VISTA FAMILY HEALTH
CHANGE OF ACCOUNT FORM

A SEPARATE FORM IS REQUIRED FOR EACH INDIVIDUAL MAKING A CHANGE IN THEIR
ACCOUNT. PLEASE SEE THE RECEPTIONIST IF YOU NEED ADDITIONAL FORMS.

PATIENT INFORMATION

Primary Physician:

Patient:
(LAST) (FIRST) (MIDDLE INITIAL)
Social Security #: Date of Birth:
Address:
City: State: Zip:
Home # Cell # Work #

Full Time Student () YES ( ) NO. If yes, name of school:

Employer: Occupation

PERSON RESPONSIBLE FOR BILL IF MINOR CHILD
(If over the age of 18 years of age don't fill this out. This does not affect Insurance billing)

Name:

(LAST) (FIRST) (MIDDLE INITIAL)

Date of Birth: SS#:

Address:

City: State: Zip:

Home #: Cell # Work #

Employer : Occupation:

Signature: Date:

INSURANCE INFORMATION:

Insurance Company Name:

Person Who Holds the Policy:

(LAST NAME) (FIRST NAME) (MIDDLE INITIAL)
Date of Birth: SS#
Employer:
ID Number: Group Number

Address of Insurance Company:

(Street Address/P.O. Box)

City State Zip Phone Number




EMERGENCY CONTACT:

LAST NAME FIRST NAME

RELATIONSHIP PHONE NUMBER

Billing Information

We will bill most insurance directly for you as a courtesy to our patients. All co pays, deductibles, and
co-insurance amount are to be paid at the time of service. Co pays not paid at the time of service are
subject to a $5.00 handling fee. All remaining balances are due upon receipt of statement. All balances
are considered past due for balances owed for more than 30 days. All accounts are subject to a $40.00
reactivation fee to be paid prior to being seen for future visits if the account has been put on a “write off
bad debt” status. When an account is sent to collections, this terminates the Patient-Doctor relationship.

| am responsible for the payment of this account regardless of insurance coverage. It is my responsibility
to know the parameters and benefits of my Insurance policy. If it becomes necessary to employ an
attorney or collection agency to collect balance due, | agree to pay all reasonable collections cost and
attorneys’ fees. The venue for court proceeding shall be in Benton County.

Assignment of Benefits

| herby assign all medical and/or surgical benefits to which | am entitled, including Private Insurance and
any other Health Plan to: Vista Family Health.

This assignment will remain in effect until revoked by me in writing. A photo copy of this assignment is to
be considered as valid as an original. | hereby authorize said assignee to release all information
necessary to secure payment. This may include drug and/or alcohol abuse treatment, HIV status, and/or
psychiatric information; including records protected by Federal Regulation (42 CRF part 2) as required to
qualify for health benefit payment.

If my insurance company sends payment to me for a pending balance, | agree to endorse and forward the
check along with the explanation of benefits to Vista Family Health.

Signature: Date:

FOR OFFICE USE ONLY

OLD ACCOUNT #- NEW ACCOUNT #:

DATE TO ACTIVATE: COMPLETED BY:




