NEPHROLOGY ASSOCIATES OF NORTHEAST FLORIDA

James D. Baker, M.D., P.A.

Patient Insurance Signature/Authorization

PLEASE PRINT AND FILL OUT COMPLETELY

Please present Insurance Cards, Driver’s License or Military I.D.
Date_________________________           Primary Doctor_______________________________________                                                
Referring Doctor____________________________________________________
Name:_________________________________________________________________________________

                      (Last)                                   (First)                             (Middle)                        (Maiden)

Street Address:__________________________________________________________________________

Apartment/Condo/Lot/Post Office Box (Circle One):____________________________________________

City:______________________________State:_______________________Zip Code_________________

Home Phone:   (_____)_________________Work Phone:  (_____)________________Ext.:_____________

Cellular Phone: (_____)_________________E-Mail:____________________________________________

***Preferred contact phone for Appointment Reminders:  (_____)_____________________    AM   or   PM

Social Security Number______________________Driver’s License Number:________________________

Date of Birth:__________________________⁭  Male    ⁭  Female    ⁭  Married    ⁭  Single    ⁭  Divorced

⁭ Employed    Employer___________________________Occupation______________________⁭  Retired

⁭ Full-Time Student   ⁭ Part-Time Student          School_________________________________________

Spouse Name:______________________________  Date of Birth_________________________________
Employer__________________________________  Employer Address_____________________________

Work Phone:   (_____)_______________________Ext.______              _____________________________

Other Person for Emergency Contact:_________________________________Relationship_____________

Address_______________________________City________________________State__________________

Home Phone:  (_____)_____________________Work Phone:  (_____)________________Ext.__________

Primary Insurance Company Name:__________________________________________________________

Address To Send Claims:__________________________________________________________________

City:_______________________State_______________Zip Code_________Phone(____)______________

Name of Policy Holder_______________________Relationship:____________Date of Birth____________

I.D. Number_________________________________  Group Number______________________________

Secondary Insurance Company Name:________________________________________________________

Address To Send Claims:__________________________________________________________________

City:_______________________State______________Zip Code__________Phone(____)______________

Name of Policy Holder_______________________Relationship____________Date of Birth____________

I.D. Number:________________________________  Group Number_______________________________

Pharmacy Name and Phone Number:_________________________________________________________

REVISED 11/15/2018
NEPHROLOGY ASSOCIATES OF NORTHEAST FLORIDA

James D. Baker, III, P.A.

INSURANCE AUTHORIZATION
I authorize payment of medical benefits for any services rendered to me by, James B. Smart, Jr., M.D., Michael B. Brumback, M.D., Deborah A. Price, M.D., Craig J. Shapiro, M.D., Muhammad Salahuddin, M.D., Ramesh Kotihal, M.D., Reuben Maggard, M.D., Andreea Poenariu, M.D., Juan L. Chique, M.D.,  Laurie L. Buschini, MSN, A.R.N.P., Joseph Ernst, P.A.-C., Sara Preston, A.R.N.P., Cindy Anderson, P.A.- C, Alexandra Michaelis, A.R.N.P. 
to be paid directly to them through the professional association of: JAMES D. BAKER, III, M.D., P.A., (a/k/a Nephrology Associates of Northeast Florida).  I authorize the release of any medical information necessary to process this and all claims and request payment for services.  I understand that I am responsible for co-pays, deductibles, and any amount not covered by my insurance.  I understand that if I am a member of an HMO plan, I am responsible for obtaining authorization from my primary physician prior to any visits.  I understand that if I am a member of an HMO plan, I am responsible for presenting my co-pay prior to services being rendered.

I request that lifetime payment of authorized Medicare benefits be make either to me or on my behalf for my services furnished me by James B. Smart, Jr., M.D., Michael B. Brumback, M.D., Deborah A. Price, M.D., Craig J. Shapiro, M.D., Muhammad Salahuddin, M.D., Ramesh Kotihal,M.D., Reuben Maggard, M.D., Andreea Poenariu, M.D., Juan L. Chique, M.D., Cindy Anderson, P.A.-C, Laurie L. Buschini, MSN, A.R.N.P., Joseph Ernst, P.A.-C., Sara Preston, A.R.N.P., Alexandra Michaelis, M.D. I authorize any holder of medical or other information about me to release to the Centers for Medicare and Medicaid Services [CMS] [HCFA] and its agents, any information needed to determine these benefits for related services.  I authorize payment of medical benefits for any services rendered to me by James B. Smart, Jr., M.D., Michael B. Brumback, M.D., Deborah A. Price, M.D., Craig J. Shapiro, M.D., Muhammad Salahuddin, M.D., Ramesh Kotihal, M.D., Reuben Maggard, M.D., Andreea Poenariu, M.D., Juan L. Chique, M.D., Laurie L. Buschini, MSN, A.R.N.P., Joseph Ernst, P.A.-C., M., Sara Preston, A.R.N.P., Cindy Anderson, P.A.-C, Alexandra Michaelis, A.R.N.P.  to be paid directly to them through the professional association of JAMES D. BAKER, III, M.D., P.A., (a/k/a Nephrology Associates of Northeast Florida).  I authorize the release of any medical information necessary to process this and all claims and request payment for their services.  I understand that I am responsible for my yearly deductible, non-covered charges, and twenty percent (20%) of the allowed charges.

I direct my insurance carrier that a photocopy or faxed copy of this authorization shall be considered a valid assignment of benefits for all claims, in lieu of the original, which will be kept on file in my medical record.

CHECKS SHOULD BE MADE PAYABLE TO:   James D. Baker, III, M.D., P.A.

Signature of Patient:______________________________________________________________________

If Signed By Legal Guardian, Please Print Name Here:___________________________________________

Effective Date:_________________________________________
REVISED 11/15/2018
