetal growth or maternal complications. Doppler studies require 5-10 minutes to perform. Color flow and pulsed wave Doppler are billed separate
4-Other services, each billed separately from the aforementioned services:

I)Amniocentesis: If you require an amniocentesis allow 10-15 more minutes to your visit. II) Fetal cardiac echo (ultrasound of the fetal heart): if your fetus has or is at risk of having a cardiac abnormality, you may need a detailed fetal heart ultrasound. This requires 45 minutes. III) Non-Stress Test (NST): An NST requires 15-20 minutes. 1V) 3-D and 4-D imaging. 

V) Other: inquire at front desk.

Note that the E.O.B. (Explanation of benefits) from your insurance company will always indicate Waleed Doany, M.D. or Comprehensive Maternal-Fetal Medicine Consultations.
Patient’s Signature







Date

Revised 01/21/04

ADVANCE BENEFICIARY NOTICE

Dear Patient:

Your insurance will only pay for services that it determines to be “reasonable and necessary”.  If the insurance carrier determines that a particular service, although it would be otherwise covered, is not “reasonable and necessary” under their program standards, they will deny payment for that service. There have been instances where we have seen insurance carriers deny some procedures they state are experimental or list as unnecessary, even though they are procedures common in Perinatology.  Such determinations are very payor specific and may or may not follow generally accepted Standards of Practice.  From our experience, we find that the following procedure/procedures may or may not be covered.  

FIRST TRIMESTER (SINGLE FETUS): APPROX. $850.00



76801 – Abd, u/s $200.00, 76817 – Vag. u/s $130.00, 76827 – Doppler Flow Studies $135.00, 93325 – Color Flow Studies $150.00, 76376 – 3D ultrasound $200.00, Consult

FIRST TRIMESTER (TWINS): APPROX. $1500.00




76801 – Abd. u/s 200.00 (twin A), 76802 - $125.00 (twin B), 76827 – Doppler Flow Studies $135.00 each fetus, 93325 – Color Flow Studies $150.00 each fetus, 76817 – Vag. u/s $130.00, 76376 – 3D ultrasound $200.00, Consult.

SECOND TRIMESTER (SINGLE FETUS): APPROX. 1,350.00


76811 – Abd, u/s $300.00, 76825 – Cardiac Echo $200.00, 76827 – Doppler Flow Studies $135.00, 93325 – Color Flow Studies $150.00, 76376 – 3D u/s $200.00, 59000 – Amniocentesis $150.00, 76946 – Ultrasonic guidance for amnio $100.00, Consult

SECOND TRIMESTER (TWINS): $2,300.00

76811 – Abd, u/s $300.00 (twin A) 76812 – Abd u/s $150.00 (twin B), 76825 – Cardiac Echo $200.00 each fetus, 76827 – Doppler Flow Studies $135.00 each fetus, 93325 – Color Flow Studies $150.00 each fetus, 76367 – 3D u/s $200.00, 59000 – Amniocentesis $150.00 each fetus, 76946 – Ultrasonic guidance for amnio $100.00 each fetus, Consult

THIRD TRIMESTER:

76805 – Abd, u/s $175.00 76810 – Second fetus $125.00, 76827 – Doppler Flow Studies $135.00, 93325 – Color Flow Studies $150.00, 76376 – 3D u/s $200.00, 76821 - $135.00, 76821 – 145.00, 76817 – Vag. u/s $130.00, Consult

We will submit the claim to your insurance carrier; however, if for some reason we do not receive payment for that procedure, you will be responsible to settle the balance due to this office.  A 3D Ultrasound will be performed at any trimester, if medically necessary.

Beneficiary Agreement:
If my insurance denies payment for any of the above-listed procedures, I agree to be personally and fully responsible for the payment. Returned checks are subject to a $25.00 return check fee. 
Signed:_________________




Dated:__________________
I have received the Blue Cross/Blue Shield/Aetna/HN policy regarding the 3D ultrasound and understand that I am responsible for the payment of the 3D portion of the ultrasound.        Initial _______________
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